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MEETING OF THE EAST OF ENGLAND AMBULANCE SERVICE NHS TRUST BOARD  
(PUBLIC SESSION) 

TO BE HELD ON WEDNESDAY 25 JULY 2018, AT 11:00AM 
GROUND FLOOR MEETING ROOM, TRUST HQ, WHITING WAY, OFF BACK LANE, 

MELBOURN, CAMBRIDGESHIRE, SG8 6NA 

AGENDA: PUBLIC SESSION (Disclosable) 

1. Welcome, introduction and
apologies

Information Verbal Chair 11:00 

2. Declarations of interest Decision Verbal Chair 11:03 

3. A Patient Story Covered under Annual Public Meeting 11:05 

4. Report from the Chair Information Paper Chair 11:05 

5. Report from the Chief Executive Information Paper Chief Executive 11:10 

6. Minutes of previous meeting
23 May 2018

Decision Paper Chair 11:15 

7. Matters arising – action checklist Decision Paper Chair 11:20 

STRATEGY & BUSINESS PLANNING 

8. Horizon scanning Information Paper Trust Secretary 11:25 

9. Annual Operating Plan Assurance Paper Director of Strategy & 
Sustainability 

11:30 

STRATEGIC GOALS 

RESPONSIVE OPERATING MODEL 
For sustainable performance and improved patient outcomes 

DELIVERY OF EXCELLENT, HIGH QUALITY CARE TO PATIENTS 
10. Transformation Plan Assurance Paper Director of Strategy & 

Sustainability 
11:40 

11. Lessons learned from Winter
2017/18

Assurance Paper Director of Service Delivery 11:45 

A PATIENT FOCUSED AND ENGAGED WORKFORCE 
12. Organisational Healthcheck

i) WRES Assurance Paper Director of People & Culture 11:50 

ii) Freedom to Speak quarterly
report

Assurance Paper Director of People & Culture 11:55 

iii) Staff Engagement Plan Assurance Paper Director of People & 
Culture/Interim Director of 
Engagement & Communication 

12:00 



 

 
 

  

INNOVATIVE SOLUTIONS 
For an efficient, effective and economic service 

 
 

 

ENGAGING WITH URGENT AND EMERGENCY CARE STAKEHOLDERS 
To deliver the vision 

  

PERFORMANCE 
  

13. Integrated performance report  Assurance Paper Executive Team 12:05 
  

14. Finance report Month 3 Assurance Paper Director of Finance and 
Commissioning 

12:15 

  

15. Board Committee reports  
i) Quality Governance Committee    Trust Chair 12:20 
ii) Performance and Finance 

Committee 
Assurance Paper No meeting held  

iii) Audit Committee Assurance Paper No meeting held  
iv) People and Culture Committee Assurance Paper No meeting held  
v) Remuneration Committee Assurance Paper Chair of RemCom 12:23 

  

GOVERNANCE & REGULATORY 
  

16. Board Assurance Framework 
 

Assurance 
 

Paper 
 

Director of Strategy and 
Sustainability 

12:25 

  

17. CQC Inspection Report and 
Quality Improvement Plan 

Information 
& 
Assurance 

Paper Director of Clinical Quality and 
Improvement 

12:30 

  

18. Annual Accounts, Annual 
Governance Statement, Head of 
Internal Audit Opinion & Annual 
Report  

Decision Paper Trust Secretary / Director of 
Finance and Commissioning 

12:40 

  

19. Annual Quality Report 2017/18 Information Paper Director of Clinical Quality and 
Improvement 

12:45 

  

20. Well Led Review Assurance Paper Chair 12:50 
  

21. Items referred to/from other 
Committees 

Information Verbal Chair 12:55 

  

22. Key messages and risks 
identified 

Information Verbal Chair 12:58 

  

23. Any other urgent business Information Verbal Chair 12:59 
  

24. 
 

Next meeting: 26 September 
2018 

Information Verbal Chair 13:00 

 

For information: 
 

15i Quality Governance Committee a) DIPC Annual Report 
  b) Safeguarding Annual Report 
  c) IPC Management Policy 
  d) IPC Audit Policy 
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Report Title: Chair’s report 

 

Report Author(s): Sarah Boulton 
Chair 

Sponsoring 
Director: 

 

 
Purpose: 
 

Decision Assurance For Information Disclosable X 
 X X Non-Disclosable  

 
Executive Summary: 

The purpose of this report is to provide an update and assurance about the diary activities of the Chair 
of the Trust over the last two months. It also provides an update and assurance on much of the activity 
undertaken by non-executive directors over the same period. The report includes information on:  
 

• Board Appointments and Departures 
• External stakeholder meetings and events 
• Meetings and events with other NHS partners 
• Internal stakeholder meetings 

 
 

Other Key Issues to Draw to the 
Board’s Attention: 

N/A 

 
Action Required by the Board: 
To note the diary activities of the Chair and non-executive directors over the last two months and to 
provide assurance 

 
Previously Considered By and Recommendation(s) Made: 
N/A 

 
 
Related Trust Strategic Objective(s): 

Please indicate those 
applicable (X): 

Putting into place a new Responsive operating model to deliver sustainable 
performance and improved outcomes for patients. 

 

Maintaining the focus on delivering Excellent high quality care to the patients.  
Guarantee we have a Patient Focused and engaged workforce.  
Delivering Innovative solutions to ensure we are an efficient, effective and 
economic Service. 

 

Playing our part in the urgent and emergency care system being Community 
Focused in delivering the 5 year forward view. 

 

 
 
Other: 

Please indicate if 
applicable (X): 

To ensure effective governance and compliance. X 
 

 Please answer Yes or No. If yes, please provide appropriate brief details 
Legal Implications None 
Regulatory Requirements No, but a written report on the Chair and non-executive director activities 

is regarded as good practise 
Equality and Diversity Impacts None 

 

TRUST BOARD 
(Public Session) 

 
 25th July 2018  AGENDA ITEM 4 
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Board Appointments and Departures 
 
It gives me great pleasure to welcome Tracy Nicholls to the board as the Director of Clinical 
Quality and Improvement. Tracy was acting up into this position following Sandy Brown’s 
retirement and was appointed on 1st June, following an open and competitive recruitment 
process. I know other board members will join me in welcoming Tracy to her new role, and 
offer her our support. 
 
Tony McLean, who has been with us for three years, left the board at the end of May when 
he took the tough decision to leave as his work commitments in the North West have 
increasingly taken him away from this patch. I would like to thank Tony for his commitment 
to the board and his support for the executive team and wish him the very best for all his 
future endeavours. 
 
External Stakeholder meetings and events 
 
It was a pleasure to join our SLM Paul Marshall in welcoming Daniel Zeichner MP to our 
Cambridge station. We also took Daniel across to Addenbrookes to discuss joint working 
between the 2 organisations. Daniel was very complimentary on the improvements he has 
seen and very supportive of the board and our engagement with MPs. 
 
I joined Sheila Salmon, Chair of EPUT, and her governors to interview for her board’s 2 
vacant non executive roles. 
 
Meetings and events with other NHS partners 
 
I am engaged in all 6 STPs across the East of England as they continue to develop and 
evolve, many towards a more integrated care system (ICS) model. Each is at a different 
stage of development and has its own unique arrangements to reflect its local engagement. 
I have attended leaders and chairs meetings in the Bedford, Luton and Milton Keynes 
(BLMK) STP, Suffolk and N Essex STP and telecons with Herts and W Essex STP and 
Suffolk and N Essex STP. I also attended the NHS England Board visit to the Norfolk and 
Waveney STP at the Norfolk and Norwich Hospital. 
 
I have recently been elected onto the NHS Providers board as the ambulance chair 
representative trustee and attended my first board meeting and induction sessions. 
 
Internal meetings 
 
Over the last two months I have chaired the Quality Governance Committee and the 
Equality, Diversity and Inclusion Steering Group. We also held our monthly board meeting 
together with a board away day, where we scrutinised the Freedom to Speak Up self 
assessment toolkit, continued to review and refresh parts of our strategy, examined the 
requirements of GDPR and received an update on counter fraud activities. The meeting 
also provided an opportunity to say farewell to Ian Crowson, who has been our Business 
Continuity Manger for 7 years as he enjoys a well-earned retirement. 
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I have held my regular monthly telecons with NEDs and as a board we continued to discuss 
the actions arising from our CQC Inspection Report and also from our independent review 
of our governance arrangements by Deloitte. Both of these reports have been released 
since the last board meeting. 
 
I continue to undertake mentoring for a number of people within EEAST, including one as 
part of the WRES Experts Programme, and also as part of NHSI’s NeXT Director 
Programme.  
 
Lizzy Firmin provided expert support to a number of our teams as we continue to work 
through the management restructure. 
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Report Title: CHIEF EXECUTIVE’S REPORT 

 

Report Author(s): Robert Morton 
Chief Executive 

Sponsoring 
Director: 

Sarah Boulton 
Chair 

 
Purpose: 
 

Decision Assurance For Information Disclosable         X 
  x Non-Disclosable       

 
Executive Summary: 
The purpose of this paper is to update the Board on issues, and matters the Chief Executive has been 
addressing or involved in since the last Trust Board meeting on 23 May 2018. 

 
Other Key Issues to Draw to the Board’s Attention: None 

 
Action Required by the Board: 
The Board is asked to note the content of the Chief Executive’s report 

 
Previously Considered By and Recommendation(s) Made: 
This Report has been reviewed by the Executive Leadership Board on the 19 July 2018. 

 
Related Trust Strategic Objective(s): Please indicate 

those applicable (X): 
Putting into place a new Responsive operating model to deliver sustainable 
performance and improved outcomes for patients 

N/A 

Maintaining the focus on delivering Excellent high quality care to the patients 
 

N/A 

Guarantee we have a Patient Focused and engaged workforce 
 

N/A 

Delivering Innovative solutions to ensure we are an efficient, effective and 
economic Service 

N/A 

Playing our part in the urgent and emergency care system being Community 
Focused in delivering the 5 year forward view 

X 

 
Other: Please indicate if 

applicable (X): 
To ensure effective governance and compliance X 

 
 

 Please answer Yes or No. If yes, please provide appropriate brief details 
Legal Implications No 

 
Regulatory Requirements No 

 
Equality and Diversity Impacts No 

 

TRUST BOARD 
(Public Session) 

 
 25 July 2018  AGENDA ITEM 5 
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Chief Executive Report 
 
Independent Review of Leadership and Governance Arrangements by Deloitte 
In early 2018, following the raising of concerns about leadership and governance at the Trust, the 
Chair and NHS Improvement agreed to commission an independent review which was undertaken 
by Deloitte.  
 
The subsequent report was received by the Trust on the 13 July last as Chief Executive of the 
organisation, welcome the report. On behalf of the Executive Team, and as Directors of the Trust 
Board, we are pleased to read the findings in relation to the capacity and capability of the Trust’s 
leadership. 
 
In terms of the recommendations of the report, I propose that we benchmark them against existing 
improvement plans and where any deficits are identified, an additional actions to the proposed Trust 
Integrated Improvement Plan which is currently under development and which will be monitored by 
the Executive Leadership Board. Relevant elements of the plan will be presented through Board 
Committees for assurance going forward. 
 
EEAST Transformation and Oversight Board 
The transformation structure is now well established and comprises of five programme boards led 
by Senior Leadership Board (SLB) members, feeding into the Transformation Oversight Board as a 
sub-group of the Executive Leadership Board.  
 
Following receipt of the Report of the Independent Review of Leadership and Governance 
Arrangements at the Trust by Deloitte, and the associated recommendations, the Improving Value 
workstream will be closed down and the work embedded across the other four workstreams. 
 
In terms of key project progression points, success in regards to the initial capital bid has resulted in 
£6.5m of capital funds to deliver make ready sites in 10 sites within the 2018/19 year which will 
bring long term efficiencies and support our future model. The Building Better Rotas project is now 
progressing at pace through the working parties, with rotas to be determined by October 2018, 
aligning to the completion of the service delivery restructure. The recruitment team have exceeded 
the number of offers accepted in quarter one, although there is some slippage in the number that 
have to date translated to individuals in post and available for operational duties. However, actions 
are in situ to return to trajectory through quarters two and three with service delivery focused on 
ensuring Patient Facing Staff Hours are not adversely impacted.  
 
The Performance and Finance Committee will be monitoring progress against the action plan. The 
Trust will also be providing regular updates to NHS Improvement and Clinical Commissioning 
Groups through the Lead Commissioner. 
 
Risk Summit 
The focus of the Risk Summit and the associated actions was to reduce the patient safety risk 
predominantly arising from Hospital Arrival to Handover Delays. We continue to make good 
progress with the Risk Summit Action Plan and continue to learn from the actions that came about 
as a result of Serious Incidents logged during the winter period. The independent harm analysis 
update provides clarity on the internal, regional and national actions developed during the review 
and has been published by the Trust’s lead CCG. In line with all Trust, this Trust continues to 
provide a regular update to our regulators NHS Improvement in relation to the number and 
management of Serious Incidents. The Trust is due to attend the next review meeting on the 28 
September 2018. Most of the actions are now closed, however, the Quality Governance Committee 
will continue to monitor progress against any outstanding actions. 
 



Page 3 of 6 
 
 
 
 
 
 

Winter Planning/A&E Delivery Boards (AEDB) 
EEAST senior managers whom attend the 22 AEDBs across our operational footprint have been 
directed to take forward the following key messages/priorities: 
 
 Need early sight of winter plans before we finalise ours in September 2018 
 
 Need to see a reduction in demand from care homes and 111 
 
 Weekend staffing of 111/IUC/OOH needs to be robustly tested 
 
 Need to see clear plan to manage and respond to A2H 
 
 Need confirmation that all AEDBs are sighted on revised Delayed Handover Protocol 
 
 Need to brief AEDBs on Surge and REAP with a view to ensuring they understand 

relevance of REAP and impact on community safety 
 
The Trust’s final Winter Plan will be presented to the Trust Board for assurance at the September 
Trust Board meeting. 
 
Executive Engagement Plan 
The Executive Team have undertaken 25 staff engagement sessions across the region since the 
last public meeting. Despite this effort, only 150 staff were met. The disproportionality of effort v 
output reflects the challenges of engaging a highly mobile and busy workforce across a large 
geography. The Trust does not have the capacity to facilitate large scale staff abstraction from duty, 
hence, the Director of People and Culture will be presenting a revised Employee Engagement Plan 
to deploy more innovation solutions to engagement. The People and Culture Committee will 
consider feedback from these engagements. 
 
Care Quality Commission (CQC) 
The CQC undertook an inspection of the Trust from the 6 to the 8 March 2018. Initial informal 
feedback from the CQC confirmed that no “Stop the Line” issues had been identified. The Trust was 
also the subject of a Well Led Assessment being undertaken by the CQC from the 27 to the 29 
March 2018. The Trust’s report was published on the 4 July last. The Trust will now be required to 
update the Improvement Plan and re-submit to the CQC which is being submitted to the Trust Board 
for assurance today. The Quality Governance Committee will be monitoring progress. 
 
Staff Wellbeing 
The Executive Team have conducted 25 engagement visits in recent months and one of the themes 
emerging was the comfortability of the existing uniform is very warm weather. The is a national 
piece of work underway to review the national uniform. However, given the impact of the weather on 
staff, the Executive Team have authorised the procurement of two Polo Shirts brought forward from 
next year’s allocation to ensure we can provide some relief before the end of the summer. These 
Polo Shirts will also be available to PTS and EOC staff as they provide more practical wear and 
comfort in their working environs as well. Any feedback will be reported through the People and 
Culture Committee. 
 
Ambulance Response Programme 
NHSE have completed the spring review of ARP and the Trust was engaged fully in the process. 
Changes to the Ambulance Quality Indicators (AQI) were finalised and released to all Trusts for 
implementation on the 29 May 2018.  
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Performance improvement will be directly dependent on the implementation of the Trust’s Workforce 
Plan over the next 3 years. Based on this plan, the Trust is expected to, both operationally and 
contractually, deliver against ARP standards from Q1 2019/2010. Implementation of the plan with be 
overseen by the EEAST Transformation and Oversight Board and will be monitored through the 
Performance and Finance Committee. 
 
NHSE/NHSI Joint Ambulance Improvement Programme (AIP) 
The AIP is expected to launch a sector report on efficiency on the 26 July 2018. This report when 
released will be brought to the next Board meeting. 
 
Employee Relations Update 
 
ACAS facilitated Partnership Review 
The Trust continues to work with Regional UNISON to improve local partnership working 
arrangements.  Since the Branch was taken into regional supervision the three fulltime branch 
officials have refused to agree to the commitments around behaviours previously provided by 
UNISON in December 2017 and as a result will no longer be afforded block Trade Union facility 
time.  However, some positive progress has been made with four new UNISON representatives 
agreeing to engage within the commitments set out by UNISON and who will now be provided with 
two days per week block release facility time. The next steps are to work with these representatives 
to reinstate local consultation and negotiation machinery and to work to improve partnership working 
and staff engagement.  It is disappointing that despite these joint efforts, elements of the local 
Branch continue with their adversarial approach which is misleading staff and generating discontent 
at an already challenging time for the wider NHS. 
 
GMB Recognition Request 
In consideration of the GMB request for recognition the Trust has now verified their membership 
numbers.  GMB have continued to meet with the Trust on an informal basis and have been broadly 
supportive and committed to a positive means of engagement.  There have been numerous 
requests from staff to broaden trade union recognition although the Trust recognises that there are 
sensitivities with regards the recognition of any new Trade Union particularly in light of the ongoing 
work with UNISON.  
 
National Paramedic Banding Agreement 
The Trust continues to finalise the Band 6 Paramedic Training needs analysis and development 
offer.  The consultation on the National Paramedic Job Description is complete with no changes 
requested by staff.  UNISON had requested that the Trust put the National Job Description through 
local job evaluation which was agreed despite the fact it had been nationally evaluated.  
Subsequently UNISON refused to go ahead with the Job Evaluation and therefore the Trust has 
proceeded to issue the Job description to all eligible staff.  This means the Trust can now proceed to 
implement pay progression to the top of band 6 for eligible staff which was not available under the 
previous local agreement.   
 
Executive Recruitment  
Following completion of robust and external recruitment campaigns, the Executive Team is now fully 
substantive. The following appointments have been made: 
 
 Dr. Tom Davis is Medical Director 
 Tracy Nicholls is Director of Clinical Quality and Improvement  
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Stakeholder Engagement* 
Stakeholder Location Date 
EEAST PTS Engagement, Harlow 

Executive Staff Engagement Harlow Station 
Executive Staff Engagement Great Notley 
Father’s Day Video 
Station Visit Kings Lynn 
Station Visit Chelmsford EOC 
CQC Briefing to Senior Managers 
Station Visit Luton, NHS 70 Celebration 
Station Visit Sudbury Fire and Ambulance Station 
Leadership Engagement Event 

30/05/2018 
06/06/2018 
12/06/2018 
14/06/2018 
26/06/2018 
03/07/2018 
04/07/2018 
05/07/2018 
12/07/2018 
24/07/2018 

CCG Ed Garratt, Lead Commissioner 
Ed Garratt, Lead Commissioner 
John Webster, West Norfolk CCG 
Richard Watson, Ipswich and Suffolk CCG 
Beverly Flowers, AO, East and North Herts CCG 
Ed Garratt, Lead Commissioner 
Ed Garratt, Lead Commissioner 
 

01/06/2018 
13/06/2018 
26/06/2018 
04/07/2018 
06/07/2018
11/07/2018 
20/07/2018 
 

NHS Trusts Nick Hulme, Chief Executive, Colchester and Ipswich Hospital 
National Ambulance Chief Executives Teleconference 
Jenny Winslade, SWAST 
Richard Henderson, Chief Executive, EMAS 
Jon Wade, Chief Operating Officer, QEKL 
Clare Panniker, Chief Executive, Mid and South Essex Hospitals 
Stephen Posey, Chief Executive, Royal Papworth Hospital 
Nick Carver, Chief Executive, Lister Hospital 
Hospital Handovers, Chief Executives of Acute 
Stephen Graves, Chief Executive, North West Anglia FT 
 

24/05/2018 
31/05/2018 
04/06/2018 
08/06/2018 
26/06/2018 
03/07/2018 
06/07/2018 
11/07/2018 
13/07/2018 
17/07/2018 

HOSC   

MPs Jo Churchill MP  
Regional MP Brief Westminster 
Stephen Barclay MP (Minister of State for Health) 

05/06/2018 
05/06/2018 
13/06/2018 

CQC CQC 29/06/2018 

NHSI Frances Shattock, NHSI 
Dr. Kathy McLean, Medical Director, NHSI 
Frances Shattock, NHSI 
Mark Gough, NHSI 
PRM with NHSI 
Dr. Kathy McLean, Medical Director, NHSI 
Hospital Handovers, NHSI 

13/06/2018 
27/06/2018 
03/07/2018 
04/07/2018 
12/07/2018 
13/07/2018 
13/07/2018 
 

NHSE Andrew Pike, NHSE 
Hospital Handovers, NHSE 

25/06/2018 
13/07/2018 
 

UNISON Regional UNISON Officials 24/05/2018 



Page 6 of 6 
 
 
 
 
 
 

GMB GMB Regional Officials 11/07/2018 
 

Blue Light 
Partners 

Sudbury Fire and Ambulance Station Opening Ceremony with 
Suffolk Fire and Rescue Service 
 

12/07/2018 

Healthwatch
/ 
TUGs 

  

Media   

Health 
Education 
England 

  

HEI UEA Strategic Partnership  15/06/2018 
 

RAF RAF 100 Celebration 10/07/2018 
 

HSE   

Dept. of 
Health 

  

AACE Martin Flaherty, AACE  
AACE Chief Executive Group Workshop 
AACE Council Management 
 

11/06/2018 
17/07/2018 
18/07/2018 
 

Other 
Stakeholder
s 

Healthcare UK 
Phillipa Hentsch and colleagues, NHS Providers 
John Murray, Deloitte 

15/06/2018 
03/07/2018 
13/07/2018 
 

British 
Heart 
Foundation 

  

Wellbeing 
Services 

TASC  
 

06/06/2018 
 

 
*Available engagement time continues to be consumed by health partner and regulatory 
meetings to manage or plan for system pressures  
*Correct at the time of submission, any subsequent changes will be verbally reported to the 
Board at the meeting 
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UNCONFIRMED (Disclosable) 

 
MINUTES OF THE EAST OF ENGLAND AMBULANCE SERVICE NHS TRUST BOARD MEETING 

(PUBLIC SESSION) 
TO BE HELD ON WEDNESDAY 23 MAY 2018, AT 1:30PM 

GROUND FLOOR MEETING ROOM, TRUST HQ, WHITING WAY, OFF BACK LANE, 
MELBOURN, CAMBRIDGESHIRE, SG8 6NA 

 
Present: Sarah Boulton Non-Executive Director (Chair of Trust) 
 Andrew Egerton-Smith Associate Non-Executive Director 
 Lizzy Firmin Non-Executive Director 
 Peter Kara Non-Executive Director 
 Ravi Mahendra Non-Executive Director 
 Tom Spink Non-Executive Director 
 Alison Wigg Associate Non-Executive Director 
 Wayne Bartlett-Syree Director of Strategy and Sustainability 
 Kevin Brown Director of Service Delivery 
 Dr Tom Davis Acting Medical Director 
 Robert Morton Chief Executive Officer 
 Tracy Nicholls Acting Director of Clinical Quality and Improvement 
 Kevin Smith Director of Finance and Commissioning 
 Lindsey Stafford-Scott Director of People and Culture 
In Attendance: Laila Abraham Trust Secretary 
 Sarah Barley Assistant Trust Secretary 
 Isabel Cockayne Interim Director of Communication and Engagement 
 Anni Hartley-Walder Mentee, NHSI NExT Director Scheme 
 Tom J Paddock Paramedic (for item 3) 
 Members of Staff  
 Members of the Public  
 
PUBLIC SESSION (Disclosable) 
 
P048/18 1. WELCOME, INTRODUCTION AND APOLOGIES 
  
 The Chair welcomed everyone to the meeting and thanked Trust Board members and visitors 

for attending the meeting. 
 
New Board members were welcomed to the meeting – Ravi Mahendra, Non-Executive Director 
and Chair of Audit Committee, Dr Tom Davis, who from 1 June will be the Trust’s Medical 
Director, and Tracy Nicholls, Acting Director of Clinical Quality and Improvement. 
 
The Chair highlighted the key topics of the meeting.  Tom J Paddock, a Paramedic, from 
Waveney, will be sharing his experience of the Freedom to Speak Up(FTSU) processes.  The 
outcome of the 22 SIs that arose from the delayed responses over the festive period, and the 
final report from the Independent Service Review, which will allow the Trust to invest in its fleet 
and frontline staff are also on the agenda   
 
The Chair gave a reminder that this is a Board meeting in Public and advised that there will be 
an opportunity to ask questions for the public, which she will invite.   
 
Apologies were received from Non-Executive Director Tony McLean. 

  
P049/18 2. DECLARATIONS OF INTEREST 
  
 There were no new declarations of interest. 
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P050/18 3. A STAFF STORY 
  
 The Chair welcomed Tom Paddock, to give his presentation. 

 
Tom advised that he wanted to provide assurance to the Trust Board in relation to the 
robustness of the FTSU processes.  He proceeded to share his experience in relation to an 
overtime shift, which took him away from his usual working location, and which resulted in him 
raising concerns over patient safety whilst waiting to hand a patient over at a local hospital.  He 
described the contact he had with the FTSU Guardian, the advice received and the actions 
taken.  He then highlighted the work that was underway to address his concerns and 
improvements made as a result of raising the issue.  He concluded by reflecting on his use of 
the FTSU service, which he considered to be an extremely positive experience.  
 
The Chair gave Trust Board members the opportunity to ask questions. 
 
The Chair thanked Tom for his valuable presentation.  She asked the Acting Director of Clinical 
Quality and Improvement, if she had anything further to add.  The Acting Director of Clinical 
Quality and Improvement thanked Tom for his compelling story, which highlights the hard work 
of the Trust’s staff and FTSU guardians. 
 
The Director of People and Culture commented that it is pleasing to see that publicising the 
FTSU service via staff payslips was a success.  She asked how the process can be further 
communicated to staff.  Tom advised that he is aware that other organisations have 
ambassadors to assist the FTSU guardians, and suggested that this is something the Trust 
might consider introducing.   
 
Tom Spink commended the presentation.  He asked how else the experience can be 
communicated to raise awareness of the problems experienced as a result of attending a 
hospital that he was not familiar with.  Tom advised that reducing localism can help, staff would 
benefit from working in different locations. 
 
The Acting Medical Director thanked Tom for raising the issue.  He asked what aspects of the 
FTSU process he perceives to be good and what he considers to be areas for improvement.  
Tom advised that the process is accessible.  However, it is important to manage expectations, 
which could be helped by ensuring there is an understanding that addressing issues that are 
raised takes time. 
 
The Director of Service Delivery enquired as to the immediate suggestions for improvements, 
and the best method for communicating this.  Tom advised that consistency across the sector, 
being open about what is being done to address issues raised, and engaging with staff in terms 
of solutions would all be beneficial.  In terms of communication, the poster that he suggested to 
be implemented in the particular hospital he attended has proved to be very effective. 
 
The Chief Executive thanked Tom for sharing his experience.  He suggested that this story 
would be a powerful way of promoting FTSU within the organisation, and that Tom would be a 
good ambassador to deliver this to staff via PU.   
 
The Chair asked FTSU Guardians Anna Price and Simon Chase if they had comments.  Anna 
thanked Tom for sharing his experience.  
 
The Chair summarised key points, stating that the Trust may wish to pursue introducing 
ambassadors for FTSU within the Trust, that the healthcare environment can be complex and 
that silo working needs to change, endorsing the point that communication is important. 
 
The Chair thanked Tom. 
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P051/18 4. REPORT FROM THE CHAIR 
  
 The Chair asked for the report to be taken as read and highlighted the appointment of new 

Board members to the team as a key point. 
 
The Trust Board noted the diary activities of the Chair and non-executive directors over 
the last two months, provided for assurance purposes. 

  
P052/18 5. REPORT FROM THE CHIEF EXECUTIVE 
  
 The Chief Executive presented the report, which he asked to be taken as read.  The following 

key points were highlighted: 
 

• The new 999 contract has been signed.  This will run for 6 years, with regular activity 
based reviews being undertaken during this period.   

• The contract for 2018-19 is a block contract.   
• Risk summit review meetings continue to be regularly held.  Feedback is that there is 

confidence in the actions the Trust has taken.  The next meeting will be in September. 
• Dr Tom Davis has been appointed as the Trust’s Medical Director. 

 
The Chair asked for questions. 
 
In response to a question from Andrew Egerton-Smith regarding the delay in implementing the 
National Paramedic Banding agreement, the Director of People and Culture confirmed that 
there is now an impact on staff in relation to incremental increase.  This is due to a delay in 
finalising the job description, due to UNISON branch officials refusing to evaluate the job.  In 
light of the effect on staff, the Trust is proceeding with implementation.   
 
The Trust Board noted the content of the Chief Executive’s report. 

  
P053/18 6. MINUTES OF THE PREVIOUS MEETING (28 MARCH 2018) 
   
 The minutes of the last meeting were checked for accuracy and agreed as an accurate record 

of the meeting. 
  
P054/18 7. MATTERS ARISING – ACTION CHECKLIST 
  
 The Chair referred to the matters arising checklist.   

 
P032/18 13. FINANCE REPORT – MONTH 11 
Establish how to communicate the purchase of a site for a new Ambulance Hub in 
Ipswich to staff. 
The Interim Director of Communication and Engagement advised that work to improve 
engagement in the local area is on-going.  
 
The Chair referred to the closed and completed action points. 
 
P044/18 10. TRANSFORMATION OVERSIGHT BOARD 
P&CC to address the risk of support staff capacity to deliver the Transformation Plan. 
Lizzy Firmin advised that following the P&CC meeting on 10 May 2018, this action has since 
been escalated to Trust Board.  This will be reflected on the action checklist. 
 
Tom Spink recalled that Audit Committee will be providing assurance on the Trust’s position in 
relation to GDPR.  The Director of Strategy and Sustainability advised that Internal Auditors 
undertook a review of the Trust’s preparedness for GDPR and rated the Trust as ‘good’.  This 
has been reflected in the report from Audit Committee on the agenda. 
 
There were no further matters arising. 
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Actions: The escalation of the risk of support staff capacity to deliver the Transformation 
Plan to be reflected on the action checklist. 

  
P055/18 8. HORIZON SCANNING 
  
 The Trust Secretary presented the report.  She recommended that the Trust Board reviews the 

FTSU guidance from NHSI.  A revised Audit Committee handbook has been published, and a 
copy ordered for reference purposes.  The Government’s mandate to NHS England for 2018-19 
has been published, as has a LSI Credentialing Register. 
 
The Chief Executive advised that the Trust’s FTSU guardians have commenced completion of 
the self-review tool.  The Trust Secretary reaffirmed that this is a Trust Board tool and 
suggested that it would be good practice for the Trust Board to review this. 
 
The Trust Board received the information in the paper, and the additional supporting 
information contained in the Reading Room of BoardPad, namely the reports in full. 
 
Action: Trust Board to review the NHSI FTSU self-review tool. 

  
P056/18 9. INDEPENDENT SERVICE REVIEW 
  
 The Chair introduced the report and handed over to the Director of Strategy and Sustainability 

to highlight the key outcomes.   
 

• The review was jointly commissioned by NHSI and NHSE as part of the mediation 
process the previous year. 

• The outcome gives the Trust an excellent opportunity to progress as an organisation.   
• Main findings are that the Trust requires more investment in its core service to increase 

staffing and capacity and meet the requirements of ARP.    
• The capacity gap is evidence-based and has been acknowledged and accepted by the 

Regulators. 
• It is estimated that workforce needs to increase by 330 qualified staff at the end of 3 

years, with another 160 DSAs on the road by the end of the 2019/20 financial year.   
• Key risks include the ability to recruit and retain staff, failure to meet UHP, and 

increased handover delays. 
• The Trust is not commissioned to deliver ARP during 2018-19, but by September 2020 
• Next steps include progressing the work of the Transformation Oversight Board, and the 

rota review, which is underway. 
• Assurance will be provided to Trust Board via the Integrated Performance Report (IPR), 

and a report setting out the ‘key milestones’ will be presented to a future meeting.   
 
The Chair thanked the Director of Strategy and Sustainability and asked for questions. 
 
The Chief Executive congratulated the Director of Strategy and Sustainability for his work to 
secure the funding, and asked for more detail on the Transformation Oversight Board 
Membership.  The Director of Strategy and Sustainability advised that a member of SLB will 
lead, with an Executive Director sponsoring each of the 5 work streams.  In terms of reporting 
progress, although the majority of data is available, the robustness of the data that has not so 
far been routinely collected is being checked.  This will be ready to report to the next Trust 
Board meeting.  
 
Peter Kara expressed his delight that the importance of this funding has been recognised, and 
highlighted the main challenge as being recruitment.  He requested clarification of current 
establishment, as figures differ across the various reports presented to the meeting.  The 
Director of People and Culture clarified that this is due to different reporting parameters across 
the reports and that the true figure that the Trust needs to increase establishment by is 490 
qualified staff.  The dashboard reported in the IPR will indicate the figures that the Trust Board 
will be monitored against.  
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Andrew Egerton-Smith pointed out additional key risks that he considered should be monitored 
by P&FC, which are vehicle delivery, rostering and availability of PAS.  The Director of Strategy 
and Sustainability agreed that these are also key risks.  In terms of fleet, he gave reassurance 
that the transformation plan is underway, and that vehicles are on order for arrival mid-year and 
April 2019.  In terms of new rosters, crew involvement in creating better rotas is having a 
positive effect, and will help mitigate the risk. Staff from right across the organisation have been 
invited to help with the review and redesign through the ‘Building Better Rotas’ work. The 
Director of People and Culture gave reassurance that work is on-track to meet the deadline for 
implementing the new rotas.  Both fleet and rota transformation will be reported through the 
dashboard.  
 
The Acting Director of Clinical Quality and Improvement stated that she welcomes the report in 
terms of the positive effect that the changes will have on patient safety and staff wellbeing.  
 
Tom Spink commented that the outcome of the review is very positive for the Trust and asked 
how this will be communicated.  The Director of Strategy and Sustainability advised that staff 
roadshows will emphasise how the rota review will help reduce late finishes and interrupted 
breaks.  The Interim Director of Communication and Engagement added that the opportunity 
will be taken to ensure feedback mechanisms are working well. 
 
Lizzy Firmin referred to support staff capacity and the need to consider the resource 
requirements to implement the changes.  The Director of Strategy and Sustainability advised 
that the Executive Team is cognisant of this issue.  He gave reassurance that there is budget to 
facilitate an increase, but resource levels need to be ascertained first.  The Director of People 
and Culture reminded the Trust Board that this issue of support staff capacity has been 
escalated to the Trust Board.   In response to Peter Kara’s suggestion of utilising external 
resource, the Director of People and Culture confirmed this is being investigated.  
 
The Chair concluded that the outcome of the review provides a great opportunity to address the 
capacity gap, which has been cited as the root cause of some of the most significant issues the 
Trust faces. The Trust Board is also cognisant of concern over support staff capacity to deliver 
the transformation plan. 
 
The Trust Board received the report.   
 
Actions: ISR key milestones report to a future meeting. 

  
P057/18 10. THEMATIC REVIEW OF SERIOUS INCIDENTS 
  
 The Chair advised that the thematic review of the 22 SIs from the festive period has concluded.  

She handed over to the Acting Medical Director, who began by apologising to all patients and 
their families affected.  He gave reassurance that the learning from these SIs has be taken on 
board to improve patient outcomes.  He took the Trust Board through the report, highlighted the 
high level findings of the investigation, concluding that no patient died as a consequence of a 
delayed response, but that 3 experienced severe harm.  He advised that following the review, 
the Trust has developed an action plan to reflect the local, regional and national lessons, the 
implementation of which will be overseen by the Executive Team and supported by the Trust’s 
external partners.  Other key points were summarised.   
 

• Significant improvements in terms of arrival to handover delays have been seen since 
the implementation of the handover protocol, but this remains an on-going concern, and 
work with Commissioners continues.    

• Local, regional and national actions have been taken forward, with the Trust recognising 
the improvements it needs to make. 

• The value of the PSIT team and HALOs has been recognised as mitigating the risk to 
patient safety from prolonged hospital handover delays. 
 

The Acting Medical Director took the opportunity to thank staff and the PSIT team for their work, 
and also the Acting Director of Clinical Quality and Improvement’s team for their work in the 
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investigation.  He also thanked patients for their feedback and the families and patients directly 
affected by these incidents.   
 
He handed over to the Acting Director of Clinical Quality and Improvement, who expressed her 
deep gratitude to patients, advising that their feedback has been invaluable.  She reported that 
the Trust’s internal governance has been scrutinised by Regulators and colleagues, and this 
has been welcomed as an opportunity to learn.  She added that the Trust was already aware of 
and investigating these potential incidents prior to Regulatory intervention, and advised that 
regular reviewing will continue, which will provide assurance.  She also took the opportunity to 
thank the Patient Safety Team for their work.   
 
Tom Spink referred to the action plans and how progress will be monitored.  The Acting Medical 
Director advised that the high level action and sub-actions will be monitored internally through 
existing processes, and he will be maintaining a close observation of this.  The action plans will 
also be a focus of meetings with Commissioners and he expects to present completed action 
plans to the September Risk Summit.  It is anticipated that QGC will also review the action plan. 
 
In response to a question from the Chair, the Acting Medical Director advised that regional 
actions will be taken forward by our lead CCG and the Trust will work closely with them.  NHS 
England will take the national actions forward as part of the review of ARP. 
 
The Director of Service Delivery reported that the Trust has participated in a number of winter 
debriefs.  Good practice has been recognised in relation to PSIT, and the escalation process 
implemented by the Trust as part of the risk summit is also considered to be an exemplar to 
other ambulance trusts.  The Trust will continue to focus on its operational delivery plan for the 
coming winter.  He added that the Trust’s Easter plan was rated ‘green’ by Regulators and the 
Trust’s Bank Holiday plans have been submitted.    
 
In response to a question from Alison Wigg as to the Trust’s performance in terms of SIs over 
the winter period, the Acting Medical Director advised that that data indicates that with 22 SIs, 
the Trust is not an outlier nationally.  He added that he is aware that all ambulance trusts 
experienced issues around delayed responses, and have been under scrutiny, and have been 
asked to carry out a review, so the Trust is not on its own in this respect.  The Chief Executive 
added that it is important to note that all ambulance trusts report SIs differently, and the Trust is 
a high reporter as a result of including the high number of near-misses recorded. 
 
Andrew Egerton-Smith asked whether the Hansard transcripts of Parliamentary Debates can be 
amended to take into account the outcome of the review.  The Interim Director of 
Communication and Engagement advised that as these are a matter of public record, this would 
not be possible.  However, preparations are being made to publicly report the outcome of the 
review.  The Chief Executive added that the Trust will be ensuring all MPs are aware of the 
accurate information.   
 
In response to a question from the Chair as to the differences between the Trust’s assessment 
of harm and the Independent Panel’s, the Acting Director of Clinical Quality and Improvement 
advised that there was movement in both directions, and noted that 3 cases moved from 
moderate harm to severe harm and 2 from no harm to low harm. 
 
The Chief Executive stated that going-forward, in terms of mitigation the Trust will be increasing 
its capacity and focus on governance.  The Acting Medical Director advised that the wider-
system is aware that handover delays at the level experienced over the festive period are not 
sustainable, and this will be raised at the Risk Summit meeting in September to ensure that the 
system approach to this winter is robust.   
 
The Chair thanked the members, commenting that the information has enabled the Trust Board 
to receive assurance around the governance process and the external scrutiny.  This will be 
monitored through the Trust Board’s normal processes though Quality Governance 
Committee(QGC). 
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The Trust Board: 
• received the report as assurance of the governance processes around patient 

safety, the completion of independent assurance during the review and the 
thematic local, regional and national learning from these Serious Incidents.  

• agreed that further monitoring will be undertaken by the Quality Governance 
Committee and reported to the Trust Board through the normal reporting process. 

 
Action: Continuation of monitoring of action plan to be undertaken by QGC. 

  
P058/18 11. ORGANISATIONAL HEALTHCHECK 
  
 i) People and Culture Strategy implementation update 
  
 The Director of People and Culture presented the report, which she asked to be taken as read.  

She gave an update on the Leadership Strategy, as this is not included in the report, advising 
that it had been well-received at a masterclass that the Trust was invited by NHSI to present  
 
Lizzy Firmin asked how the impact of the work is being measured.  The Director of People and 
Culture advised that work is underway with consultants Zeal to formulate methodology to 
enable evaluation.  Other ambulance trusts also want to engage to develop a tool, which will 
enable benchmarking.  
 
Tom Spink asked where the impact of ‘late finishes’ will be reported.  The Director of People 
and Culture advised that the Working Group and P&CC will review findings.  The Director of 
Service Delivery advised that recently run pilots are in evaluation stages and ‘uninterrupted 
breaks’ are seeing an improvement.  In response to the Chair’s question regarding where ‘late 
finish’ data will most appropriately be reported, the Director of People and Culture advised that 
work force KPIs are being discussed and that ‘late finishes can be incorporated and reported 
back via the Integrated Performance Report.   
 
The Trust Board noted the update. 
 
Action: P&CC to review findings in relation to ‘late finishes’ and recommend the most 
appropriate way to report back to the board. 

  
 ii) FTSU QUARTERLY REPORT 
  
 The Director of People and Culture presented the report, which she asked to be taken as read.  

She advised that the report was presented to P&CC by FTSU Guardian, Anna Price.  Trust 
Board members were signposted to the achievements on page 10.  The FTSU Guardians are 
engaging, and indeed leading, nationally, and work has been established as good practice by 
the National Guardians Office, which is commendable. 
 
Lizzy Firmin, as Chair of P&CC emphasised that the report was discussed in detail at the 
Committee and that assurance was gained that cases are being dealt with effectively.  She 
added that measuring success can be difficult because of the confidential nature of the cases. 
 
The Chief Executive queried the structure chart on page 4.  The Director of People and Culture 
explained that this is pictorial, rather than hierarchical, and will update it to make this clear. 
 
The Chair thanked FTSU Guardians Anna Price and Simon Chase for their work. 
 
The Trust Board received the FTSU annual report and continued to support the raising 
concerns agenda. 
 
Action: Structure chart to be amended. 
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P059/18 12. INTEGRATED PERFORMANCE REPORT 
  
 The Chair introduced the report and referred to the Director of People and Culture to present 

the ‘Leadership and Improvement’ section.  Key points were highlighted. 
 

• A slight increase has been seen in ‘turnover’, and this is not generally a concern, with 
the exception of EOC and PTS, where there is a targeted focus to address vacancies. 

• The sharp increase in sickness absence is normalising.  It is hoped that the new policy 
will have a positive impact on sickness levels reported. 

• Appraisal performance has been impacted by the greatly increased demand through 
winter which has made it more difficult to abstract staff. Also, staff are waiting for the 
new appraisal process, ‘Compassionate Communications’ to commence.  This will be 
raised with the Executive Team and trajectories put in place. 

• The mandatory training handbook is currently under review. 
• Staff were congratulated for undertaking PU during the period of high demand.  

 
Peter Kara referred to the turnover figure for the whole Trust, which is noted in the commentary 
as 7.91%, and 8.58% on the chart, and asked for the reason for the discrepancy.  The Director 
of People and Culture advised that TUPE transfers are included in the higher figure.  She gave 
reassurance that the KPI review will align this. 
 
Peter Kara referred to the appraisal data and queried the total figure, noted as 33%.  The 
Director of People and Culture explained that this figure denotes the rolling 12 month 
compliance, and that compliance is 33% to-date.  The level of work required to meet the target 
of 95% has been recognised.   
 
In response to Peter Kara’s concern regarding levels of long term sickness in EOCs, the 
Director of People and Culture gave assurance that the Trust is working jointly with EMAS to 
address this. 
 
Tom Spink asked whether there are plans in place to ensure that PU trajectories are achieved.  
The Director of People and Culture advised that it is recognised that it will be challenging, but 
gave reassurance that it remains a focus. 
 
The Chief Executive commented that the report does not indicate how the Trust benchmarks 
against its peers.  He also highlighted that it was important not to review the data in isolation, as 
some areas, such as sickness and attrition are linked.   
 
The Acting Director of Clinical Quality and Improvement presented the section on ‘Quality of 
Care’. 
 

• There were 15 SIs reported in March. 
• A reduction in complaints has been seen, with a reduction in PTS complaints 

anticipated. 
• 6 out of 8 ACQIs demonstrated an increasing compliance in March, with the exception of 

the STEMI care bundle and Stroke HASU< 60 minutes.  Time-based targets are a 
challenge to achieve. 

• Safeguarding referrals in April decreased slightly compared to March.  However, referral 
rates still remain significantly higher when compared to the same period in 2016/17.  
Improvement in SPOC performance has had a positive impact. 

• The Medicines Management Policy and associated Standard Operating Procedures are 
currently being reviewed. 
 

The Chair asked what impact the risk summit and the level of regulatory scrutiny has had on the 
Clinical Team.  The Acting Director of Clinical Quality and Improvement commended the team’s 
capacity to cope, emphasising that morale remains high and that patient safety is their passion.   
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The Chair advised that ‘Financial Performance’ will be addressed at item 13 (Finance Report – 
month 1). 
 
The Director of Service Delivery presented the section on ‘Operational Performance’. 
 

• Figures for April demonstrate a decrease in demand and in increase in performance.   
• Despite the handover delay work, there were more than 1000 occurrences in April of 

handover to discharge exceeding one hour.  Although this is an improvement on 
previous performance, it is clear that there is more work to do across the wider-system. 

• Progress is being made in relation to mobilisation of the Beds and Herts PTS contract, 
and improvement has been seen in the Cambridge and Peterborough PTS contract. 

• Major incident plans were briefly mobilised, with good effect. 
• The 0% compliance in relation to one HART training session relates to delayed training, 

which was deferred to April.   
 
In response to a question from Peter Kara in relation to the commissioning of C1 and 
trajectories, the Director of Service Delivery clarified the Trust is commissioned on regional 
level, not at STP level and that the Trust’s trajectories are 0:08:11 for C1 mean 7 minutes and 
0:16:22 for C1 90% 15 mins.  These were achieved in April, but there have been some 
challenges during May, which are expected to be rectified by the end of the month.  
 
In response to a question from the Chair, the Director of Service Delivery clarified that the 
trajectory is not noted in the report, but it can be included.  He added that the figure will change 
quarter by quarter. 
 
The Chief Executive highlighted that the most dramatic improvement has been see in C3 and 
C4 categories, which highlights the step change in patient safety. 
 
The Chair asked for reaffirmation that an above expected improvement in handover delays has 
been seen.  The Director of Service Delivery confirmed this is the case at present, and 
emphasised the need to maintain a focus to ensure that the protocol remains effective through 
the winter period.   
 
The Director of Strategy and Sustainability presented the section on ‘Strategic Change’. 
 

• The report content is being developed.   
• The overall confidence of successful delivery is rated as ‘amber’. 
• The next steps will be provision of more detailed tracking of key delivery milestones. 

 
Peter Kara referred to the summary of milestones, which is noted in quarters and asked 
whether P&FC will be provided with more detail.  The Director of Strategy and Sustainability 
confirmed this will be the case.  Peter Kara suggests that Trust Board maintains an overview of 
high level information, and that the Committees interrogate the detail. 
 
Tom Spink raised concern in relation to the ‘amber’ rating at such an early stage of the plan and 
asked what needs to be done to achieve a ‘green’ rating.  The Director of Strategy and 
Sustainability advised that the rating has been awarded due to the risk pertaining to capacity to 
deliver the transformation plan.  The timing of report has also had an impact as the 
Transformation Oversight Board will not be meeting until the following day.  In response to a 
question from the Chair, the Director of Strategy and Sustainability gave reassurance that 
discussions at ELB to establish resource requirements will assist with improving the rating. 
 
Alison Wigg asked what the confidence level in terms of achievement of quarter 1 milestones.  
The Director of Strategy and Sustainability advised there are a couple of areas of concern, 
particularly in relation to the viability of CIP schemes. 
 
The Trust Board noted the report.   
 
Action: Operational performance trajectories to be included in future reports. 
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(Andrew Egerton-Smith left the meeting during this item). 
  
P060/18 13. FINANCE REPORT – MONTH 1 
  
 The Director of Finance and Commissioning presented the report.  The report was taken as 

read and key points were highlighted. 
 

• A deficit of £0.3m is being reported for the first month of the new financial year. 
• The main contributory factors to this position are additional pay costs over budget due to 

the recent overtime incentive scheme, a deficit in PTS, and provision for the liability for 
the holiday pay case in relation to overtime. 

• The Finance team has been working with Managers to identify mitigating actions to 
recover the position. 

• The CIP remains a challenging area and a risk.  It will remain a key focus.   
 
The Chair asked the Director of Finance and Commissioning to explain the actions taken to 
recover the position.  He advised that this will be mainly addressed by re-profiling of the cost 
control model and a review of PTS expenditure and income.   
 
In response to a question from Ravi Mahendra, the Director of Finance and Commissioning 
explained that the PTS revenue shortfall was due to increased expenditure and lower income 
than planned as a result of lower activity. 
 
Peter Kara referred to the effect that late receipt of month 1 payments from some 
Commissioner has on the Trust’s ability to pay creditor and asked what is being done to 
address this.  The Director of Finance and Commissioning advised that this has been raised 
and it is hoped that an improvement will be seen. 
 
Peter Kara commented that a couple of CIP targets appear to be ambitious.  The Director of 
Strategy and Sustainability gave assurance that savings are being seen in relation the 
‘discretionary non pay spend – procurement strategy’ scheme.  The Director of Finance and 
Commissioning added that the schemes are not necessarily linear.  
 
The Trust Board noted the month 1 financial position and on-going work to recover the 
deficit position. 
 
(Anni Hartley-Walder left the meeting). 

  
P061/18 14. BOARD COMMITTEE REPORTS 
  
 i) Quality Governance Committee 
  
 No meeting held. 
  
  ii) Performance and Finance Committee 
  
 The Chair asked Peter Kara if there was anything to add.  Peter advised that he did not and 

asked for the report to be taken as read.   
 
The Trust Board noted the report. 

  
 iii) Audit Committee 
  
 Ravi Mahendra presented the report, which was taken as read.  He gave an update on the 

earlier Audit Committee meeting, advising that External Auditors are assured, and that the Head 
of Internal Audit Opinion has been rated as ‘moderate’, which is an improvement on the 
previous year. 
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The Trust Board: 
• noted the report  
• received and approved the Annual Security Report 2017-18 

  
 iv) People and Culture Committee 
  
 Lizzy Firmin advised she had nothing to add to the report. 

 
The Trust Board noted the report. 

  
 v) Remuneration Committee 
  
 Lizzy Firmin advised she had nothing to add to the report. 

 
The Trust Board noted the report. 

  
P062/18 15. BOARD ASSURANCE FRAMEWORK 
  
 The Director of Strategy and Sustainability presented the report, which he asked to be taken as 

read.  There is work to be done to ensure to improve narrative and provide more assurance that 
mitigating actions are on-track. 
 
Peter Kara commented on the closeness of some of the deadline dates that mitigating actions 
are due to complete and requested assurance that they are on-track.  The Director of Strategy 
and Sustainability advised dates are being reviewed. 
 
The Chair emphasised the need to ensure that the Trust Board is aware of the assurance 
gained by the individual Committees. 
 
The Trust Board noted the steps being taken and progress made to mitigate the strategic 
risks. 

  
P063/18 16. GENDER PAY GAP REPORTING 
  
 The Director of People and Culture presented the report and asked for it to be taken as read.  

The Trust is required to publish and report specific information about its gender pay gap as part 
of the Equality Act 2010 (Specific Duties and Public Authorities) Regulations 2017.  Key points 
were highlighted.  Data indicates that although the Trust employs more male than female 
employees, there is not a gender pay issue.  Further work is required, which includes a deep 
dive analysis as part of the Equality Strategy, which is underway.   
 
Lizzy Firmin commented that it would be useful to see more detailed data.  The Director of 
People and Culture advised that this will be reported to P&CC.  Also, a ‘gender equality’ KPI will 
be reported in future as part of the dashboard in the IPR. 
 
Ravi Mahendra referred to the benchmarking data for 2017 on page 9, asking why there is a 
variation in relation to bonus pay.  The Director of People and Culture advised that this is due to 
reporting differences across the ambulance trusts, for example, ‘golden hellos’ are included in 
this indicator by some. 
 
The Chair stated that this is helpful information, and noted that further work will be undertaken. 
 
The Trust Board noted the report to be published. 
 
Action: Detailed report on Gender Pay Gap reporting to be presented to a future P&CC 
meeting. 

  
P064/18 17. SELF-CERTIFICATION FOR NHS TRUSTS 
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 The Trust Secretary presented the report. In-line with regulatory requirements, going-forward 
this will be reported to Trust Board for approval on an annual basis, rather than monthly, and 
will be made available on the Trust’s website.  Once change will be made in relation to point 4, 
page 8 9 (to remove ‘subject to confirmation’) following confirmation received at the Audit 
Committee meeting that the Trust received an unqualified external audit and value for money 
opinion for 2017/18.  
 
The Trust Board received assurance on compliance with the governance requirements 
and approved the completed checklist. 
 
Action: Remove ‘subject to confirmation’ from commentary against point 4 on page 8. 

  
P065/18 18. ITEMS REFERRED TO/FROM OTHER COMMITTEES 
  
 • Transformation Oversight Board: work emerging from the Independent Service Review.  

• QGC: thematic review of SIs. 
• P&CC: late finishes and detailed gender pay gap report. 
• Various Committees and oversight at Audit Committee: BAF. 

  
P066/18 19. KEY MESSAGES AND RISKS IDENTIFIED 
  
  Key messages and risks identified were highlighted by the Chair as follows: 

 
• Assurance was gained that the Trust’s FTSU processes are robust, and the staff 

member’s experience was welcomed. 
• The outcome of the Independent Service Review and the funding confirmed is 

significant to enable the Trust to get back onto a sustainable footing, which is positive for 
patients. 

• There are a number of steps and learning to be taken from the harm analysis of SIs. 
• The significant performance improvement seen in C3 and C4 was noted. 
• The Trust’s financial position at month 1 and the deficit is a risk. 

  
P067/18 20. ANY OTHER URGENT BUSINESS 
  
  There were no items of other urgent business.  
  
P068/18 21. DATE OF NEXT MEETING (& ANNUAL PUBLIC MEETING): 25 JULY 2018, LOCATION 

TBC 
  
 The date of the next meeting, which is also the Trust’s Annual Public Meeting, was noted.  

 
The Chair asked for questions.   
 
A member of the public welcomed the staff story, and commended the work of the Trust’s staff.  
He also welcomed the Independent Service Review report and emphasised that retention of key 
staff will be important.  
 
A representative from Bart’s Health advised that she will take away the improvements made as 
a result of the FTSU issue, with a view to implementation. 
 
The meeting finished at 16:45. 

 



AGENDA ITEM: 7 (Disclosable)

Key: red – new items from previous meeting, blue – commentary updates, black – outstanding items, grey – completed items

Meeting Date Reference Action

23 05 18 058(ii)/18 11. ORGANISATIONAL HEALTHCHECK
ii) FTSU QUARTERLY REPORT
Structure chart to be amended.

LSS Jul-18 Update for 25 07 18 meeting:
The comment that the structure chart appears as 
hierarchical has been taken into account and amendments 
will be made.

28 03 18 P030/18 10. TRANSFORMATION OVERSIGHT BOARD
P&CC to address the risk of support staff capacity to deliver 
the Transformation Plan. 

LSS Sep-18 Update for 23 05 18 meeting
This was addressed at the P&CC meeting on 10 May 
2018.

COMPLETE

Update from 23 05 18 meeting:
Action point re-opened (discussions at P&CC on 10 May 
2018, agreed that ELB will escalate a paper to Trust 
Board, which sets out the Trust’s support staff needs of 
the Directorates, costs and how transformation plan will be 
achieved).  

Update for 25 07 18 meeting:
A paper will be brought to the September Trust Board 
meeting.

23 05 18 063/18 16. GENDER PAY GAP REPORTING
Detailed report on Gender Pay Gap reporting to be 
presented to a future P&CC meeting.

LSS

23 05 18 P064/18 17. SELF-CERTIFICATION FOR NHS TRUSTS
Remove ‘subject to confirmation’ from commentary against 
point 4 on page 8.

LA May-18 Update for 25 07 18 meeting: 
Amendment made. 

Completed or closed action points

TRUST BOARD PUBLIC:  ACTION CHECKLIST ARISING FROM PREVIOUS MINUTES TO BE CONSIDERED BY THE BOARD AT ITS MEETING TO BE HELD ON 
25 JULY 2018

OUTSTANDING MATTERS FOR FUTURE CONSIDERATION

FOLLOW UP ACTION FROM PREVIOUS MEETINGS
ACTION BY DEADLINE STATUS

REFERRED TO P&CC



Meeting Date Reference Action

OUTSTANDING MATTERS FOR FUTURE CONSIDERATION

FOLLOW UP ACTION FROM PREVIOUS MEETINGS
ACTION BY DEADLINE STATUS

23 05 18 059/18 12. INTEGRATED PERFORMANCE REPORT
Operational performance trajectories to be included in 
future reports.

KB Jul-18 Update for 25 07 18 meeting:
The IBR has been updated and this information will be 
included in next report.

COMPLETE

23 05 18 058(i)/18 11. ORGANISATIONAL HEALTHCHECK
i) People and Culture Strategy implementation update
P&CC to review findings in relation to ‘late finishes’.

LSS

23 05 18 057/18 10. THEMATIC REVIEW OF SERIOUS INCIDENTS
Continuation of monitoring of the action plan to be 
undertaken by QGC.

TN

23 05 18 056/18 9.  INDEPENDENT SERVICE REVIEW
ISR key milestones report to a future meeting.

WBS Jul-18 Update for 25 07 18 meeting:
This will be addressed in the Transformation Plan report 
on agenda at item 10.

COMPLETE
23 05 18 055/18 8. HORIZON SCANNING

Trust Board to review the NHSI FTSU self-review tool.
LA Jun-18 Update for 25 07 18 meeitng:

This was reviewed by the Trust Board at a development 
session on 27 06 18.

COMPLETE
23 05 18 054/18 7. MATTERS ARISING – ACTION CHECKLIST

The escalation of the risk of support staff capacity to deliver 
the Transformation Plan to be reflected on the action 
checklist.

LA Jun-18 Update for 26 07 18
Action point 030/18 re-opened.

COMPLETE

28 03 18 P034/18 15. BOARD ASSURANCE FRAMEWORK
Director of People and Culture to review the risk score for 
risk 1563 before resubmitting the BAF to the Trust Board.

LSS Jun-18 Update for 23 05 18 meeting:
This risk was reviewed by P&CC and there is no change to 
the score.

COMPLETE

REFERRED TO QGC

REFERRED TO P&CC



Meeting Date Reference Action

OUTSTANDING MATTERS FOR FUTURE CONSIDERATION

FOLLOW UP ACTION FROM PREVIOUS MEETINGS
ACTION BY DEADLINE STATUS

28 03 18 P032/18 13. FINANCE REPORT – MONTH 11
Establish how to communicate the purchase of a site for a 
new Ambulance Hub in Ipswich to staff.

IC Jul-18 Update for 23 05 18 meeting:
Communications plan worked up to include content 
production for milestones, and staff engagement on 
relocations. Timelines sought from Estates team to further 
build on this.

Update for 25 07 18 meeting:
MPs, HOSC, Healthwatch, Ipswich Hospital and other key 
stakeholders were informed of the progress. A newsletter 
was produced for staff. Further work will be planned as 
and when required. 

COMPLETE

28 03 18 P028/18 8. HORIZON SCANNING
Revised NHS mandate to be circulated and formally brought 
to the Trust Board’s attention at the meeting on 23 May 
2018.

LA Update for 23 05 18 meeting:
Included in Horizon Scanning report at item 8.

COMPLETE

28 03 18 P023/18 3. A PATIENT’S STORY
Best practice data in relation to welfare process should be 
collated for review at a future QGC meeting.

TD Update for 23 05 18 meeting
Item referred to QGC.  This action has been included on 
the QGC action checklist and will be addressed 
accordingly. 

CLOSED

28 03 18 P044/18 25. ITEMS REFERRED TO/FROM OTHER COMMITTEES
Risk in relation to the poor staff-side relationship referred to 
P&CC

LSS May-18 Update for 23 05 18 meeting
This was referred to the P&CC meeting on 10 May 2018.

COMPLETE

28 03 18 P038/18 19. GOVERNANCE AND ASSURANCE FRAMEWORK
Governance and Assurance Framework to be presented to 
the next Audit Committee meeting.  

LA Update for 23 05 18 meeting
This was addressed at the AC meeting on 9 May 2018 via 
the Internal Audit update report.  May 2018.

COMPLETE



Meeting Date Reference Action

OUTSTANDING MATTERS FOR FUTURE CONSIDERATION

FOLLOW UP ACTION FROM PREVIOUS MEETINGS
ACTION BY DEADLINE STATUS

28 03 18 P027/18 7. MATTERS ARISING – ACTION CHECKLIST
An update on discussions at the CCG meeting in relation to 
PTS user group will be provided to a future meeting.

KB Update from 28 03 18 meeting:
The Director of Service Delivery advised that this has been 
considered and will be discussed at CCG meeting 
tomorrow.  An update will be given after this.

Update for 23 05 18 meeting:
This was raised in the contract meeting and the CCG’s 
agreed that in the longer term they will set up user group 
meetings. In the interim, Healthwatch attendees attend the 
monthly contract meetings.

COMPLETE
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Report Title: Horizon Scanning 

 

Report Author(s): Laila Abraham, Trust 
Secretary 

Sponsoring 
Director: 

Robert Morton, Chief Executive 

 
Purpose: 
 

Decision Assurance For Information Disclosable X 
  X Non-Disclosable  

  
Executive Summary: 
The purpose of the report is to highlight key developments in the environment of the Trust and to provide 
updates on specific topics.   
 
1) Integrated care: organisations, partnerships and systems 
This publication from the Commons Select Committee (Health) sets out details of their inquiry, which 
explored the development of new integrated ways of planning local health and care services (sustainability 
and transformation partnerships and integrated care systems) and delivering care (integrated care 
partnerships and accountable care organisations), which have arisen out of the NHS Five Year Forward 
View, and their recommendations in terms of achievement. 
 
https://publications.parliament.uk/pa/cm201719/cmselect/cmhealth/650/65002.htm 
 
NHS Providers have produced a brief summary and recommendations of this report. 
 
A copy of the report can be found in the Reading Room on BoardPad. 
 
 
2) Looking to the future of healthcare 
In the first of a three-part series, KPMG’s Global Healthcare Chairman, Mark Britnell looks at the 
international themes and lessons from health systems across the world. 
 
https://home.kpmg.com/xx/en/home/insights/2018/05/looking-to-the-future-of-
healthcare.html?utm_campaign=PostBeyond&utm_medium=Social&utm_source=Twitter&utm_term=%2366 
 
 
3) CQC Beyond Barriers local system reviews 
The Care Quality Commission (CQC) has completed a programme of targeted local system reviews of 20 
local authority areas to assess how well services are working together to work for and support people aged 
65 and over.  The resulting report, ‘Beyond barriers’, summarises CQC’s findings from the report.  This 
briefing from NHS Provider’s sets out the report’s key findings and NHS Providers’ response to the report.  
Key recommendations include: 

• Enabling commissioners to bring about effective joined up planning and commissioning 
• Creating joint plans for older people to be supported in their own home 
• Local systems to align and pool their budgets 
• Single joint nationally agreed framework for measuring collective performance 
• Joint workforce planning 
• New legislation to allow CQC to regulate local systems working together   

 
A copy of the briefing can be found in the Reading Room on BoardPad.   
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Other Key Issues to Draw to the 
Board’s Attention: 

None 

 
Action Required by the Board: 
The Trust Board is asked to receive the information in the paper and the additional supporting information 
contained in the Reading Room of BoardPad, namely the reports in full. 

 
Previously Considered By and Recommendation(s) Made: 
N/A 

 
Related Trust Strategic Objective(s): Please indicate those 

applicable (X): 
Putting into place a new Responsive operating model to deliver sustainable 
performance and improved outcomes for patients 
 

 

Maintaining the focus on delivering Excellent high quality care to the patients 
 

 

Guarantee we have a Patient Focused and engaged workforce 
 

 

Delivering Innovative solutions to ensure we are an efficient, effective and 
economic Service 

 

Playing our part in the urgent and emergency care system being Community 
Focused in delivering the 5 year forward view 

 

 
Other: Please indicate if 

applicable (X): 
To ensure effective governance and compliance 
 

X 

 Please answer Yes or No. If yes, please provide appropriate brief details 
 

Legal Implications None – reports are to provide insights into the specific topics and 
opportunities for learning 

Regulatory Requirements No 
 

Equality and Diversity Impacts No 
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Report Title: Annual Operating Plan 2018/19 

 

Report Author(s): E. de Carteret, Head of the 
Portfolio Office 

Sponsoring 
Director: 

Wayne Bartlett-Syree, Director of 
Strategy and Sustainability 

 
Purpose: 
 

Decision Assurance For Information Disclosable X 
 X  Non-Disclosable  

 
Executive Summary: 
The paper seeks to provide the Trust Board with assurance in regards to the annual operating plan 
2018/19, which was submitted and approved at Senior Leadership Board on 10 April, ELB on 12 April 2018 
and private Trust Board on 28 April 2018, prior to NHS Improvement submission on 30 April 2018. 
Feedback from NHS Improvement has now been received with confirmation that the operating plan has 
been accepted and as such, the Trust is now in a position to be able to formally publish the document. 
 
The 2018/19 annual operating plan is the Trust’s statement of intent for the 2018/19 financial year; it is 
very ambitious in light of the scale of transformational requirements that are essential within the coming 
year in order for the Trust to meet the ambulance response programme standards and provide a timely, 
quality response to patients that is within financial envelope. 
 
The operating plan comprises of five overarching domains; a summary of pertinent focus within each is as 
follows: 
 
Quality of Care 
 

• Continued focus on the reduction of avoidable harm, through implementation of the Quality 
Improvement Strategy and focus upon cardiac arrest management, cardiac conditions, end of life 
care and dementia 

• Significant intent to deliver on the Trust’s CQUIN schemes to improve clinical outcomes for a range 
of patients 
 

Finance and Use of Resources 
 

• Utilisation of the £11.5 million increase in core contract to deliver transformation in line with the ISR 
• Delivery of the NHS Improvement control total of £3.1 million 
• Maximise capital fund utilisation to deliver areas of transformation, most notably estates 
• Delivery of efficiencies to the value of 2.5% of the core contract, which when combined with the 

control total equates to £6.7 million. This will be implemented through a robust cost improvement 
plan, and continuous review of services to identify potential efficiency gains 
 

Service Delivery 
 

• Ensure efficiency assumptions and patient facing staff hours outlined within the ISR are maximised, 
whilst transformation takes place 

• Recruitment of 330 additional staff to fill the capacity gap, over a three year period; this includes an 
in-year project ‘Building Better Rotas’ to ensure the increase in workforce is able to meet the needs 
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of the public as well as alleviating recognised staff pressures, such as late finshes 
• Embed Emergency Clinical Advice and Triage (ECAT) fully within the organisation, moving from a 

CQUIN focus of a core business as usual function 
• Review and completion of an operational management restructure to ensure alignment with STPs 

and the business requirements of service delivery 
 

Strategic Change 
 

• Continued engagement and involvement the STPs in our area, focussing on how we can deliver 
alternate schemes across the community to improve the patient experience in line with the five year 
forward view 

• Delivery of the Trust’s transformation programme, in line with the 18 strategic priorities set out for 
2017/19. The Strategic change aspect of the operating plan focusses upon delivering the oversight, 
monitoring, assurance and escalation for the change processes being undertaken in-year 
 

Leadership 
 

• Continued focus upon leadership development programmes, including systems-leadership and 
compassionate leadership 

• Talent Management and Succession planning approaches, aspiring leader’s development and a 
performance management framework 

• Executive and senior leadership development and a review of management job descriptions to 
ensure consistent leadership behaviours and responsibilities are included to support a values 
based approach to recruitment and promotion 

• Cultural audit and NHS staff survey action plans and evaluation processes 
• E-enabled performance appraisal based on a model of compassionate conversations ensures 

staffs are well supported and listened to. 
• Development of an Integrated Improvement Plan following publication of the CQC and independent 

governance reviews, in order to maximise improvements. 
 

Other Key Issues to Draw to the 
Board’s Attention: 

The Operating plan was submitted to NHS Improvement on 30 April 
2018 as per the national requirements. 
The Trust intends to develop a rich picture on the operating plan 
and transformation processes within the 2018/19 year to maximise 
communication of the organisation’s intent 

 
Action Required by the Board: 
Consider the operating plan for the 2018/19 year and gain assurance that the plan has been accepted by 
NHS Improvement 
Receive a half-year progress report on the operating plan (September Board) 
Note the intent to create a public-facing version rich picture 

 
Previously Considered By and Recommendation(s) Made: 
The Annual Operating Plan has been reviewed and approved by the Executive Leadership Board on 19 
April 2018 

 
Related Trust Strategic Objective(s):  
Putting into place a new Responsive operating model to deliver sustainable X 
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performance and improved outcomes for patients 
Maintaining the focus on delivering Excellent high quality care to the patients X 
Guarantee we have a Patient Focused and engaged workforce X 
Delivering Innovative solutions to ensure we are an efficient, effective and 
economic Service 

X 

Playing our part in the urgent and emergency care system being Community 
Focused in delivering the 5 year forward view 

X 

 
Other:  
To ensure effective governance and compliance X 

 
  
Legal Implications Health and Social Care Act,  
Regulatory Requirements Care Quality Commission, specifically Safe and Well-Led 
Equality and Diversity Impacts None noted 
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Foreword 
 
Welcome to this Annual Operating Plan for 2018/19 which sets out our organisation’s aims and objectives to achieve improvements in patient 
outcomes, and the service delivered to our communities every day. 
 
The information within this plan is founded on data about our performance and responses to patients, our contract arrangements with our 
commissioners, our known challenges and anticipated priorities.  
 
From reading this document, our staff, volunteers and stakeholders should get a complete picture of how EEAST will collaboratively address 
service delivery challenges, evolve staff development and leadership, and the aims to provide a comprehensive framework within which we all 
work towards and can realise our achievements through. 
 
We would value feedback on this document to help inform our future plans and to ensure this information is as accessible as possible; our 
milestones against this plan will also be communicated so that we can be held account on the key aims within and you can find updates at 
www.eastamb.nhs.uk. 
 
Contents 
 

1. Introduction 

2. Quality of care 

3.   Finance and use of resources 

4.   Service Delivery 

5.   Strategic change 

6.   Leadership 

7.   Conclusion 
 

http://www.eastamb.nhs.uk/
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1. Introduction 
 
The Trust provides services for the six counties of Bedfordshire, Hertfordshire, Essex, Norfolk, Suffolk and Cambridgeshire with a population of 
circa 5.9m. The geography covers a diverse range of rural, coastal and urban areas with equally diverse population health needs. Our services are 
commissioned by a consortium of 19 Clinical Commissioning Groups. Within the eastern region we have 17 A&E Delivery boards. We are 
supportive of system wide working and as the only pan-regional provider, we are contributing to the development of the 6 Sustainability and 
Transformation Partnerships (STPs) across our regional footprint. 
 
Over the last 12 months the East of England Ambulance Service NHS Trust as the regional provider of 999 emergency and non-emergency 
services has been working hard to address some of the significant challenges that have been building up over the preceding years relating to  
performance, quality improvement, staff health and wellbeing and financial sustainability, alongside recognition of historical underfunding and a 
capacity gap. Most notably, the eradication of the significant financial deficit in the previous year (circa £10 million), through the robust application 
of cost improvement programmes, operational efficiencies and improved control of expenditure. At the same time, ambulance response times 
were improved.  The Trust has now implemented the new national standards as set out within the Ambulance Response Programme which marks 
the beginning of a significant transformation process for the organisation that will continue over the next two years. 
 
Dedication to the public and our patients is paramount and throughout all of the changes that have occurred, we have always put the safety of our 
patients first. This is best demonstrated through the immediate support we provided to commissioners by ensuring the continuation of the 
Bedfordshire and Hertfordshire patient transport services contract following the collapse of the incumbent provider.  The Trust provided an 
immediate turnaround service ensuring the patients most in need continued to receive treatment, and we are pleased to now be responsible for 
the ongoing delivery of the service. This demonstrates our commitment to supporting the region’s health economy and we will continue to focus on 
working with us and collaborative approaches to healthcare. 
 
It is our aspiration to transform our services to meet the requirements of the Five Year Forward View and Urgent and Emergency Care Review and 
have developed our Operational Plan to reflect the significant aspects of change required.  Following completion of an Independent Service 
Review report commissioned by NHS England and NHS Improvement there is a shared understanding of the demand and capacity gaps that 
require resolution.   EEAST are now in receipt of significant investment to address the capacity demand gap and as a result our annual plan 
reflects the work required in the first year. In recruiting additional frontline staff, whilst continuing to be an efficient, economical and high-quality 
service that meets the needs of all our patients, as well as supported the health and wellbeing of our staff.  
 
To do this, an increase in contract value of £26.5 million over two years is required, in order to achieve recruitment of an more than 500 additional 
frontline staff, with associated transformation in fleet, estate and support services to accommodate the increase. The scale of change required 
results in a transformation plan with a minimum two-year timeframe and as such, 2018/19 as the first year will be focused upon recruitment and 
delivery of ‘enabler’ programmes such as fleet, rota redesign and the operational restructure, with longer term programmes such as estates and 
the information management and technology strategy spanning more than one financial year.  
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Collaboration remains key and we are not just focusing our transformation internally. There are numerous aspects of our service that see us 
working with other providers.  These areas will be focused upon to identify efficiencies and opportunities for improvement that benefit patients and 
the locally urgent and emergency care pathways.  Identification of efficiencies within the system is essential and we will continue to work with our 
partners to reduce emergency demand through better utilisation of alternate pathways. There are also significant improvements that can be made 
at the ambulance-hospital interface; our region has some of the longest hospital handover delays in the country, which not only results in poor 
experience for those patients waiting in ambulances, but also causes a high level of patient safety risk in the community.  We will therefore 
continue to work with regulators, acute providers and commissioners to bring about the improvements that are necessary to make our wider NHS 
system better. 
 
EEAST fully recognises and commits to the need to continually review all areas of efficiency within our service. EEAST has demonstrated this 
commitment through delivering financial balance whilst maintaining patient safety. As a result, our financial plans outline our intent to meet NHS 
Improvement’s cost control total, whilst making the necessary improvements to our service. This will mean a cost improvement/efficiency 
programme of £6.7 million that will require significant focus on continuous identification of efficiency opportunities.  
The 2018/19 operating plan is ambitious and reflects the scale of change required to transform the organisation to enable high quality, timely care 
delivery. Whilst ambitious the plan is achievable through careful planning, continuous monitoring and oversight through the governance processes 
established within the organisation. 
 
2. Quality of Care 
 
The Trust’s overarching objective within the Quality and Safety Strategy related to patient safety is to deliver harm free care to every patient, 
every time, everywhere. 
 
Five sub-objectives underpin this: 
 

• Honesty: To be open, honest and transparent with staff, patients and stakeholders  
• Responsive: To have a workforce to deliver services that is responsive to the needs of our communities  
• Support: To establish a fit for purpose workforce, enabled through a mentoring and supervision framework  
• Safe: To maintain and continually improve the quality care provided through the minimisation of risks, incidents, and complaints  
• Listens: To ensure the patient’s voice is the main driver for change and innovation.  

  
To support meeting this objective successfully, the Trust is dedicated in continuing to reduce avoidable patient harm by 50%, and is currently in 
the third year of its Quality and Safety Strategy to achieve this. At the point of implementing the strategy, 17% of incidents related to patient safety 
involved a level of harm – this has reduced to 13% with analysis of the final six months of the 2017/18 financial year to be done in quarter one 
2018/19. Through the strategy, the Trust focusses on 14 core areas designed to embed a safety culture, with the work undertaken demonstrating 
consistent improvement in 13 of these areas. The NHS staff survey results further supports the improvements the Trust has made under the 
Quality and Safety Strategy, with a 5% increase in staff believing they will be treated fairly if an incident occurs, and a 2% improvement in staff 
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confidence to report unsafe clinical practice. Work has not yet completed; however, focus remains on maximising learning opportunities through 
Serious Incident actions, the appraisal process, and ensuring staff have ample training opportunities.  
 
Significant achievements have been made of a high standard of clinical care being consistently delivered - recognised also by the Care Quality 
Commission’s assessment of the care key line of enquiry as ‘outstanding’ in 2016. The Quality Strategy 2018/21 is in draft format and will be 
shared through engagement and consultation with staff and key stakeholders. This will replace the current Quality and Safety Strategy and sets 
out how we will deliver on our commitment to patients to provide a safe and effective healthcare service for all of our communities. 
 
Quality Strategy – Quality improvement 
 
The Trust is moving towards embedding quality improvement in all aspects the service, with the intention to have a positive direct link and impact 
on developing the organisation’s culture. We will need to build on the improvements already made and use lessons learnt to develop our progress 
and integrate it into patient-facing services so that it becomes work as usual. 
 
Reduction of clinical variation is enabled through improved training, mentorship and supervision opportunities, with enhancements to the existing 
clinical variation and learning systems. Exploring options for learning apps and improved accessibility to e-learning will also be an aspect of the 
strategy. 
 
Establishing a Quality Improvement Faculty via the quality, service improvement and redesign (QSIR) process  is another ambition; staff delivering 
know and understand areas requiring improvement and the implementation of quality improvement methodologies will afford all staff with the 
opportunity to drive positive changes. Training of key roles is underway and 2018/19 will establish the Trust’s quality improvement approach and 
the growth of the faculty. 
 
Particular challenges in the 2018/19 year relate to the ability to abstract staff to participate in the Quality Improvement methodology training and 
the faculty itself. This will be managed through careful planning for gradual delivery over a two to three year period, whilst collaborating with acute 
colleagues on the same programme to share faculty and staff, in order to lessen the burden in the interim. 
 
Quality indicators and priorities 
 
The time-based targets for patients suffering a stroke (60 minutes for admission following receipt of the 999 call) and PPCI 150 remain challenging 
and the reconfiguration of the hyper acute stroke units will require EEAST’s close input to achieve the best outcome for patients.  Whilst 
recruitment in line with the Independent Service Review may improve time based targets for some areas of the Trust, it is important to note that 
the new ARP standards can result in a response time of up to 40 minutes to the majority of patients displaying signs of a stroke – which is likely to 
impact the overall time taken for a patient to present at a specialist unit, as these are becoming more disparate. This is reflective in the national 
review of the Stroke 60 target and the likelihood that this will be amended to recognise the changes within the stroke pathways from 999 call 
through to specialist intervention. Work is also underway with the acute sector to better understand the survival-to-discharge potential, as this 
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target is shared between the ambulance service and the acute hospital.  Work is ongoing with Papworth Hospital on outcomes for patients and this 
will be widened throughout next year to other acute centres, to support best practice and sharing of learning. 
 
Treatment of patients in cardiac arrest is the most serious form of emergency care, and EEAST is focussed upon maximising the potential for 
patient survival. The ‘Return of Spontaneous Circulation’ and ‘Survival to Discharge’ targets remain challenging due to the relatively low numbers 
within this cohort of patients.  Within the Ambulance Response Programme (ARP), the focus of volunteer community first responders (CFRs) and 
deployment of defibrillators is targeted at the new Category 1 standard. Using the learning from ARP implementation, a longer-term plan of 
identifying new CFR schemes will be developed, alongside the continued use of community defibrillators. Defibrillators in the community will 
continue to be registered on the control room dispatch system in order that they can be deployed when an appropriate 999 call is received in the 
vicinity. Trials of new technology such as the GoodSam app are also planned for 2018/19 in order to continue to develop our response to patients 
in cardiac arrest. 
 
The Clinical Audit Plan remains focused on supporting our Quality Account priorities with the additional areas for recognition of sepsis patients, 
emergency care practitioners (ECP) using antimicrobial drugs, recognition and treatment of acute coronary syndrome patients, quality of patient 
care records and the retrieval of submitted patient care records as a re-audit. 
 
The themes suggested for next year’s Quality Account priorities are currently in consultation with the public and other stakeholders.  The priorities 
suggested fit under the triumvirate of high-quality patient care - patient safety, clinical effectiveness and patient experience: 
 
Priority 1 Patient safety 

• Infection Prevention and Control – continuing improvements within the vehicle deep cleaning target for all operational areas 
• Improvements in results for the Safety Walkabout Audit tool within patient transport services, in preparedness for a more 

combined approach the following year after completion of the restructure. 
 

Priority 2 Clinical effectiveness 
• Continuation in the implementation of an End of Life Care Strategy 
• Recognition and management of acute coronary syndrome patients 
• ECP usage of antimicrobial drugs. 

 
Priority 3 Patient experience. 

• Monitoring of implementation of Dementia Strategy – bespoke user surveys. 
 
Throughout clinical and quality improvements, there will be careful review of the impact of ARP on these initiatives to ensure they remain suitable; 
amendments will be made where necessary during planning and review phases in order to support the longer term transformation and delivery 
against ambulance response standards. 
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Patient safety 
 
The Trust has robust patient safety processes that are well governed and effective, which have been scrutinised by regulators, and deemed to be 
of high quality. As a result, the focus in 2018/19 will be improving the output of these processes; focussing upon learning and improving the pace 
with which learning is cascaded across the organisation and changes implemented.  
 
Process reviews and expanding the methodologies for learning to occur will be first and foremost, in order to ensure that rapid action is taken 
following a patient safety event. Steps have already been taken for dissemination of learning including the implementation of Jim’s Legacy, the 
establishment of a procedure for gaining emergency access to properties to deliver emergency care to patients and the Trust intends to expand 
the level of learning from incidents. Furthermore, we will be establishing more intelligent analysis techniques that will allow EEAST to evaluate the 
effectiveness of actions, to ensure a positive change in practice or identify a need for further learning.  
 
Within quarter four of 2017/18, a mortality review process, which is undertaken within all acute trusts, has been trialled. Whilst not mandated for 
the ambulance sector, the trial demonstrated a high number of opportunities for learning from these case reviews and consequently EEAST will 
explore the development of an ambulance process for mortality reviews, in order that every patient contact provides an opportunity for change and 
improvement. 
 
There is also the continued desire to work much more with patients to include their experiences and to allow greater learning to be achieved, 
through increased opportunities for patient involvement within quality processes, as well as through the Trust’s robust duty of candour process. 
 
Commissioning for Quality and Innovation (CQUIN)   
 
One significant way in which EEAST is dedicated to the continuous improvement of the service provided to its patients is through Commissioning 
for Quality and Innovation (CQUIN) schemes, agreed at the start of the financial year with commissioners. The CQUINs are mostly national 
directives or locally negotiated programmes, and are an essential element of how NHS services are commissioned to improve the quality of 
services offered to patients. The total value of CQUINs is usually 2.5% of the provider’s overall contract value and for EEAST, this represents circa 
£5m of essential income per annum. 
 
At present, CQUINs are being discussed as part of formal contract negotiations in order to identify the content of the CQUIN programme this has 
been longstopped to support contract signature. The Trust and commissioners are also awaiting the delayed national publication of the updated 
CQUIN guidance for 2018/19 national CQUIN measures to conclude our themes and targets for 2018/19.  
 
Upon publication the Trust will be able to fully understand the detail of what will be required; at present, it is anticipated that the themes will remain 
the same in line with the initial 2-year guidance i.e. staff health and wellbeing, ambulance conveyance and local schemes. 2.25% of CQUIN 
funding has been confirmed with the remaining 0.25% to be finalised once the national CQUINs have been published.  
 



11 
 

 
 

  

EEAST: Annual Operating Plan 
2018/19, V1.0 30 April 2018 
 

The delays to CQUIN confirmation does impact deliverability due to less than a full year’s project time; the Trust will work to mitigate this through 
robust delivery plans and oversight of the schemes upon initiation. 
 
It is important to note that one key area of change for CQUINs in 2018/19 relates to the flu jab, as we recognise significant improvements in 
uptake are required. The Trust has a plan in place for next year which will include incentives.  This year, the Trust trialled `a jab for a jab’ which 
provided third world countries with a tetanus vaccine every time our staff had a flu vaccine.  Whilst altruistic, this did not facilitate the increased 
numbers of staff taking up the vaccine that we would have hoped.  The Trust plan is to commence vaccinations early and to provide planned 
surgery dates well in advance with nominal rewards for early uptake of the vaccine, in order to ensure that uptake is at least in line with the 
national ambulance average. 
 
In 2017/18, significant achievements have been made against the CQUIN programme with 100% achievement of the requirements in the first 
three quarters; quarter four success will be determined at the end of the financial year. Each of the CQUINs aligns to one of the Trust’s strategic 
objectives as follows: 
 

CQUIN Flu jab Leadership Sustainable 
Transformation 

Programmes (STP) 
engagement 

A&E avoidance Hear and Treat 

Strategic 
objective 

By ensuring as 
many of our 
people are 
immunised 
against flu 
assuring as far as 
possible a 
sustainable 
workforce and 
protect our 
patients from flu 
this winter we are 
able to maintain 
the focus on 
delivering 
excellent high-
quality care to 
patients 

By developing a leadership 
programme that allows 
current leaders to grow and 
creates leaders of the 
future, we are able to: 
Maintain the focus on 
delivering excellent high-
quality care to patients 
Ensure we have a patient 
focussed and engaged 
workforce 
Play our part in the urgent 
and emergency care 
system by being community 
focussed in delivering the 
Five Year Forward view 

Ensuring we as a provider 
engage in developing strong 
relationships with, and are 
actively involved in, the work 
our system partners and 
STPs are undertaking, and 
we are able to: 
Deliver innovative solutions 
to ensure we are an efficient, 
effective and economic 
service 
 
Play our part in the urgent 
and emergency care system 
by being community 
focussed in delivering the 
Five Year Forward view 
 

In working with our system partners 
supporting them to understand our 
most demanding patient cohorts 
and then collaborating with them to 
determine the most beneficial 
admission avoidance pathway, we 
are able to: 
Maintain the focus on delivering 
excellent high-quality care to 
patients 
 
Ensure we have a patient focussed 
and engaged workforce 
 
Play our part in the urgent and 
emergency care system by being 
community focussed in delivering 
the Five Year Forward view 

In ensuring that we endeavour to 
maintain steady Hear and Treat 
rates we are able to demonstrate 
we are: 
 
maintaining the focus on 
delivering excellent high quality 
care to patients 
 
ensuring we have a patient 
focussed and engaged 
workforce 
 
playing our part in the urgent and 
emergency care system by being 
community focussed in 
delivering the Five Year Forward 
view 
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As part of the CQUIN planning process for 2018/19, the Trust will ensure the programmes are embedded within the strategic objectives and 
priorities of the organisation, as in 2017/18 in order to maximise success. 
 
3. Finance and use of resources 
 
The 2017/18 financial year was focussed upon maintaining the level of safety within operational delivery, whilst ensuring sound financial 
management during the period of funding review through the Independent Service Review (ISR). Publication of the report, commissioned by NHS 
England and NHS Improvement, has identified a lack of sufficient resourcing and capacity to be able to deliver a timely response to patients and 
meet the required ambulance programme standards, in spite of the recognised efficiencies the ARP model will release.  
 
The table below is from the ISR and outlines the variation in income per level of population between ambulance trusts and the position of EEAST, 
with a current value of £4 per capita less than those trusts achieving delivery of the ambulance standards.  
 

 
 
As a result, the 2018-2020 period focuses on the increase in value of the emergency contract to a level which will bring the funding of EEAST in 
line with those performing trusts, through an increase of the contract value from £213.5 million to £225 million for 2018/19, and to £240 million in 
2019/20. The staggered increase in funding will enable the Trust to implement the transformation programmes required to increase capacity and 
resourcing, so that performance standards can be met in 2019/2020, ensuring patients receive high quality, timely care. 
 
Income and expenditure 
 
The Trust has established a financial plan set out to achieve the NHS Improvement Control Total of a £3.1 million surplus, which includes £2 
million strategic transformation funding.  The £11.5 million increase in contract value for service delivery results in a higher overall contract value; 
breakdown into core areas and comparison to 2017/18 is as follows: 
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Income Summary Schedule 

 
  

  2017/2018 2018/2019 
  £'m £'m 
Service Delivery Main Contract 213.8 225.4 
Other Service Delivery Income 5.3 4.3 
Contractual Income - HART 6.6 6.6 
Air Operations 1.0 1.3 
Commercial Services 1.3 1.4 
Health Education England Training 
Support 2.5 1.2 
CQUIN 4.9 5.7 
Patient Transport Contracts 19.7 21.8 
CBRN 1.0 1.0 
Other 3.1 4.0 
  259.2 272.7 

 
There has been an historic penalty clause within the contracts based upon delivery of operational performance; however as 2018/19 has been 
established as bridging transformation year to meet full funding and delivery of performance standards in 2019/20, whilst performance trajectories 
are in place, there are no financial penalties predicated on these during the financial year. Instead, emphasis has been placed upon the production 
of a minimum level of patient-facing staff hours to maximise operational delivery whilst undergoing transformation; failure to meet the minimum 
level will result in a financial return to commissioners.  Robust forecasting and planning as cited within the ‘service delivery’ section of this plan 
seeks to ensure sufficient levels of staff of made available, firstly to ensure patient safety as well as to negate the financial risk. 
 
One known financial risk in the 2018/19 financial year relates to an ongoing legal dispute in relation to holiday pay entitlements, which could 
increase the cost of overtime by approximately 15%. The Trust relies upon overtime to deliver operational services whilst recruiting to full capacity, 
and in the 2017/18 year £14 million was spent on overtime. The employment appeals tribunal judgement has ruled in favour of overtime being 
included within holiday pay calculations for both statutory and contractual holiday. The Trust intends to apply for permission to appeal, if the 
appeal is not granted or is unsuccessful, there is a circa £2 million per annum financial risk that requires accounting for, to ensure the Trust meets 
its control total. At present the Trust is in the process of identifying financial contingencies and mitigation, should the appeal not be successful. 
 
Capital Spend  
 
The Trust has clear plans established to utilise its requested £7.6 million of capital funding within the 2018/19 year. Expenditure will focus 
predominantly on efficiency enablers, such as embedding of make ready services and the associated estate requirements to support an increased 
clinical workforce. The capital funding limit includes a request to utilise £0.4m of unspent capital funding from 2017/18 and £1.9m of STF funding 
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during the year on advancing the make ready services estates projects. Additional projects utilising capital spend include medical devices in line 
with the cyclic replacement plan and information management and technology-related expenditure, in line with the strategic priorities.  
 
Efficiencies and planned Cost Improvement Plans 
 
Within the NHS there is an essential need to maximise efficiencies, so that public monies are utilised in the best possible way. As a result, the 
Trust is dedicated to delivering a robust efficiency programme. The combined efficiency assumptions required for delivery against the ambulance 
response standards, combined with the plan to meet the NHSI control total, means there is a requirement to deliver savings to the value of 2.5% 
(£6.7 million) of the overall contract value.  
 
It is essential that any efficiency scheme does not impact adversely on the quality of patient care or on staff health and well-being, so all efficiency 
projects and CIPs undergo a robust quality risk assessment process and schemes are not implemented if there is a risk to patients and staff. 
 
A number of efficiency schemes are established, with a further number under development; the table below outlines the schemes currently 
planned, high level detail and any key risks pertaining to delivery, with mitigating actions: 
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CIP SCHEME Carter Category Summary Risks Total £'m 

Operational 
Resource 
Improvements 

Carter Workforce 
(AHP) 

Use of the EEAST cost control model (developed during 
2017/2018) to focus additional resource to the times and areas 
where it is most required.  Dynamic management of these 
resources through a weekly structured planning process.  This will 
incorporate more robust management of matters such as out of 
service times, on scene times and integrated work plans for 
reducing the effects caused by hospital handover delays 

1. The level of funds available for additional 
resource does not meet the demand and there 
are issues around the level of external 
engagement EEAST can look to for joint 
working to improve hospital handover delay 
times 

2.0 

Reduced 
Training 
Abstractions 

Carter Workforce 
(AHP) 

Improved planning for training requirements, looking to schedule 
course at the best available times to suit Operational Pressures.   
Secondly, the development and utilisation of alternative teaching 
methods with focus on E-Learning platforms. 

Large scale recruitment requirements for 
increased clinical workforce means a high level 
of training abstraction through the financial 
year.  Scheduling at the most opportune times 
may prove challenging.  The recruitment is 
necessary for EEAST to achieve the 
transformation required 

1.0 

PTS Productivity 
Improvement 

Other Savings 
plans 

System and Process review for a continuing efficiency project to 
focus scheduling of patient journeys in the most efficient way for 
the available workforce and fleet. 

High vacancy levels in the newly acquired 
contract.    0.3 

Sickness 
Management 

Carter Workforce 
(AHP) 

The sickness policy for EEAST was reviewed, updated and 
released in 2017/2018.  This policy requires management 
attention across EEAST to embed in the Organisation in order that 
results can be achieved. 

The capacity gap means additional workload 
for staff in post which shows a higher risk of 
absenteeism due to sickness. 0.6 

Vacancy Fill 
Slippage 

Other Savings 
plans 

EEAST has a significant number of vacancies at 1 April 2018 and 
these will take some time to recruit to. 

Workload for incumbent staff.  Some 
temporary resource may be necessary 

0.7 

Discretionary 
Non Pay Spend  

Carter 
Procurement 

A revised procurement strategy is in the final stages of 
development for EEAST and it’s implementation will bring financial 
savings across the Trust 

Resource and time is needed to develop the 
work streams within the strategy.    Training of 
staff in new procedures. 

1.5 

Supplies 
Projects 

Carter 
Procurement 

Focus on Carter initiatives with a revised supply catalogue for 
EEAST.  This will streamline products available for order. 

Time scales - project requires resource 
investment.  Staff training requirements.  Stock 
level management. 

0.2 

Fleet Related 
Projects 

Carter 
Procurement Continuation of fleet efficiency projects from 2017/2018.  Cost 

controller post embedded permanently in staffing structure. 

Continued development of fleet management 
policy.  Training of Managers to enable 
optimum fleet deployment 

0.2 

PAS Projects Other Savings 
plans Continued management of PAS financials together with targeted 

usage across EEAST which is managed through the cost control 
model 

Demand for more PAS resource than is 
affordable.   Fewer PAS companies in the 
market place for EEAST to work with, less 
competition for business, lower ability to 
increase pricing. 

0.2 

TOTAL TARGET       6.7 
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4. Service Delivery 
 

Providing the most appropriate response to our patients is the cornerstone of the Trust’s business and the aim of everything we do is to deliver 
good, safe care to patients, whilst ensuring staff are well cared for. Within 2017/18, focus has been on implementing the Ambulance Response 
Programme (ARP), a change within the national standards for ambulance trusts. It is focussed on patients receiving the right resource response 
for their condition, within the right time and has resulted in changes both within the control centres for dispatch and call handler staff, as well as 
reducing the number of rapid response vehicles and increasing the number of ambulances on every operational shift.  
 
The Trust started the NHS England ARP implementation on 18th October, with initial focus upon our emergency control functions and establishing 
the new informative systems and processes required to monitor performance. Since implementation, our focus has been upon patient safety on a 
day-to-day basis, identifying areas in which the ratio of ambulances to rapid response vehicles may need amending in the interim, whilst we recruit 
additional clinicians and work with other providers to reduce the number of ambulances waiting at hospital and which need to get back out into the 
community. 
 
The initial ARP implementation phase was a significant piece of work within the emergency control rooms (known as Emergency Operations 
Centres or EOC) and as the Trust’s transformation plans progress, the associated configuration and capacity within EOC will be reviewed to 
ensure it is fit for purpose.  It is important to note that the Trust is not currently commissioned to deliver the national standards and will be working 
to agreed trajectories towards these over time and in line with the funding made available to do so. 
 
Whilst the initial implementation of ARP was implemented effectively, the Independent Service Review undertaken was clear that in order to 
maximise patient safety and achieve the ARP national standards, significant transformation is required through rota changes, additional fleet, an 
ambitious recruitment programme and ongoing operating efficiencies. The Trust’s focus within 2018/19 is completion of these programmes of work 
to ensure patients are assessed and treated in a timely manner, with performance requirements being met from quarter one 2019/20. 
 
A key part of operational service delivery is the “hear and treat” function which is delivered by the Emergency Clinical Advice and Triage (ECAT) 
teams within EOC. This moves from a CQUIN based development over the past two years, to an embedded and integral part of our core operating 
model from 2018/19. This will provide a sustainable demand management function in order that patients who are suitable and appropriate for 
alternative care pathways are managed via the ECAT nurses and paramedics via telephone. In 2017/18 the Single Point of Contact (SPOC) team 
were welcomed into the wider ECAT department and this function will also become more integrated and established within EOC.  
 
Workforce and People  
 
The required staffing levels to deliver safe and effective ambulance services will enable the Trust to increase the number of frontline staff by a 
further 330 whole time equivalent over the next three years.  
 
A three-year workforce plan supported by a rota change programme and supporting fleet and estates transformation will help ensure resources 
appropriately match to patient demand. It should be noted that a total of 3,255 whole time equivalent staff are required to deliver against the ISR 
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trajectories when rotas, and staff attrition are accounted for, and will be delivered through a longer term three year workforce plan. The recruitment 
trajectories for frontline staff to progress against this and support delivery against the ambulance response standards over the next two years 
(2018-2020) are set out below: 
 
FTEs 2016/17 

average 
in post 

2017/18 
current in 
post 

Q1 
2018/19 

Q2 
2018/19 

Q3 
2018/19 

Q4 
2018/19 

Q1 
2019/20 

Q2 
2019/20 

Q3 
2019/20 

Q4 
2019/20 

Total 
 
 

 
 
c. 2600 

2785 2930 2973 3060 3033 3066 3146 3166 3118 

Difference 
from 2016/17 
staff in post  

185 330 373 460 433 466 546 566 518 

 
To calculate these staffing trajectories, the following approach has been used: 
 

• Target staffing levels needed to meet ARP: The target levels of staffing needed to achieve ARP have been modelled to understand the 
number of FTE’s (paramedics and technicians) that would be required to meet the ARP standards on average in 2019/20 

• Staffing trajectory: The staffing trajectory has been based on a detailed modelling of historical attrition, course fill rates, training time and 
placements 

• Introduction of new rosters: The large-scale change in vehicle use under ARP requires changing from RRV-heavy rotas to ambulance 
based rosters in order to meet performance standards 

• Roster gaps filled with overtime and private ambulance services (PAS): After the switch over to new rosters in Q1 2019/20 where 
there are small gaps in rosters (<15%) these are to be filled with overtime and PAS 

• Vehicles: To achieve the ARP standards there will be a requirement to invest in double staffed ambulances (DSAs) in order to meet the 
new rostering requirements.  

 
It remains challenging to recruit in hard to fill areas but a range of activities to address this challenge include: 
 

• School, college and university-targeted engagement and recruitment events  
• Graduate recruitment campaigns and incentive packages 
• Social media recruitment strategy 
• Train more than 100 community ambassadors to promote the Trust in hard to reach communities 
• Taster days and engagement sessions 
• Use of on-line job boards in addition to NHS Jobs 
• Building capacity in recruitment team 
• Recruitment Improvement project and Safer And Resilient Recruitment initiatives 
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•  Working with HEE to agree funding to support a three-year workforce plan including liaison with Higher Education Institutes 
• Investment in the training and education infrastructure 
• Developing apprenticeships for transition to new clinical career pathway 
• Developing advanced and specialist routes to improve recruitment and retention 

 
There is also the need to focus on other departmental areas with recruitment challenges, such as call handlers and patient transport services staff. 
Similarly, increasing capacity across the Trust to support the transformation and manage the planned increase in frontline staff is essential; the 
following table provides a summary of the full workforce recruitment plan, with the frontline staff recruitment figures outlined for completion at the 
end of 2019/20: 
 
Department/Directorate Establishment 2018/2019 End of 2017/2018 In-Post Vacancies to be filled 
Emergency Operations Centres 584.73 504.78 79.95 
Emergency Operations (Excl. Front Line Patient Facing) 256.84 188.23 68.61 
Special Operations 132.50 127.11 5.39 
Patient Transport Services 608.71 526.85 81.86 
Commercial Services 25.66 25.66 0.00 
Chief Executive Directorate 27.30 25.80 1.50 
Patient Safety 175.25 140.49 34.76 
Finance 36.49 31.07 5.42 
People & Culture 60.14 44.98 15.16 
Strategy & Sustainability 139.40 107.09 32.31 
Total 2,047.02 1,722.06 324.96 

Front Line Operational Staff (ISR 19/20) 3,255.32 
                                       
2,764.05  491.27 

(translated for rotas)       
 
The focus on staff retention will have particular emphasis on areas identified from the cultural audit, WRES data and staff survey results, as these 
are showing higher than average levels of turnover and lower than average levels of engagement.  
 
Exit interview data will continue to be analysed in line with this to enable remedial actions to be put in place. 
 
A key component of the engagement and retention agenda in 18/19 will be to build on the Trust’s wellbeing initiatives with the increased promotion 
of the Wellbeing Hub. There has been spike in recent months of stress and mental health-related illness and initiatives are being implemented as 
well as focus on other key areas such as maximising the take up of the flu vaccine. An example of a new initiative is the pilot of wellbeing 
champions in EOC in 2018.  
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In terms of volunteers, the Trust will continue to develop the Volunteer Advisory Forum (VAF) and will also hold the first volunteer conference. The 
volunteer policy will be revised as the Trust works towards Investors in Volunteers Quality Standard. The Trust also intends to work with the VAF 
members to further develop its volunteer trainer approach.  
 
Activity forecasting and planning 
 
The Trust relies heavily on robust forecasting and planning and has introduced systems and processes to ensure this crucial aspect is delivered 
effectively. The Strategic Service Delivery Group and its operational sub group scrutinise assumptions and outputs continuously, and 
commissioner representatives take part for independent review and scrutiny. Following the challenges over the 2017/18 festive period, our 
modelling processes have been revisited and refined in order to strengthen the processes further. 
 
The Trust has procured a new platform ‘Signals from Noise (SFN)’ and is introducing this into use during 2018/19 as part of its ongoing 
improvement plans. This will provide greater depth of intelligence both in forecasting and live time to support improvements in patient response.  
 
The Independent Service Review has provided an in-depth analysis of expected activity, and the achievements required to bring about positive 
improvements in meeting the ambulance response standards. The ISR assumptions are therefore the overarching basis of the Trust’s focus within 
the 2018/19 financial year, in order to ensure that patients receive timely care. The following table is taken from the ISR and outlines the 
assumptions and intended deliverables in the next two years, which will result in the Category 1 standard being met from quarter 1 2019/20: 
 

 
 

  
Demand 

 
Historically, 999 call demand increases by around 3% a year, due to demographics such as an aging community and increasing population. The 
first six months since the implementation of the Ambulance Response Programme also suggest a higher proportion of higher acuity patients, 
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which increases the demand for a physical ambulance response. The forecasting and planning helps model capacity to meet the level of activity, 
but we will also continue to work with our partners to reduce 999 call demand overall and improve the public understanding collectively that the 
NHS provides many ways to get medical help and that 999 isn’t necessarily the right answer every time.  
 
As described above, embedding of the Hear and Treat model whereby patients receive triage, advice and referrals for onward care through 
clinicians in our control rooms is a key area of focus. In addition, the Trust will engage with other services to maximise awareness and 
implementation of alternate care pathways – both prior to and during a 999 call.  
 
Capacity 

 
Forecasting and planning is a continuous focus and the first step in delivering a service that is safe for patients. A dedicated team is in situ to 
interrogate data – historical and real time – to better predict the service needs and shape resourcing levels and patient-facing staff hours. The 
2018/19 financial year is a bridging year whilst recruitment takes place and as such, the focus will be on maximising resource hours through 
overtime and utilising private ambulance services. 
 
In order to deliver a good service, around 3% of the Trust’s capacity within 2018/19 will rely on overtime and private ambulance use meaning a 
real focus on maximising relationships with providers to ensure EEAST delivers a high-quality service with suitable levels of resourcing. 
 
The following chart taken from the Independent Service Review outlines the intended increase in patient-facing staff hours across the next two 
years, delivered through recruitment, rota changes, overtime and private ambulance service provision: 
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Winter planning 2018/19 
 

The winter of 2017/18 proved to be a significant challenge for the NHS. Despite the planning that had been undertaken across our region, it is 
clear that the entire system remained under pressure throughout long periods of winter, and in order to meet the challenges of this coming winter, 
we will review learns learnt (internally and externally) and plan to mitigate against these within the 2018/19 plan. 
 
Challenges such as severe weather, seasonal flu, Norovirus and festive public holidays place additional pressure on the health and social care 
system.  In addition these challenges can, and do, often occur at the same time which significantly exacerbates system pressures. EEAST’s winter 
plan will provide assurance on how EEAST will respond to the NHS England 2018/19 winter planning requirements once provided, mitigate the 
challenges of winter including the festive period and contribute to the delivery of urgent and emergency healthcare in the East of England.  
 
In line with this year’s planning guidance EEAST are required to provide our winter plan by the end of April 2018. This plan will set out the 
intentions upon which EEAST will monitor and revise as the winter plan as the year progresses and respond to changes and requests that will be 
made of EEAST to our winter plan.   
 
It should be noted that in addition to the early development of the winter plan, there have been a number of steps undertaken to strengthen the 
Trust’s escalation processes throughout the year.  
 
All UK ambulance trusts operate under a Resource Escalatory Action Plan (REAP) at all times, in accordance with National Ambulance Resilience 
Unit (NARU) plan. Within 2018/19 there will be a national review of REAP and its associated action cards to ensure that these remain fit for 
purpose and can be applied safely, with a positive impact upon the service to patients; the Trust will participate fully in this. The Trust reviews its 
operating at least weekly and uses a robust approach to its application. 
 
In addition to REAP, the Trust runs a robust on-call structure to ensure that there is an appropriate strategic, tactical and operational response in 
the event of any significant or major incident. The system is based upon clear escalation processes so that the appropriate level of the 
organisation can take suitable action to quickly resolve an operational issue, so that patients continue to receive a safe service.  
 
As a direct result of learning from the festive period in 2017/18, the escalation process has been strengthened through the establishment of a 24/7 
Executive on-call rota.  This layer does not replace the existing Strategic Gold Command, but enhances the escalation process through managing 
Trust-wide issues requiring appropriate support on matters such as financial assistance, engagement with executives of other organisations, or to 
address reputational issues. Such issues are to support the flow of available ambulance resources with the wider system at times of extreme 
pressure. 
 
In 2018/19 the Trust, in partnership with NHS England, NHS Improvement and commissioners will monitor the effectiveness of the amended 
escalation process and will ensure that all individuals involved within the framework are suitably trained and competent to deliver within this 
element of their role. 
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Partnership working to meet public demand 
 

There are many factors which impact upon the ability to provide a timely response to patients. Internally there is continuous focus on driving 
improvements in efficiencies to maximise capacity e.g. reducing handover-to -clear times at hospital, and improving the ambulance fleet and Make 
Ready provision to minimise the time clinicians need to spend away from patients. 
 
However, external factors have a significant impact upon how effectively the Trust can meet the needs of patients in the community. Waiting at 
hospital and the volume of 111 calls transferred to EEAST are out of the immediate span of control of the ambulance service, but these issues 
require a truly collaborative approach to improve.  
 
There is regular liaison and clinical leadership involvement between the Trust and 111 providers, with the aim of continuously improving the 
patient experience by ensuring the correct care pathway is provided, preventing the need for an ambulance. This work seeks to reduce variation 
and maximise consistency between 111 providers and the ambulance service, so that demand can be better predicted and therefore accounted 
for within our forecasting and planning. 
 
Hospital handover delays and the associated safety risk to patients in the community waiting for an ambulance is one of the biggest issues faced 
across the country. The ambulance service is in a unique position for oversight, escalation and advice about this matter and as such, 2018/19 will 
focus on ensuring that waits at hospitals are scrutinised and acted upon earlier within the delay, so that the management of flow from the point of a 
999 call through to admission to hospital is more effective. This will include a patient-focused rapid escalation process, which will not only reduce 
the risk to patient safety but will also improve the experience of patients waiting for an ambulance after the 999 call. Assumptions within the ISR 
state that hospital handover delays are likely to remain at around 65,000 ambulance hours lost into 2019/20 and as such, is a clear area of focus 
for the NHS system. 
 
Maximising existing controls such as the utilisation of hospital ambulance liaison officers (HALOs) and continuous engagement and collaboration 
with A&E delivery boards will remain areas of ongoing focus. 
 
Service Delivery structure 

 
Due to the level of change required operationally and in order to create a sustainable operational model, there is a need to change the structures 
and processes that support operational delivery. In early 2018/19 the Trust will be working to ensure the operational structures and escalatory 
processes are in situ so that positive impact is maximised with the planned increase in clinicians via the workforce plan. Key to this change will be 
the integration of our Patient Transport Service commercial arm. There will be a clear line of sight from road to Board and opportunities for non-
clinicians to enter some managerial roles. 
 
With STP footprints becoming embedded within the healthcare economy system, the Trust has recognised the need to align itself to the wider 
NHS business. The move to a more localised leadership structure will support this and will improve opportunities for schemes to be developed to 
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better meet the needs of communities. The process for the changes to the operational structure will include robust consultation, in order that the 
changes result in a truly fit for purpose and future-proof leadership structure to drive improvements for patient care and service delivery. 
 
A fully consultative process to review the current operational rotas to ensure that these support delivery of timely care to patients across the region 
whilst ensuring that staff welfare is improved through the reduction in late finishes and reducing distances staff currently travel between patient 
contacts, will take place. Specialist Company Working Time Solutions is supporting the work and full engagement of the workforce within this 
process, in order to achieve a robust set of rotas for a sustainable future. 
 
Non-emergency services planning 
 
The Patient Transport Service gives essential non-emergency transportation to patients for planned appointments and treatments. Commissioned 
separately to the 999 service, it supports care provision without the need for hospital admission and as such, the Trust is committed to delivering 
the best service to these patients as well as maximising the opportunities for transport services to be provided across the entire region through the 
bidding for additional contracts when tenders arise.  Whilst there are over 500,000 non-emergency journeys undertaken each year, there is still the 
opportunity for non-emergency services to support emergency care colleagues through transporting lower acuity patients   who need to go to 
hospital but do not require clinical support from an emergency care crew. PTS contracts are evolving to include paramedic and technician level 
transfers, providing opportunities for staff development outside of emergency operations.  
 
2018/19 will focus upon better integrating our Patient Transport Service into the fabric of the organisation including affording staff with consistent 
leadership regardless of their role, and enabling more effective team working within these localities. Consideration of ways in which non-
emergency vehicles can support 999 such as patients referred by healthcare professionals for admission and low acuity patients will support a 
more timely response to these patients, resulting in an improved patient experience and fewer delays. Patient satisfaction across Patient transport 
is already high and managers continue to work with commissioners to move away from the traditional key performance indicators such as arrival 
time and more towards Patient Reported Outcome Measures to truly capture patient experience.  
 
The Trust acquired the Bedfordshire and Hertfordshire contract in quarter four 2017/18 which required significant overhaul; a key area of focus will 
be to improve the service provided to patients and better support staff, increasing their levels of training and capability. There will also be focus 
upon the Non-Emergency call centre, which is dedicated to arranging bookings for transport and assessing patient need and support as well as 
providing call functions to external stakeholders. Efforts will be made to develop the call centre further and identify further opportunities to provide 
support to patients and the wider system through innovative schemes and new business opportunities. 

 
5. Strategic change 
 
The Trust is committed to being a fully collaborative partner within the health and social care system to ensure that the systems and pathways 
established within our region support delivery of the Five Year Forward View. To do this, EEAST will continue to focus on working in partnership 
within STPs which include commissioners and other providers to develop schemes that improve patient experience and achieve better outcomes. 
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Sustainability and Transformation Plan involvement 
 
The STP engagement and involvement will continue in earnest to ensure the Trust is involved in schemes that will positively improve patient 
outcomes and reduce the burden upon the wider health economy. The Trust participates in all of our STP meetings to ensure every opportunity is 
considered.  
 
With strong foundations in place across many of the Trust’s STP areas, 2018/19 will focus upon methods of working and collaborative care, as 
outlined below. Additionally, the Trust has pledged to consider full participation in schemes such as urgent treatment alliances to better improve 
integration and accountability across NHS pathways. 
 
The Trust model continues to be tailored at a local level, with service delivery senior managers and business development teams aligning to STP 
structures to enhance our engagement and collaboration. 
 
Collaborative models of care 
 
The Trust is piloting a number of schemes across the region with others, including early intervention vehicles (EIVs), care home schemes and 
Mental Health Street Triage to establish the level of impact upon patient care, experience and outcomes. In a number of STP areas, these 
schemes have moved from pilot to a mainstream service. The systems have evidenced positive impact on patient experience and system cost 
savings as a result of these schemes and local teams work with commissioning and provider colleagues to constantly review new opportunities to 
support the best delivery of patient care across each area. 
 
The specialist paramedic role is a development focus, not only to improve community-based patient care in managing patients outside of the 
hospital setting, but also to enhance career pathways for staff. This will include establishment of the best methods of implementation and are likely 
to be based around the collaborative models being established to maximise high quality partnership working. 
 
In order to ensure consistency and maximise the chances of success, EEAST focuses on evidence collation and review to provide a robust offer of 
optional schemes for STPs. Using money from a Life Chances Fund opportunity, EEAST is building an evidence case for each of the partnership 
schemes to provide a solid base for each model whilst considering the opportunities for workforce development and enhance clinical career 
pathways. Using a strong evidence base will also enable a consistency of application across the region and realise the benefits of economies of 
scale, whilst tailoring the services based upon local need. 
 
The results of this work will be shared within STPs to agree the most sustainable solution that benefits the patient first and foremost, whilst 
maximising efficiency within the system.  
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Transformation 
 
In 2017 the Trust set out its ambitious transformation programme, which is intended to support the provision of a safe and effective healthcare 
service to all of our communities. The transformation programme consists of five strategic objectives: 
 
 
 
 

 
 

 
 
 
 
 
The majority of 18 priorities which support these objectives are a reality with a number already realised; for example implementation of the 
Ambulance Response Programme and the development of the well-being hub for improved support for staff.   
 
The transformation programme is a significant portfolio of change building on the strong foundations of the organisation, to enable EEAST to 
become an ‘outstanding’ CQC-rated ambulance service that consistently delivers the best care to all our patients, whilst supporting our staff and 
volunteers.  
 
Delivery of the strategic priorities and timescales 
 
Timescales for delivery of the priorities are in line with the project plans, ensuring that interdependencies between the projects and programmes 
are carefully considered when establishing planned completion dates. The Trust is prioritising recruitment of clinicians, along with the key projects 
which act as enablers to increasing the workforce; for example, fleet transformation, the operational structure and sustainable efficiencies through 
the improving value workstream. 
 
The scope and scale of the transformation required for the Trust to meet the ambulance response standards as well as progress to a sustainable 
organisation is significant. Whilst there has been a significant increase in funding in the 2018/19 financial year, the level afforded is £15 million 
lower than the final value of the contract in 2019/20. During transformation the Trust is committed to maintaining a business as usual service, as 
well as making large scale changes to the systems and processes we use, which will post a financial risk. The transformation is expected to occur 
whilst delivering a 2.5% efficiency programme. As the biggest area of spend is frontline resources and support office functions are currently well 
below the Carter Efficiency target, this will bring significant challenge. However the Trust has established robust transformation oversight 
processes to ensure detailed planning and continuous review of the change process. Strengthening scrutiny of all new schemes and initiatives to 

Putting into place a 
new responsive 

operating model to 
deliver sustainable 
performance and 

improved outcomes for 
patients 

 
Maintaining the focus 
on delivering excellent 

high-quality care to 
patients 

 
 

Ensuring we have a 
patient focussed and 
engaged workforce 

 
Delivering innovative 

solutions to ensure we 
are an efficient, 

effective and economic 
service 

Playing our part in the 
urgent and emergency 
care system by being 

community focussed in 
delivering the Five Year 

Forward View 
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ensure the maximisation of efficiencies throughout the programme will support successful delivery of transformation and sound financial 
management.  
Key risks at the commencement of the transformation process are focussed upon resource, financial capacity and the ability to deliver the scale of 
change required, whilst ensuring that delivery of the service continues as business as usual during the transformation. The risks and progress 
against the transformation plans will be robustly monitored in order to ensure timely recognition of emerging issues and rapid mitigation of risks. 
 
Transformational Framework 
 
In order to ensure that delivery of the strategic priorities and transformation approach are founded within strong governance processes, the 
transformational oversight framework has been developed. The framework will focus upon completion of the remaining priorities, in addition to the 
delivery of the large-scale recruitment requirements and efficiency needs as identified within the Independent Service Review.  The framework will 
ensure that risks, issues, interdependencies and engagement are managed in a consistent and fit for purpose process. 
 
Programme oversight will be undertaken by the Transformation Oversight Board, who will report to both the Executive Leadership Board for 
assurance, as well as the Senior Leadership Board to ensure there is a continuous link between business as usual and transformation. The 
Oversight Board will consist of five suites of programmes, as follows: 
 
Operational Change 
Programme Board 

Workforce and People 
Programme Board 

Quality Improvement 
Board 

Improving Value 
Programme Board 

Strategic Change 
Programme Board 

Delivers a robust 
operational framework 
that supports delivery of 
a sustainable and 
effective ambulance 
service 

Delivers the outputs 
identified through the 
Independent Service 
Review, to enable a timely 
response to patients under 
the Ambulance Response 
Programme 

To embed an improvement-
focused approach 
throughout all aspects of the 
Trust’s business delivery, 
putting the patient at the 
centre of all improvements 

To deliver the 2% 
efficiencies required 
within the ISR and to 
establish a robust, 
rolling efficiency 
programme  

To deliver the core drivers 
the organisation required to 
enable completion of the 
transformation plans 

 
Full project approval and programme plans will be established by the end of April 2018 to enable robust monitoring and ensure positive direction of 
all programmes throughout the lifetime of the transformation portfolio. A high-level summary of key milestones across the five programme boards 
are currently set: 
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Programme Workforce and People Strategic Change Quality 
Improvement 

Improving 
Value 

Operational 
Change Project Rota change Recruitment IM&T Estates Make Ready Fleet 

Q1 Trade union 
engagement 
and core 
principles 
establishment 

Establish 
capcity to 
recruit. 
Undertake 
first 
recruitment 
for Q1 

Email migration 
to Office 365 
Business 
Intelligence 
Redesign 
(reports) 
completed 

  Complete 
evaluation of 
concept 
vehicles 

Draft Quality 
Strategy 2019-
2022 
Establish 
implementation 
plan for quality 
improvement 

Complete 
quality risk 
assessments 
for all 
schemes 
Establish 
efficiencies 
pipeline 
process 

Consultation 
on restructure 
 

Q2 Working 
parties 
undertaken for 
all areas 

Undertake 
efficiency 
gains to 
streamline 
recruitment 
and training 
processes. 
Commence 
early offers 
to graduate 
paramedics 

 Initiate review 
and 
evaluation of 
EOC sites 

Implementation 
plan 
established for 
full make ready 

Implementation 
plan established 
for fleet to 
encompass 
servicing and 
logistics 

Consultation 
and approval of 
Quality Strategy 

Identify further 
efficiencies 
through 
analysis of 
national data 
through 
NHSI’s model 
ambulance 
processes 

 
Initiate review 
and evaluation 
of EOC sites 
 

Q3 Rota voting 
and selection 

Review and 
continue with 
targeted 
recruitment. 
Work on 
retention 
schemes 

 Initiation of 
Ipswich 
station 
construction 
phase 

 Complete 
procurement 
process for new 
fleet 

Commencement 
delivery of QI 
training to build 
faculty 

Establish 
rolling 
efficiencies 
programme for 
future years 

Implementation 
of restructure 
 

Q4 Rota 
implementation 

 Electronic 
timesheet rollout 
completion 

Initiation of 
Bury St 
Edmunds 
construction  
New site 
acquisition for 
Colchester 
station 

New Make 
Ready services 
operational at 
first batch of 
sites. Test 
delivery model 
for full roll out 

Delivery of new 
fleet 1/4/2019 
New vehicles 
servicing 
process and 
workshops 
implemented 

Training on 
going 

Undertake all 
quality risk 
assessments 
for schemes 
oncoming in 
2019/20 

*Performance 
improvement 
schemes and 
efficiencies 
throughout 
year  
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6. Leadership 
 
The leadership approach is one of collective and collaborative leadership and was derived from a range of feedback including an independent 
cultural audit, staff surveys and the CQC well led domain. The Trust moves to year two of the programme of work in 2018/19 including capability 
and capacity as systems leaders in light of the establishment of STPs and the emergence of new organisational forms such as accountable care 
organisations (ACOs). As a regional service our leaders are increasingly called upon to be an integral part of system-wide programmes and we 
need to develop their skills in distributed leadership, partnership working service redesign and political astuteness. 
 
We will be seeking opportunities for emerging and senior leaders to shadow colleagues in partner organisations and create opportunities for multi-
stakeholder leadership development programmes. Our ethos is that of compassionate leadership and all development interventions will have 
compassionate leadership as a core competence to develop and support a culture and climate across our organisation and (the wider system) that 
promotes our values, makes us a learning organisation and an employer of choice. 
 
The Trust has in situ robust leadership and organisation development plans which ensure multiple forms of leadership development, ranging from 
Insights Discovery and 360-degree profiling for 280 individuals, through to meaningful conversations and conflict resolution training for managers 
for 440 staff members. The plan in its entirety will support the establishment of compassionate leadership throughout the organisation. 
 
 
Well Led Framework 
 
The Trust’s comprehensive set of people strategies set out how it will ensure there is sufficient leadership capacity and capability to deliver high 
quality and sustainable care.  This includes: 

 
• Talent Management and Succession planning approaches, aspiring leader’s development and a performance management framework 
• Executive and senior leadership development and a review of management job descriptions to ensure consistent leadership behaviours and 

responsibilities are included to support a values based approach to recruitment and promotion 
• A leadership charter and Employee Engagement Strategy which aims to support leadership visibility and accessibility 
• Cultural audit and NHS staff survey action plans and evaluation processes 
• E-enabled performance appraisal based on a model of compassionate conversations ensures staffs are well supported and listened to. 

 
The Trust has a clear vision and strategic objectives which are live through and communicated via senior and other managers and a range of 
leadership engagement activities, underpinned by the Trusts values of care, respect, honesty, teamwork and quality. 
 
The Trust underwent its Well-led Care Quality Commission assessment in March 2018, with results outstanding at the time of completing this 
report. Additionally, the Trust also commissioned an independent audit pertaining to governance and well led functions within the organisation, 
which is being undertaken in the early stages of quarter 1 2018/19. The findings from these two processes will be utilised to identify areas for 
improvement and focus in the coming year. 
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Training schemes and delivery 
 
An annual Training Needs Analysis informs annual training plans and EEAST has a significant challenge to deliver training in 2018/19 with large 
volumes of students who require mentorship support and assessment.  This will increase with the recruitment of a significant number of new staff 
in 2018/19.   
 
Focus is on developing e-learning provision including the introduction of a new learning management system.  New technology and more modern 
methods are being invested in to provide accessible and flexible learning whilst ensuring that staff can access face to face professional and clinical 
training and updates.  For example, the Trust has a clinical app which enables staff to access clinical guidelines and professional guidance 
remotely via hand held devices. This app is being developed further to ensure all staff can access training and support. The move to 
apprenticeship as a method of training delivery will be a significant change in 2018/19 with a range of apprenticeship programmes for both clinical 
and non-clinical staff and to maximise the Trust’s ability to draw on the apprenticeship levy. 
 
7. Conclusion 
 
EEAST continue to be proud of the standard of clinical care delivered and are pleased with the level of improvement seen in the 2017/18 
financial year. We are however cognisant of the level of further change and improvement required to improve the experience for patients, 
through making changes that allow us to meet the national response time targets. The work being undertaken will not only better serve our 
emergency patients; the transformation plans in place will allow EEAST to  offer a lot more to the wider system, for the better management of 
urgent and emergency care patients.  
The Trust’s Annual Operating Plan for 2018/19 is a highly ambitious plan which will result in significant transformation of the services we provide 
to all of our patients, and will establish an ambulance service that is efficient, effective and sustainable for the future. 
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Director: 
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Strategy and Sustainability 

 
Purpose: 
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Executive Summary: 
This paper seeks to provide the Trust Board with an overview of the transformation programme plan that 
has been established to support the delivery of change required to achieve the strategic objectives, in 
addition to the improvements and assumptions set out within the Independent Service Review. 
 
The scale of transformation anticipated requires a consistent approach to maximise the effectiveness of 
change, to enable benefits realisation to occur and ensure that the changes required are managed 
effectively, taking into consideration the interdependencies between work streams and programmes. 
 
Capacity within the organisation is limited and a lack of coordinated approach to the transformation 
programme poses significant risks, both to the delivery of business as usual as well as the successful 
completion of the change requirements. Similarly, it is important to clearly differentiate between business 
as usual and transformational functionality, in order to maintain clear control of the governance processes 
required within the organisation. As such this paper sets out the proposed approach management of the 
transformational processes within the organisation. 
 
The Transformation Programme Definition and Plan (V1.0) document sets out the high level detail of the 
transformation and covers: 

• The background, purpose, objectives and vision of the transformation programme, including a 
summary of the anticipated benefits 

• The scope of the programme – what is included and excluded from the transformation programme 
and its projects 

• The management of the transformation programme and the governance framework, including 
communication and engagement, quality management, risk, issues and change control 
management 

• Dependencies and assumptions pertaining to the transformation programme 
• The project dossier – the listing of the projects falling within the scope of the transformation 

programme. For completeness, this includes those projects originally within the 2017/19 priorities 
that have been completed prior to the establishment of the Portfolio and the subsequent 
development of this overarching plan 

• Current key risks and issues pertaining to each of the programme boards underpinning the 
transformation process 

• High level stakeholder information  
 
Appendix A provides the high level milestone tracker (V1.2) for the transformation programme and 
supplements the Transformation Programme Definition and plan document.  
 
It should be noted that both documents are live in nature and are subject to regular review and amendment 
throughout the life cycle of the transformation programme – document control processes are in place to 
ensure robust oversight and assurance. 

TRUST BOARD 
(Public Session) 

 
 25 July 2018  AGENDA ITEM 10 
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Establishment of the ISR dashboard will provide the metrics that supplement the milestones for both 
internal and external monitoring of progress and will support assurance and escalation should any projects 
deviate from the expected trajectories. 
 

 
Other Key Issues to Draw to 
the Board’s Attention: 

• The Transformation Programme Definition and Plan and milestones 
documents were approved at the Transformation Oversight Board on 
14 July 2018 for onward circulation and approval. 

• The Executive Leadership Board reviewed the two documents on 19 
July 2018 for assurance prior to the Trust Board meeting 

• The Trust intends to develop a rich picture on the operating plan and 
transformation processes within the 2018/19 year to maximise 
communication of the organisation’s intent 

 
Action Required by the Board: 
Consider the Transformation Programme Definition and Plan and associated milestone tracker documents 
and gain assurance in regards to the planning and oversight approaches employed for delivery of the 
transformation 
Receive a quarterly progress report on the Transformation Plan, utilising the milestone tracker and ISR 
dashboard 

 
Previously Considered By and Recommendation(s) Made: 
The Transformation Programme Definition and Plan document (V1.0) has been reviewed and approved by 
the Executive Leadership Board on 19 April 2018 

 
Related Trust Strategic Objective(s):  
Putting into place a new Responsive operating model to deliver sustainable 
performance and improved outcomes for patients 

X 

Maintaining the focus on delivering Excellent high quality care to the patients X 
Guarantee we have a Patient Focused and engaged workforce X 
Delivering Innovative solutions to ensure we are an efficient, effective and 
economic Service 

X 

Playing our part in the urgent and emergency care system being Community 
Focused in delivering the 5 year forward view 

X 

 
Other:  
To ensure effective governance and compliance X 

 
  
Legal Implications Health and Social Care Act,  
Regulatory Requirements Care Quality Commission, specifically Safe and Well-Led 
Equality and Diversity Impacts None noted 
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2 Programme Definition 

2.1 Purpose of the Programme Definition Document 

The purpose of the Programme Definition and Plan document is to provide a summary of the East of 
England Ambulance Service NHS Trust’s (the Trust) Transformation Programme. The document 
provides information on why the transformation programme is required, what it must achieve, its 
governance arrangements and how it will be managed.   

The primary uses of the Programme Definition and Plan document are to: 

• ensure that the transformation programme has a sound basis, both initially and throughout 
the course of the transformation; 

• act as a base document against which the Transformation Oversight Board and its 
composite programme and project structure can assess progress, issues and ongoing 
viability questions; 

• provide a single source of reference about the transformation programme so that people can 
quickly and easily find out what the programme is about, and how it is being managed. 

The Programme Definition and Plan is a live document in that it should always reflect the status, 
plans and controls of the programme.  Its components will need to be updated and re-baselined, as 
necessary, at the end of each management stage, to reflect the status of its constituent parts. 

It is important to note that the Programme Definition and Plan provides the overarching framework 
and expectation of the Trust’s entire transformation programme; as such, projects within the 
programme are subject to their own documentation, detailed plans and definitions. This document 
provides the baseline summary of the programme in its entirety and serves to form a bridge 
between the strategic intent of the transformation and the detail within individual projects.  

2.2 Background to the Transformation Programme 

The Trust has seen significant change within the past decade, both externally with legislative, 
regulatory and structural changes as well as internal alterations to scope, structure and strategic 
direction. 

A financial deficit of circa £10million in 2015/16 with poor delivery of performance and a critical 
assessment from the Care Quality Commission indicated to the Board the need for a shift in the 
strategic direction of the Trust, and large scale change to bring about the improvements across the 
organisation as a whole.  

Turnaround of the financial deficit in 2016/17 improved relationships with commissioners and 
regulators and as a result, the Independent Service Review (ISR) was commissioned to determine 
the correct funding and capacity requirements to enable delivery of a safe and effective service.  

http://www.eastamb.nhs.uk/


Transformation Programme – Programme Definition and Plan 

 

 

 
www.eastamb.nhs.uk 

 
  

Whilst the ISR was undertaken, the Trust Board developed a clear strategic direction through its 
Vision and Values, underpinned by five strategic objectives and a suite of 18 strategic priorities. 
These have subsequently been reviewed in June 2018 and now comprise of the Vision, Mission and 
Values, underpinned by four strategic goals and a corporate strategy with six domains as 
demonstrated within the following diagram: 

 

 

The strategic objectives and priorities combine to form the Trust’s Transformation Programme. A 
number of the strategic priorities have been complete or initiated prior to formalisation of the 
transformation programme due to priority and demand (both external and internal), as well as the 
time taken to finalise and confirm the ISR outcomes and subsequent commissioner contract. 

The result of the ISR has been the agreement of a new six year contract and framework for the 
Trust, with an increase in contract value from £213.5 million to £240 million over a two year period. 
Within the first year (2018/19) the focus is one of transition and transformation, delivering core 
components of the transformation plan to support improvements in operational performance and the 
delivery of timely care to our patient population. 

The transformation programme therefore seeks to move the Trust to a position of strength, in terms 
of patient safety, quality, performance delivery and financial effectiveness. 
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2.3 Transformation Programme Purpose and Objectives  

The overarching purpose of the Transformation Programme is to enable the Trust to provide a safe 
and effective healthcare service to all of our communities in the east of England. The intent of the 
Transformation Programme is to enable the organisation to deliver against the five objectives that 
underpin the four strategic goals in a coordinated manner, to ensure that the Trust effectively 
manages business as usual delivery whilst transforming to the desired state. 

Objectives: 

1. Put into place a new responsive operating model to deliver sustainable performance and 
improved outcomes for patients 

a. Implement a fit for purpose operational structure to ensure all activities can be 
delivered, both in terms of performance, governance, safety and collaboration with 
the wider NHS 

b. Establish a robust forecasting and planning process with effective technology to 
enable intelligent planning and delivery of a timely and safe service 

c. Implement an operating model that is safe and effective in terms of providing patients 
with the most appropriate level of care for their needs, whilst delivering against 
performance.  

d. Introduce the Ambulance Response Programme model in line with national 
requirements, to provide more appropriate responses to patients and increase 
efficiency 

2. Maintain the focus on delivering excellent high quality care to patients 
a. Deliver against the Quality Strategy, establishing a robust quality framework to 

underpin the organisation’s business delivery 
b. Deliver and embed all of the requirements within the Care Quality Commission 

framework, in order to ensure patients receive the best service and consistent, high 
quality care  

c. Establish a range of methodologies to actively reduce unwarranted variation in both 
clinical practice and outcomes 

3. Ensure we have a patient focussed and engaged workforce 
a. Deliver and implement a robust recruitment and retention plan that ensures the 

required workforce capacity and competency to deliver against the operating model 
b. Establish whole person wellbeing approaches to support the physical, mental and 

emotional wellbeing of our workforce, to support them in delivery of the best possible 
care 

c. Establish a supportive and inclusive culture that is in keeping with the organisation’s 
vision and values 

4. Deliver innovative solutions to ensure we are an efficient, effective and economic service 
a. Transform the ambulance fleet to provide an innovative and efficient suite of 

response vehicles 
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b. Implement make ready hubs throughout the organisation to deliver efficiencies both 
in terms of stock control, but also allowing clinical staff to focus upon operational 
delivery  

c. Review the control room function to provide a sustainable, future proof delivery 
model  

d. Implement agile working through technological and process changes that maximises 
the delivery within a mobile healthcare provider 

e. Deliver and embed financial improvement programmes that deliver efficiencies and 
long term stability 

5. Play our part in the urgent and emergency care system by being community focussed in 
delivering the Five Year Forward View 

a. Maximise relationships and opportunities through proactive engagement with staff 
and our stakeholders 

b. Increase availability and utilisation of alternate care pathways through collaborative 
working, to minimise unnecessary admission to hospital and improve the patient 
experience and outcomes 

c. Increase the benefit and value of all of our volunteer workforce through better 
engagement and involvement 

It should be noted that the Independent Service Review provides the baseline operating model for 
implementation (1c). Further consideration to options to provide increased benefits and outcomes to 
patients and the wider NHS economy within priorities 1c and 5b will be managed throughout the 
lifespan of the transformation and as such, may exceed the 2017-19 strategy. 

2.4 Vision Statement 

#WeareEEAST: Trusted to Deliver Compassionate Care 

The vision statement and overall strategy for the transformation programme is to build and 
deliver an excellent and sustainable organisation – through establishing the right systems and 
infrastructure to support safe, high quality care delivery to our patients. This must take into 
account the climate we work in and ongoing pressures such as NHS budgets and public 
finances, increasing demand and the need to fill the existing capacity gap we have. 

Delivery of the transformation plan will result in a different feel to the organisation. Staff will be 
more easily able to deliver high quality care through effective and efficient fleet, make ready 
services and agile systems and processes. Patients will receive the right care at the right time, 
without extended waits for an ambulance to respond and attend to their needs. The 
organisation will be financially sustainable, with focus upon continuous improvement and 
ensuring that the way in which funds are utilised focus upon giving the best value for the public 
pound. 

Finally, delivery of the transformation plan will support a cultural shift within the organisation to 
focus upon coordinated improvement, seeing change as a positive and continuous process. 
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2.5 Outcomes and Benefits 

The following table provides an overview of key outcomes and benefits within each of the five 
strategic objectives. It should be noted that this list is not exhaustive and there are a wider range of 
benefits associated with the composite projects; this section gives a summary of principle benefits: 

Strategic 
Objective 

Benefit Linked project 

1. Put into 
place a new 
responsive 
operating model 
to deliver 
sustainable 
performance 
and improved 
outcomes for 
patients 

• Increased collaboration with provider partners, regulators 
and commissioners to support innovation in practice 

• Improved development opportunities through 
strengthened career pathways 

• Integration of non-emergency transport to improve 
delivery and links with emergency care provision 

• Better compliance with Care Quality Commission, Health 
and Social Care Act and other legislation through a fit for 
purpose leadership structure and accountability 
framework 

Operational 
Restructure 

• Better utilisation of resources to deliver against demand 
• Reduced variation in performance delivery and faster 

response times to deliver patient care 
• Reduced operational expenditure through more intelligent 

utilisation 

Forecasting and 
Planning 
(Signals from 
Noise) 

• Ability to deliver performance and timely care as clinical 
staff are in the right place, at the right time 

• Fit for purpose rotas that can be reviewed routinely in 
collaboration with staff 

• Better work-life balance for staff 
• Improved ability to forecast and plan, and adapt staffing 

hours based upon need 

Building Better 
Rotas 

• Increased care provision to patients at home 
• Reduced admission to hospital and reduction in pan-NHS 

pressure 
• Career progression opportunities for the clinical workforce 
• Reduced attrition and improved staff satisfaction  

Operational 
Model (Alternate 
schemes) 

• More efficient delivery of the service as per national pilots 
• More intuitive and appropriate form of response to patient 

groups 
• Increased ratio of ambulances to support swifter 

Ambulance 
Response 
Programme 
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Strategic 
Objective 

Benefit Linked project 

transportation to those patients who require admission (ARP) 

2. Maintain 
the focus on 
delivering 
excellent high 
quality care to 
patients 

• Improved ownership of change and improvements – 
greater involvement of staff and improved staff 
satisfaction 

• Reduction in avoidable harm to patients 
• Reduced variation in equipment leading to financial 

savings and reduced equipment errors 
• Improvements in safety culture of the organisation in 

regards to reporting of incidents, raising concerns and 
embedding a learning and quality improvement culture 

Quality Strategy 

• Full and effective compliance will all relevant legislation 
• Improved patient experience and reduction in harm 
• Improved ratings within the Care Quality Commission’s 

assessment framework 
• Improved reputation with stakeholders and regulators 

Integrated 
Improvement 
Plan 

3. Ensure 
we have a 
patient 
focussed and 
engaged 
workforce 

Increased clinical workforce by 330 staff to reach full 
capacity – significant benefits including: 

• Delivery of performance standards 
• Reduced late finishes and improved well-being for staff 
• Improved patient experienced  
• Reduced harm through extended response times 
• Greater training and development opportunities for staff – 

career progression 

Workforce plan 
(recruitment, 
retention and 
training) 

• Reduction in sickness absence 
• Improve staff satisfaction and reduced stress 
• Reduced attrition due to enhanced staff support 

Well-being 
strategy 

• Improved accountability and ownership 
• Improved delivery of tasks and associated improved 

compliance with legislation  
• Reduction in Employee Relations casework 
• Improve staff satisfaction via culture survey 

Leadership 
Strategy (Culture 
survey and 
action plan) 

4. Deliver 
innovative 
solutions to 

• Fit for purpose and future-proofed ambulance fleet 
• Financial efficiencies through lighter and more economic 

vehicles 

Fleet 
transformation 
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Strategic 
Objective 

Benefit Linked project 

ensure we are 
an efficient, 
effective and 
economic 
service 

• Reduced out of service times for ambulances 
• A new network of fleet maintenance facilities closely 

aligned with each Make Ready site and a 24/7 fleet 
support desk 

• Improved patient care through ensuring right equipment 
at all times 

• Improved stock control 
• Reduction of waste and financial savings 
• Reduced out of service times for ambulances and 

clinicians 
• Reduction in equipment failures due to improved 

maintenance and checks 
• Improved infection, prevention and control via greater 

cleanliness of vehicles 
• Greater control and monitoring of stock management 

through intelligent systems 

Make Ready 

• Improved well-being for EOC staff through better facilities 
and conditions 

• Financial efficiencies and a fit for purpose EOC model 
• Improved resilience across the EOC areas 

EOC 
rationalisation 

• More efficient and effective workforce through resolution 
of technological difficulties 

• Increased information sharing with providers via 
electronic processes 

• Reduction of paper processes and avoidance of waste 
• Improved staff satisfaction in ability to conduct role 

Agile Working 

• Development of a robust framework for continuous 
efficiency identification and gains 

• Greater stewardship of Trust funds and local budgets 
• Reduction of waste and variation from systems and 

processes, including product alignment 
• Long term financial stability  
• The ISR assumes 2% efficiencies per year for the next 

three years (2018-2021), with the overall CIP value to be 
determined by the Trust alongside planning guidance 

Cost 
Improvement 
Programmes 
(CIPs) 
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Strategic 
Objective 

Benefit Linked project 

5. Play our 
part in the 
urgent and 
emergency care 
system by being 
community 
focussed in 
delivering the 
Five Year 
Forward View 

• Increased care provision to patients at home 
• Reduced admission to hospital and reduction in pan-NHS 

pressure 
• Career progression opportunities for the clinical workforce 
• Reduced attrition and improved staff satisfaction 

Operational 
model 
(alternative 
schemes) 

• Increased uptake of volunteer positions 
• Improved relationships with local communities 
• Greater facilities for staff in regards to well being 
• Better integration of volunteers within the service 
• Greater availability and utilisation of volunteers 

Volunteer 
Advisory Forum 

 

2.6 Scope of Change and Exclusions 

In line with the overall Transformation Programme Definition and Plan, this section provides an 
overview of scope and exclusions. The programme’s composite projects seek to have further detail 
in regards to scope. As such, this section seeks to outline the separation of transformation from 
business as usual delivery. 

The scope of the Transformation Programme therefore covers the following areas of change 
necessary to achieve the vision and benefits, i.e.: 

• Restructure of the service delivery directorate’s leadership tier  
• Implementation of the ambulance response programme and longer term changes to the 

ambulance : rapid response vehicle ratios 
• Establishment of the cadre of alternative schemes and vehicles to supplement the ARP 

model to identify the long term operational model of the Trust 
• Procurement and implementation of Signals from Noise  
• Completion of the Quality and Safety Strategy and implementation of the Quality 

Improvement Strategy 
• Establishment of a Quality Improvement Faculty 
• Development and implementation of an Integrated Improvement Plan focussing upon 

externally driven reviews and the improvements required 
• Recruitment and training of the workforce required to deliver in line with the ISR 
• Establishment and embedding of the well-being strategy and associated actions 
• Embedding and delivery of the leadership strategy 
• Transformation and replacement of the existing ambulance fleet 
• Implementation of the estates strategy and establishment of the 18 hub and make ready 

model 
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• Determination of the future EOC model and implementation 
• Agile working elements of the Information Management and Technology Strategy  
• CIP determination, quality impact assessment and monitoring 
• Carter efficiency schemes and programmes 
• Procurement transformation (CIP) 

Outside of the scope of the Transformation Programme are:  

• Business as usual aspects of change including: 
• Strategic and tactical day to day planning and determination of resources required 
• Acquirement of interim resources to support delivery whilst transformation occurs – for 

example private ambulance utilisation whilst recruitment takes place 
• Local schemes or projects to embed learning or local change – these should be managed 

via the existing governance structure 
• Internally identified action plans or team objectives/work plans 
• Recruitment and training of non-ISR related staff – these should be managed via the 

business as usual monitoring mechanisms 
• Concerns raised with existing business as usual processes such as vehicle accident 

reduction, occupational health provider contracts etc 
• Investment and management of the existing estate that is outside of the remit of the estates 

strategy 
• Delivery of identified CIPs – delivery remains with the CIP owner within their business as 

usual remit 

The scope of the transformation programme will be routinely reviewed to ensure all pertinent 
aspects are considered and included, ensuring clarity of the roles and expectations between the 
Transformation Programme, it composite projects and the business as usual frameworks across the 
organisation. 

Free-standing or newly suggested projects will be considered for viability within the scope of the 
transformation (or will be terminated or modified as a result of the programme). 
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3 Programme Management and Approach 

 

3.1 Programme Management Organisation, Roles and Responsibilities 

In order to provide adequate oversight and control of the Transformation Programme, a 
transformation structure has been implemented as approved by the Trust’s Executive and Senior 
Leadership Boards: 

 

 

Programme oversight will be undertaken by the Transformation Oversight Board, who will report to 
both the Executive Leadership Board for assurance, as well as the Senior Leadership Board to 
ensure there is a continuous link between business as usual and transformation. The Oversight 
Board will consist of five suites of programmes, as follows: 
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Operational 
Change 
Programme 
Board 

Workforce and 
People Programme 
Board 

Quality 
Improvement 
Board 

Improving 
Value 
Programme 
Board 

Strategic Change 
Programme Board 

Delivers a robust 
operational 
framework that 
supports delivery 
of a sustainable 
and effective 
ambulance 
service 

Delivers the outputs 
identified through the 
Independent Service 
Review, to enable a 
timely response to 
patients under the 
Ambulance 
Response 
Programme 

To embed an 
improvement-
focused approach 
throughout all 
aspects of the 
Trust’s business 
delivery, putting 
the patient at the 
centre of all 
improvements 

To deliver the 
2% efficiencies 
required within 
the ISR and to 
establish a 
robust, rolling 
efficiency 
programme  

To deliver the core 
drivers the 
organisation required 
to enable completion 
of the transformation 
plans 

 

Key roles and responsibilities are as follows: 

Transformation Lead: Wayne Bartlett-Syree, Director of Strategy and Sustainability. Chairs the 
Transformation Oversight Board and acts as Senior Responsible Officer for the overall 
transformation programme 

Transformation Coordinator: Emma de Carteret, Head of Portfolio Office. Supports coordination 
of reporting, monitoring, and project resources. Responsible for coordination between 
transformation and other governance flows including Senior Leadership Board and the Executive 
Leadership Board. 

Chair of Operational Change Programme Board: Rob Ashford, Deputy Director of Service 
Delivery. Responsible for overseeing projects within the span of the programme board and acting as 
the service delivery interface between the programme boards. 

Executive Sponsor of the Operational Change Programme Board: Kevin Brown, Director of 
Service Delivery 

Chair of Workforce and People Programme Board: Ema Ojiako, Deputy Director of People and 
Culture. Responsible for overseeing projects within the span of the programme board and ensuring 
interdependencies pertaining to HR are considered within the Transformation Programme. 

Executive Sponsor of Workforce and People Programme Board: Lindsey Stafford-Scott, 
Director of People and Culture 

Chair of Quality Improvement Programme Board: Lewis Andrews, Head of Quality Improvement. 
Responsible for overseeing projects within the span of the programme board and ensuring 
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interdependencies pertaining to quality and patient safety are considered within the Transformation 
Programme. 

Executive Sponsor of the Quality Improvement Programme Board: Tracy Nicholls, Director of 
Clinical Quality and Improvement  

Chair of Improving Value Programme Board: Heather Madden, Head of Finance. Responsible for 
overseeing projects within the span of the programme board, including progress against the Carter 
principles and delivery of the financial efficiencies required. Ensures financial interdependencies are 
considered within the transformation and seeks to align efficiency schemes with business as usual. 

Executive Sponsor of the Improving Value Programme Board: Dr Tom Davis, Medical Director 

Chair of Strategic Change Programme Board: Nicky Ward, Head of Business Development. 
Responsible for overseeing projects within the span of the programme board and ensuring 
interdependencies pertaining to the ‘enablers’ of the wider transformation programme are 
considered. 

Executive Sponsor of the Strategic Change Programme Board: Wayne Bartlett-Syree, Director 
of Strategy and Sustainability. 

The Programme Board membership comprises of project leads and key personnel in regards to 
project and programme delivery, ensuring representation of the Trust’s directorates. 

Each project has a Project Lead and Senior Responsible Officer and dependent upon the scale of 
the project, may also have a specific project board to ensure delivery. 

3.2 Governance Arrangements 

The Transformation Oversight Board oversees the programmes and composite projects and reports 
into the Executive Leadership Board for oversight, assurance and decisions in line with the Scheme 
of Delegation. 

The Transformation Programme has established a number of strategies for the various elements of 
governance, with more under development. The following provides an overview of the strategies for: 

• Communication and Stakeholder Engagement 
• Quality Management 
• Risk Management 
• Issues Resolution 
• Monitoring and Control 

 
 

http://www.eastamb.nhs.uk/


Transformation Programme – Programme Definition and Plan 

 

 

 
www.eastamb.nhs.uk 

 
  

3.3 Communication and Stakeholder Engagement 
Communication, engagement and involvement are all essential components within any project or 
programme, as there is a real need to ensure partnership working to bring about the right change, in 
the best manner. The programme plan outlines the core approach to ensuring each project within 
the transformation programme has a suitable level of communication and stakeholder involvement. 

Done well, communication and engagement in the lead up, planning and implementation of a project 
help to ensure the final output is fit for purpose, meeting the needs of all core stakeholder groups. 
There are five core values and behaviours which we will seek to embed within the transformation 
processes: 

 

  

 

To support the embedding of these values and behaviours, the Trust will develop and implement the 
following, to support project leads: 

• Communications and engagement checklist for projects 
• Framework for good partnership working 
• Communication and engagement project health checks 
• Stakeholder mapping for the six business unit areas 

There will be several strands of activity in relation to the management of communications through 
the lifetime of the Transformation Programme, the principle one of which will be the creation of a 
Central Information Hub on EEAST24. 

The communications will be managed by the EEAST Communication Team under the direction of 
the Transformation Oversight Board. 

Central Information Hub (EEAST 24 pages) 

Planned information architecture:  

• Welcome – Transformation Oversight Board 

Values and Behaviours  

http://coalitionforcollaborativecare.org.uk/catherine-wilton/a-co-production-
model-five-values-and-seven-steps-to-make-this-happen-in-reality/  

http://www.eastamb.nhs.uk/
http://coalitionforcollaborativecare.org.uk/catherine-wilton/a-co-production-model-five-values-and-seven-steps-to-make-this-happen-in-reality/
http://coalitionforcollaborativecare.org.uk/catherine-wilton/a-co-production-model-five-values-and-seven-steps-to-make-this-happen-in-reality/


Transformation Programme – Programme Definition and Plan 

 

 

 
www.eastamb.nhs.uk 

 
  

• Overview of the Transformation Programme 
• Key dates, milestones and projects 
• How do I get involved? (subpage) 
• Latest news & FAQ (subpage) 

General employee announcement  

• Email linking back to EEAST hub (email, social posts, SMS) 
• Leadership message on the weekly Need To Know 
• Persistent flash to EEAST 24/social with call to action (“Have your say”) 

Management announcement (email) 

Leadership briefings will be conducted to ensure that managers have sufficient understanding of the 
process to properly support their teams throughout the process. 

Wider stakeholder communication (email)  

An email communication will be sent to the wider stakeholder community to ensure all stakeholders 
are made aware of the project through established communications channels. 

Commissioner and Regulator communication 

There will be quarterly reporting of progress against the Transformation Programme and key 
milestones within the formal SLA meetings already established between the Trust and its 
commissioners. This process will include progress and delivery against key metrics and 
performance indicators, which are under development. 

3.4 Quality Management 
 

There are a number of different approaches and tools for quality management that can be utilised 
within the composite projects of the Transformation Programme. Each project should consider 
quality requirements to determine the optimum approach to quality management, within the 
Transformation Programme’s framework. Below outlines aspects of Quality Management and 
project assurance that will be employed within the Transformation Programme: 

Approach to Programme Assurance 

Project and programme assurance will be provided in several forms, including: 

End Stage Checklists 
Provision of and monitoring against a checklist of milestones that must be achieved to achieve end 
stage approval and progression to the next stage of a project.  The checklist should incorporate 
details of products and services that must be in place to progress. 
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Project Governance 
A multi-layered governance framework is in place to provide assurance, oversight and direction to 
the Transformation Programme, and each layer will have a different focus to assure the progress 
and delivery of the programme, its composite projects and their products. 

Project leads and Programme Boards will supply work stream progress reports outlining delivery 
against milestones, activities completed or underway, as well as emerging risks, issues and 
escalation points. This reporting framework will support identification of issues for resolution in a 
timely manner and indicate areas for further analysis or review. 

The Transformational Oversight Board will conduct routine deep dives of aspects of projects under 
its governance to validate and reinforce the reporting framework, seeking assurance in regards to 
project management principles and delivery confidence within the project itself. 

Work Package Definition 
In large scale projects, work packages will be issued to product owners in which there will be a 
requirement to specify the assurance requirements for the individual products. 

Peer Review 
Peer review by respective project and programme team members and people involved in other 
transformation projects will be encouraged throughout, to achieve the best available outcome for 
this and other projects. 

3.5 Risk, Issue and Change Management 
 

Projects will hold project risk registers within their own documentation, via the project workbooks, Keyed 
In or SharePoint. 

Project risks will be captured in the Risk Log as soon as possible after the risk being identified and will be 
reviewed regularly. 

4Risk System 

In addition to Risks will be recorded on the Trust’s 4Risk if any of the following conditions apply: 
• The risk score exceeds 14; 
• The risk cannot be managed within the project and needs to be escalated to a higher level of 

governance  
• The risk affects any current business as usual functions; 
• The risk affects more than one project. 

Escalation, De-escalation and removal of Risks 

Risks are live and therefore it is important to recognise that risk scores, detail, causes, controls and 
actions are all subject to change.  Risk register design is such that risks can be easily escalated, de-
escalated, transferred to other areas, or closed (and then reopened) at any point in time.   As described 
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above, any risk that is to be escalated to another risk register should be recorded within the 4Risk 
system, which captures a full audit trail of changes to management responsibility described below. 

Escalation to another risk register 
Risks can be moved from a Programme Board register up to the Transformation Oversight Board 
register, if deemed to require strategic input.  This decision is taken by the Programme Board Chair.  
Similarly, a risk can be escalated from a project risk register to the Programme Board risk register, 
should the risk increase or it becomes more likely to impact upon delivery of the wider programme.  

Note that, although the management responsibility for the risk may be escalated, there may still be a 
requirement to undertake specific actions within this project to mitigate the risks to this and other 
projects. 

De-escalation to another risk register 
Risks can be moved from the Transformation Oversight Board register to the Programme Board or 
project risk register in cases where the risk has been controlled to an acceptable level, or when pan-
organisation actions have been completed and the risk can be managed in a more local forum.  This 
decision is taken by the Transformation Oversight Board. 

Closure of a risk 
In scenarios where the risk has been terminated, the risk can be closed.  Risks should only be closed 
when the Programme Board has sufficient assurance to be confident that the risk has been terminated.  
Where risks have not been escalated, the closure of risks should be assured and approved by the 
Project Sponsor. 

Ongoing monitoring of a risk 
There will be a number of risks that are unable to be mitigated further. These should remain open on the 
risk register and reviewed monthly to ensure no change, or no further actions are able to be 
taken/required 

Risk Management Level 

The following provides an overview of the appropriate level for risks to be managed: 

Project 
The Project Manager is responsible for the whole process of identifying, recording and managing risks 
that have the potential to impact upon delivery of the project, taking suitable action within the scope of 
their responsibility, to ensure that these risks are constantly monitored and updated. 

Programme Board 
If a project lead or the programme board identify a risk that has the potential to impact upon delivery of 
the programme, these should be recorded and managed via the programme board risk register. 
Similarly, risks identified within one project that cross boundaries with more than one other project within 
the programme should be managed by the Programme Board.  Any project risks scoring a residual 15 or 
higher must be reported to the Programme Board for consideration of escalation to the Programme Risk 
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Register. Programme Board risks must be monitored at every Programme Board meeting to ensure 
positive mitigation. 

Transformation Oversight Board 
If a risk is identified that has the potential to impact upon the wider transformation plan, these must be 
escalated or entered onto the Transformation Oversight Board’s register. Similarly, risks identified within 
one programme that cross boundaries with one or more other programme should be managed at TOB 
level.  Any programme risks scoring a residual 20 or higher must be reported to the Transformation 
Oversight Board for consideration of escalation to its risk register.  Transformation Oversight Board risks 
must be monitored at every programme board meeting to ensure positive mitigation. 

Risk Assessment 

Project Impact Descriptors 
Descriptor Broad description  

 
1 Insignificant No significant impact to the cost or timeline. 
2 Minor Impact to cost or time within tolerance (5%). 
3 Moderate Impact to cost or time at tolerance – exception response required. 
4 Major Impact to cost or time significantly exceeds tolerance. Exception response 

required 
5 Catastrophic Impact causes project failure. 
Table 1 - Programme Impact Descriptors 

Project Probability Descriptors 
Descriptor Broad description Time framed description Probability 

factor (ARP) 
1 Rare May happen in exceptional 

circumstances 
Not expected to occur for years <10% 

2 Unlikely The event could occur Expected to occur at least 
annually/within the next 12 
months 

10-30% 

3 Possible The event should occur at some 
time 

Expected to occur at least 
monthly/soon 

30-70% 

4 Likely The event will occur in most 
circumstances 

Expected to occur at least 
weekly/very soon 

70-90% 

5 Almost 
Certain 

The event is expected to occur in 
all circumstances 

Expected to occur at least 
daily/imminently 

>90% 

Table 2 - Risk Probability 

Note that the Probability Factors shown in the table above are different from those in 4Risk, which are 
designed to score risks affecting finance, service delivery, safety, and reputation.  While the probability 
should ideally be consistent across all risk categories, the Probability factor and Broad Description is a 
variance on the normal descriptors and this is to assist with the prioritisation of programme risks. 

If a risk is identified that is to be transferred or falls into the business as usual categories of Trust finance, 
service delivery, safety and reputation, the assessments must use the standard set of risk descriptors as 
those risks will be transferred to the relevant functional area for ongoing management. It is important to 
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note that in these circumstances, is essential that the ‘project risk’ box be un-checked, to clarify that the 
Trust’s standard grading process is being utilised compared to risks within business as usual. 

3.6 Issues Resolution 
Issue management is based upon the same principles for the Transformation Programme as with 
risk management. Projects will hold a project issues log within their own documentation, via the project 
workbooks, Keyed In or SharePoint. 

Project issues will be captured in the issues log as soon as possible after the issue is identified and will 
be reviewed regularly. 

Document Exception 

Exceptions from the expected outcomes of the programme or its composite project should be 
recorded as Issues.  Issues differ from risks in that they represent outcomes that exist and are 
outside the expected specification or tolerance, whereas risks relate to uncertainty of future 
outcomes. 

Exceptions should be recorded in as much detail as is necessary to enable a third party to 
understand it.  The exception does not need to be recorded on a separate form if there is an existing 
document with all the necessary details. 

Issue Types 
Issues will be classified in one of the following categories: 

• Change Request – where a change requirement has been identified, a change request should 
be created and logged.  This is the case even if an issue has been logged already in one of the 
other categories and this change is seeking to rectify that issue; the original issue relates to the 
exception that has been identified and the change request is the fix and therefore recorded as 
two separate but linked issues. These can be at any level within the Transformation Programme 
as they can relate to any aspect of the programme or its composite projects 

• Problem/concern – this is the category that is more likely to describe the exception from the 
expected plan but may result in one or more further issues being raised to manage resolution to 
the problem.  If the problem or concern relates solely to the discovery that something has been 
omitted from the plan and is required, then this category should not be used and the Off-
specification category used instead. Issues logs will be held at project, programme board and 
oversight board levels. 

• Off-specification – this category should be used if the exception relates to something that 
obviously should be captured within the programme or composite project but is not currently in 
the approved plan.  It will be a matter of judgement by the project manager to raise a separate 
Off-specification issue if a problem that is identified is in part caused by something omitted from 
the original plan but not in its entirety.  Any Off-specification elements of a bigger problem are 
likely to result in a Change Request issue being raised and recorded and therefore there is no 
need to add a third type of risk unless there is a clear benefit in doing so. 
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It may be the case that a problem has led to a requirement to make a change to the baseline and in 
such circumstances, the Problem would be raised as an issue and a second entry would be 
required for the Change Request, as it may be only one of several changes required to resolve the 
problem. 

Change Request Format 
All change requests will be recorded in the programme or project Issues Log as a Change Request 
with a supporting Change Request form capturing: 

• Unique Identifier 
• Name of person requesting the change 
• Date of request 
• Description of the change 
• Reason for the change 
• Impact of the change 
• Recommendations 
• Status of request 
• Name of person approving 
• Date of approval 

At project level, the project manager will review the change request and consider the action that 
should be taken. The project manager is responsible for deciding what action is to be taken and can 
approve or escalate the request as appropriate. 

At Programme level, the programme board will review the change request and escalate to the 
Transformation Oversight Board to consider the action taken, as there will be an impact analysis 
across the entire Transformation Programme required prior to approval or denial. 
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4 Transformation Programme Plan 

4.1 Description 

The Transformation Programme Plan outlined within this document is a summation of is composite 
programmes and projects and as such, has been through several iterations prior to the plan 
presented in this document. Due to a number of the projects initiating prior to establishment of the 
overarching transformation process, iterations have included standalone plans for individual 
projects; this plan seeks to provide the overview of the entire transformation. 

Individual projects have more detailed project plans and milestones that are monitored and tracked 
via the project and programme boards to ensure delivery and the programme plan within this 
document is subject to continuous review in light of the monitoring processes outlined above.  

4.2 Prerequisites 

The following is a summary of the prerequisites for the overarching transformation; it is not 
exhaustive in that it does not include all prerequisites for each of the composite projects; these are 
to be managed within the project management and documentation at that level. 

• The Transformation Oversight Board and its composite programme boards need to be in situ as 
described in section 3.1 of this document. 

• Suitable project resource is required to support control and management within the programme 
framework outlined within this document. 

• Membership of the programme boards must represent all parts of the organisation to allow 
consideration of all elements during planning, implementation and delivery of the transformation 

• Completion and publication of the Independent Service Review and commissioning of a new 
contract for the Trust is essential in order to deliver the transformation requirements 

4.3 External Dependencies  

The following is a summary of dependencies external to the programme, not necessarily external to 
the Trust that may impact upon success of the transformation programme.  

• UNISON engagement as staff side representatives throughout a number of the projects, to 
ensure staff are represented within the transformation process. 

• Availability and funding of venues to hold meetings and any engagement sessions that may be 
required. 

• Availability of funding and resource to support transformation is dependent upon the Trust’s 
financial control and budgetary compliance to enable temporary transformational resource 

• Approval and acquirement of capital funding to deliver on large scale estate and IM&T change 

http://www.eastamb.nhs.uk/


Transformation Programme – Programme Definition and Plan 

 

 

 
www.eastamb.nhs.uk 

 
  

4.4 Planning Assumptions  

• The Trust faces financial penalties if the level of activity does not meet the projected activity 
defined by the recommendations of the Commissioners, which would result in a reduction in the 
workforce plan.  The Transformation Programme makes the assumption that activity will not fall 
below the projection and income and workforce required will remain in line with the ISR. 

• Estates and Make Ready transformation is dependent upon successful capital funding bids; 
failure to acquire capital will significantly elongate the timescales within the milestones and 
transformation plan. The current transformation plan therefore makes the assumption that the 
sufficient capital required will be received 

• The Trust will deliver 2% efficiencies as outlined within the Independent Service review which 
will support delivery against national performance targets 

• Transformation is a critical need in line with the Independent Service Review and the 2018/19 
contract and will be prioritised by the organisation 

4.5 Programme Timeline and Project Dossier 

The strategic objectives and 18 associated priorities were developed at the commencement of the 
2017/18 financial year through focussed Board strategy sessions, with a provisional implementation 
timeframe of two years (2017-19).  

Whilst a number of projects were able to be commenced within 2017 as outlined in the document above, 
the transformation programme as a whole was delayed due to a number of factors, most notably the 
Independent Service Review to ascertain appropriate levels of funding and resource required to enable 
achievement of the Trust’s vision and mission statement. 

2017/18 therefore focussed upon establishment of the portfolio office and associated governance and 
oversight processes within which the Trust could progress the transformation, whilst a further number of 
the projects commenced. 

The overarching programme was formulated in quarter four 2017/18 with the implementation of the 
Transformation Oversight Board with its associated programme boards, in readiness for the publication 
of the Independent Service Review.  

As such, the programme timeline is currently under review. A significant number of programmes will be 
completed between quarter four 2018/19 and the end of 2019/20; there are several large scale projects 
with a longer timescale due to the project type and output; most notably the estates and make ready 
transformation, in addition to completion of the training programmes for the increase in clinical staff 
(training programmes have a three year duration from recruitment and as such, have a longer completion 
rate). 

The following provides a listing of all projects (current and completed) within the remit of the 
Transformation Programme, which programme board they are affiliated to, the SRO and project 
lead, along with anticipated or actual completion dates for the projects; section 4.6 below outlines key 
milestones within each project’s duration. Where projects are completed or transferred to business as 
usual, these are shaded in grey for ease. 
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Programme 
Board 

Strategic 
Objective 

Project Senior 
Responsible 
Officer  

Project Lead Commencement 
Date 

Expected 
Completion 
Date 

Status/Potential slippage 

Operational 
Change 
Programme 
Board 

SO1. Putting into 
place a new 
responsive 
operating model to 
deliver sustainable 
performance and 
improved 
outcomes for 
patients 

Operational 
Restructure 

Kevin Brown, 
Director of 
Service Delivery 

Bethan 
Billington, HR 
Manager 

December 2017 October 
2018 

Underway and in consultation 
phase. Good progression 
through Deputy Director and 
Sector Head level, with 
assessment day for SH’s in July. 
SLM phase commenced in July. 

Operational 
Model 
(alternative 
schemes) 

Kevin Brown, 
Director of 
Service Delivery 

To be 
confirmed 

April 2019 March 2020 Not yet started due to initial 
priority focus on delivering 
against the model outlined within 
ISR, for initiation in 2019 

EOC 
rationalisation 

Kevin Brown, 
Director of 
Service Delivery 

To be 
confirmed 

May 2019 2023 Not yet started due to initial 
priority focus on delivering 
against the model outlined within 
ISR. Slippage potential should 
ISR related projects delay, plus 
availability of any estate/capital 
required. Long term project in 
light of likely consultation and 
estates aspects, and dependent 
upon capital funds 
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Programme 
Board 

Strategic 
Objective 

Project Senior 
Responsible 
Officer  

Project Lead Commencement 
Date 

Expected 
Completion 
Date 

Status/Potential slippage 

Ambulance 
Response 
Programme 

Kevin Brown, 
Director of 
Service Delivery 

Rob Ashford, 
Deputy 
Director of 
Service 
Delivery 

March 2017 February 
2018 

Ambulance Response 
Programme implemented in Q3 
2017/18. Aspects ongoing such 
as conversion of RRVs to DSAs 
being managed via building 
better rotas project and therefore 
transferred via Transformation 
Oversight Board 

Forecasting 
and Planning 
(Signals from 
Noise) 

Kevin Brown, 
Director of 
Service Delivery 

Darren Meads, 
Head of 
Performance 

August 2017 April 2018 Informatics and systems 
purchased and implemented 
within day to day approach 
through dashboards. Overseen 
by SSDG, OPID and SF&PG for 
additional SfN developments 
through business as usual 

Workforce 
and People 
Programme 
Board 

SO3. Ensure we 
have a patient 
focussed and 
engaged workforce 

Recruitment 
Review Project 

Lindsey 
Stafford-Scott, 
Director of 
People and 
Culture 

Jane 
Corsham, 
Interim HR 
Strategic 
Projects 

  Recruitment process review 
complete, strengthening 
processes to support recruitment 
delivery. Slippage possible due 
to capacity and focus on ISR 

http://www.eastamb.nhs.uk/


Transformation Programme – Programme Definition and Plan 

 

 

 
www.eastamb.nhs.uk 

 
  

Programme 
Board 

Strategic 
Objective 

Project Senior 
Responsible 
Officer  

Project Lead Commencement 
Date 

Expected 
Completion 
Date 

Status/Potential slippage 

 Manager recruitment 

ISR 
recruitment 
Project 

Lindsey 
Stafford-Scott, 
Director of 
People and 
Culture 

Ema Ojiako, 
Deputy 
Director of 
People and 
Culture 

March 2018 2020 Underway with recruitment 
trajectory in situ. Slippage 
possible if recruitment falls below 
trajectory 

ISR training 
project 

Lindsey 
Stafford-Scott, 
Director of 
People and 
Culture 

Sarah Massie, 
Deputy 
Director of 
Organisational 
Development 

April 2018 End of 
2021/22 

Underway with plan in place. 
Slippage potential dependent on 
recruitment project delivery 

Leadership 
Strategy 

Lindsey 
Stafford-Scott, 
Director of 
People and 
Culture 

Sarah Massie, 
Deputy 
Director of 
Organisational 
Development 

May 2017 
(strategy 
launched) 

March 2019 Strategy implemented with action 
plan being progressed and 
delivered. Potential for slippage 
due to focus on ISR deliverables 
and union engagement risk 

Well-being 
strategy 

Lindsey 
Stafford-Scott, 
Director of 
People and 

Debra 
Winterson, 
Health and 
Well-being 

February 2016 May 2017 Well-being strategy, hub, policies 
and support embedded within 
business as usual. Delivery 
against the strategy to be 
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Programme 
Board 

Strategic 
Objective 

Project Senior 
Responsible 
Officer  

Project Lead Commencement 
Date 

Expected 
Completion 
Date 

Status/Potential slippage 

Culture Lead monitored via Senior Leadership 
Board and People and Culture 
Committee 

SO1. Putting into 
place a new 
responsive 
operating model to 
deliver sustainable 
performance and 
improved 
outcomes for 
patients 

Building Better 
Rotas 

Lindsey 
Stafford-Scott, 
Director of 
People and 
Culture 

Rob Ashford, 
Deputy 
Director of 
Service 
Delivery 

October 2018 April 2019 Underway with working parties 
commencing July 2018. Rotas 
determined in November with 
implementation commencing 
from quarter 4, based upon rota 
fill rate at that time 

Quality 
Improvement 
Programme 
Board 

SO2. Maintain 
the focus on 
delivering excellent 
high quality care to 
patients 

Quality 
Strategy 

Tracy Nicholls, 
Director of 
Clinical Quality 
and 
Improvement 

Lewis 
Andrews, 
Head of 
Quality 
Improvement 

March 2018 To be 
implemented 
in October 
2018 with 
action plan 
to follow 

Underway with strategy currently 
under consultation. Slippage 
potential if strategy not approved 

Integrated 
Improvement 

Wayne Bartlett-
Syree, Director 

Emma de 
Carteret, Head 

July 2018 October 
2018 then 

Dependent on external provision 
of information, risk summit 
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Programme 
Board 

Strategic 
Objective 

Project Senior 
Responsible 
Officer  

Project Lead Commencement 
Date 

Expected 
Completion 
Date 

Status/Potential slippage 

Plan of Strategy and 
Sustainability 

of Portfolio 
Office 

transfer to 
BAU 

progress could impact capacity 

Improving 
Value 
Programme 
Board 

SO4. Deliver 
innovative 
solutions to ensure 
we are an efficient, 
effective and 
economic service 

Cost 
Improvement 
Programmes* 

*Whilst the 
programme is 
central, each 
CIP scheme 
has its own 
SRO and lead 

Dr Tom Davis, 
Medical Director 

Heather 
Madden, Head 
of Finance 

March 2018 For 
completion 
March 2019, 
although 
project 
seeks to 
build an 
ongoing 
pipeline 
process 

Underway with quality risk 
assessments being undertaken 
and schemes being finalised. 
Potential slippage will be based 
upon non-delivery of financial 
targets 

Carter Review 
and projects 

Wayne Bartlett-
Syree, Director 
of Strategy and 
Sustainability 

Heather 
Madden, Head 
of Finance 

March 2018 To be 
confirmed 

A number of existing 
procurement processes have 
undergone change to support the 
principles within the carter 
review. Currently there is a 
review being undertaken to plan 
future projects within this 
workstream. 
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Programme 
Board 

Strategic 
Objective 

Project Senior 
Responsible 
Officer  

Project Lead Commencement 
Date 

Expected 
Completion 
Date 

Status/Potential slippage 

Ambulance 
Improvement 
Programme 

Robert Morton, 
Chief Executive 

Heather 
Madden, Head 
of Finance 

February 2018 To be 
confirmed 

EEAST in attendance at all 
relevant national meetings, in 
planning phase so currently not 
yet formally initiated within the 
Trust 

Strategic 
Change 
Programme 
Board 

SO4. Deliver 
innovative 
solutions to ensure 
we are an efficient, 
effective and 
economic service 

Fleet 
Transformation 

Wayne Bartlett-
Syree, Director 
of Strategy and 
Sustainability 

Paul Henry, 
Deputy 
Director of 
Operations 
Support 

April 2017 April 2019 Underway with concept vehicles 
currently being evaluated. 
Following this next phase moves 
to in house workshops and fleet 
logistics 

Make Ready Wayne Bartlett-
Syree, Director 
of Strategy and 
Sustainability 

Richard Kirk, 
Make Ready 
Services 

August 2018 December 
2024 

Underway with capital bids in situ 
for roll out. Timespan dependent 
on capital bid success.  

Estate 
Transformation 

Wayne Bartlett-
Syree, Director 
of Strategy and 
Sustainability 

Andy Sanders, 
Head of Estate 
Transformation 

April 2017 December 
2024 

Underway with capital bids in situ 
for roll out. Timespan dependent 
on capital bid success.  

Agile Working* Wayne Bartlett-
Syree, Director 

Clare 
Chambers, 

May 2017 March 2019 Underway via a suite of IM&T 
projects with varied completion 
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Programme 
Board 

Strategic 
Objective 

Project Senior 
Responsible 
Officer  

Project Lead Commencement 
Date 

Expected 
Completion 
Date 

Status/Potential slippage 

*Comprises a 
suite of IM&T 
projects as per 
the IM&T 
strategy 

of Strategy and 
Sustainability 

Head of 
Information 
Management 
and 
Technology 

timescales between now and 
2018/19.  

SO5. Play our 
part in the urgent 
and emergency 
care system by 
being community 
focussed in 
delivering the Five 
Year Forward View 

Volunteer 
engagement 

Kevin Brown, 
Director of 
Service Delivery 

Gary Morgan, 
Deputy 
Director of 
Service 
Delivery 

May 2017 September 
2017 

Management and oversight of 
volunteers has been established 
and Volunteers Advisory Forum 
implemented, replacing previous 
volunteer forums and processes. 
Now transferred and managed 
within business as usual. 
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4.6 Key Milestones 

The key milestones for the overall transformation programme are broken down into projects and 
programmes. Over time this will include the linking of deliverables and interdependencies to better 
outline the ‘flow’ of project progress and outputs.  

The milestone tracker (current V1.0 10 July 2018) is embedded below: 

4.7 Summary of Key Risks and Issues 

The risks summarised within this section outline the major threats to the programme at the time of 
document amendment; as such these are subject to continuous review and change. Further detail 
can be sourced via the transformation risk registers on 4Risk or via the documentation for the 
composite projects. 

All risks outlined within this section of the document are monitored and managed via the relevant 
programme board and have controls and mitigating actions in situ to reduce the risk, and are 
therefore subject to change throughout the duration of the transformation programme. 

Board/Level Risk/Issue Inherent Score Residual Score 

Transformation 
Oversight Board 

Insufficient Project Resource Capacity 16 12 

Management capacity and engagement 
with transformation 

20 12 

Interdependency management between 
projects and programmes 

20 12 

Finance to deliver transformation 20 12 

Level of stakeholder engagement 
required 

16 9 

Workforce and 
People 
Programme 
Board 

Ability to recruit the numbers of staff 
required 

25 20 

Funding for education 15 15 

Ability to train volume of staff 16 9 

Rota design capability 15 6 

Improving Value 
Programme 

Efficiency plan identification, in particular 
cash releasing plans 

20 12 
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Board/Level Risk/Issue Inherent Score Residual Score 

Board Failure to deliver CIP plan 25 12 

CIP engagement 16 12 

Quality 
Improvement 
Programme 
Board 

QSIR programme finishing prior to 
project timeline 

6 6 

Inability to release staff to attend QSIR 
programmes - abstraction 

16 12 

Variances in approach and 
inconsistencies in practice 

9 6 

Product alignment group not recognised 
within scheme of delegation 

9 4 

Operational 
Change 
Programme 
Board 

Disengaged workforce during and as a 
result of the restructure process 

20 12 

Delays to restructure process 16 9 

Ability to engage with volume of staff 
over the Trust’s geography 

12 8 

Strategic Change 
Programme 
Board 

Equipment cost and availability 16 16 

Increase in fleet to meet operational 
need 

16 12 

Sufficient estate to accommodate 
increased fleet 

12 12 

Project timescale slippage due to non-
award of required capital 

16 12 

Coordination of new estate and fleet with 
resources through workforce programme 
board 

16 12 

 

4.8 Users and Interested Parties 

The following provides a summary of the main stakeholders with an interest within each of the 
programme boards. As outlined within the programme plan, individual programme boards and projects 
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will hold detail of key stakeholders and determine the suitable approaches for communication, 
consultation and engagement with each, throughout the life cycle of the project. 

Programme Board Group Interest/Role 
Improving Value Budget Holders Responsible for delivering the business 

within pre-allocated budget and making 
sound business decisions that support 
efficiencies and CIP schemes 

NHS Improvement Reporting to NHSI on budget management 
and delivery of the cost control model - 
assurance 

Commissioners Assurance role in terms of meeting financial 
requirements 

Procurement Ensure procurement in line with Scheme of 
Delegation and financial legislation  

Finance team Oversees and supports managers to meet 
budget requirements, ensures financial 
control 

Quality Improvement Staff Delivery against the Quality Strategy to 
ensure safe care for patients 

Patients Receivers of care, interest within the way 
the Trust delivers Quality Improvement 

Commissioner 
quality leads 

Assurance role in safe care delivery and 
ensuring effective utilisation of resources 

Universities Interest and potential support 
Other trusts with QI 
faculties 

Sharing best practice and facilitation role  

NHSI Quality Improvement agenda oversight, 
assurance and support role 

Operational Change Managers Personal interest and impact with 
restructure, and supporting role to staff. Will 
be required to deliver within new structures 

Staff Personal interest and impact with 
restructure, and supporting role to staff. Will 
be required to deliver within new structures 

STP leads Core stakeholders for business delivery, 
contacts and decision makers within the 
business as usual collaborative environment 

Commissioners Core stakeholders for business delivery, 
contacts and decision makers within the 
business as usual collaborative environment 

Strategic Change Staff Enabler schemes to support improved 
delivery – staff are the end users. This 
comprises of full range of staff groups 
including patient facing, IT, make ready, 
engineers etc 

Managers Benefits realisation managers, to 
communicate and support staff to utilise 
new products, supporting the transfer to 
business as usual 
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NHSI Oversight and assurance role, as well as 
key enabler in terms of capital funds 

NHSE Oversight and assurance role, as well as 
key enabler in terms of capital funds 

Fleet provider Key stakeholder, through tender and 
procurement processes 

Workforce and People Staff Encompasses all roles and students, new 
recruits and existing staff. Core stakeholder 

Patients Receiver of care 
Occupational Health 
and EAP providers 

Delivery of supporting infrastructure through 
contracts, awareness and ensure delivery is 
possible 

Working Time 
Solutions 

Specialist project and software support for 
building better rotas, leading project 

Union Key stakeholder to ensure the staff voice is 
heard and included within project planning 
and implementation 
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ID Task 
Mode

Task Name Duration Start Finish Predecessors Resource Names

0 Programme Board Milestones 783 days? Mon 02/04/18 Wed 31/03/21

1 Improving Value 586 days? Mon 02/04/18 Mon 29/06/20

2 CIP's 586 days Mon 02/04/18 Mon 29/06/20

3 Programme Board  established 21 days Mon 02/04/18 Mon 30/04/18

4 CIP schemes developed 21 days Mon 02/04/18 Mon 30/04/18

5 Programme Board Meeting and Finalisation of CIP plan 21 days Mon 04/06/18 Sat 30/06/18

6 Quality Risk Assessment completion 0 days

7 Monitoring of schemes and building of future efficiency pipeline499 days Wed 01/08/18 Mon 29/06/20

8 Carter Work 1 day? Mon 02/04/18 Mon 02/04/18

10 Model Ambulance 1 day? Mon 02/04/18 Mon 02/04/18

12 Quality Improvement 783 days? Mon 02/04/18 Wed 31/03/21

13 Quality Strategy 153 days? Mon 02/04/18 Wed 31/10/18

14 Strategy consultation commences Mon 02/04/18

15 Strategy consulation closes Sat 30/06/18

16 Strategy approval at Clinical Quality and Safety Group 20 days Mon 06/08/18 Fri 31/08/18

17 Senior Leadership Board and Executive Leadership Board 20 days Mon 06/08/18 Fri 31/08/18

18 Quality Governence Committee and Trust Board approval 21 days Mon 03/09/18 Sun 30/09/18

19 Launch of Strategy at Trust's Clinical Briefing Day 23 days Mon 01/10/18 Wed 31/10/18

20 QI Faculty 783 days Mon 02/04/18 Wed 31/03/21

21 Completion of five accredited teaching faculty associates 260 days Mon 02/04/18 Fri 29/03/19

22 Completion of five accredited teaching faculty associates (10 total)262 days Mon 01/04/19 Tue 31/03/20

23 Completion of five accredited teaching faculty associates (15 total)261 days Wed 01/04/20 Wed 31/03/21

24 Product alignment group 216 days Fri 01/06/18 Fri 29/03/19

02/04

Jan Apr Jul Oct Jan Apr Jul Oct Jan Apr Jul Oct Jan Apr Jul
1st Quarter3rd Quarter1st Quarter3rd Quarter1st Quarter3rd Quarter1st Quarter3rd Quarter

Task

Split

Milestone

Summary

Project Summary

External Tasks

External Milestone

Inactive Task

Inactive Milestone

Inactive Summary

Manual Task

Duration-only

Manual Summary Rollup

Manual Summary

Start-only

Finish-only

Deadline

Progress

Page 1

Project: Programme Board Milest
Date: Sun 15/07/18



ID Task 
Mode

Task Name Duration Start Finish Predecessors Resource Names

25 Establish ToR for the group 20 days Mon 03/09/18 Fri 28/09/18

26 Establish agenda, rolling meeting plan and implement 
BAU processes

23 days Mon 01/10/18 Wed 31/10/18

27 Integrated Improvement Plan 216 days Fri 01/06/18 Fri 29/03/19

28 Commencement of planning 22 days Fri 01/06/18 Sat 30/06/18

29 Receipt of external findiings 22 days Mon 02/07/18 Tue 31/07/18

30 Establish layout, format and requirements within the IIP23 days Wed 01/08/18 Fri 31/08/18

31 Build IIP 20 days Mon 03/09/18 Fri 28/09/18

32 Test IIP through SLB and ELB 23 days Mon 01/10/18 Wed 31/10/18

33 Roll out via SLB and conduct monthly reviews 86 days Thu 01/11/18 Thu 28/02/19

34 Health Check Point via TOB and BAU roll out 21 days Fri 01/03/19 Fri 29/03/19

35 Workforce and People 587 days Mon 02/04/18 Tue 30/06/20

36 Recruitment 587 days Mon 02/04/18 Tue 30/06/20

37 Recruit 124.5 FTE-81.5 Paramedic,43 EMT 66 days Mon 02/04/18 Sat 30/06/18

38 Recruit 124.5 FTE-81.5 Paramedic,43 EMT 65 days Mon 02/07/18 Fri 28/09/18

39 Recruit 124.5 FTE-81.5 Paramedic,43 EMT 66 days Mon 01/10/18 Mon 31/12/18

40 Recruit 124.5 FTE-81.5 Paramedic,43 EMT 64 days Tue 01/01/19 Fri 29/03/19

41 Recruit 124.5 FTE-81.5 Paramedic,43 EMT 65 days Mon 01/04/19 Fri 28/06/19

42 Recruit 124.5 FTE-81.5 Paramedic,43 EMT 66 days Mon 01/07/19 Mon 30/09/19

43 Recruit 124.5 FTE-81.5 Paramedic,43 EMT 66 days Tue 01/10/19 Tue 31/12/19

44 Recruit 124.5 FTE-81.5 Paramedic,43 EMT 65 days Wed 01/01/20 Tue 31/03/20

45 Recruit 124.5 FTE-81.5 Paramedic,43 EMT 65 days Wed 01/04/20 Tue 30/06/20

46 Training 23 days Mon 01/10/18 Wed 31/10/18

47 Commence AAP apprenticeship 23 days Mon 01/10/18 Wed 31/10/18

Jan Apr Jul Oct Jan Apr Jul Oct Jan Apr Jul Oct Jan Apr Jul
1st Quarter3rd Quarter1st Quarter3rd Quarter1st Quarter3rd Quarter1st Quarter3rd Quarter

Task

Split

Milestone

Summary

Project Summary

External Tasks

External Milestone

Inactive Task

Inactive Milestone

Inactive Summary

Manual Task

Duration-only

Manual Summary Rollup

Manual Summary

Start-only

Finish-only

Deadline

Progress

Page 2
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ID Task 
Mode

Task Name Duration Start Finish Predecessors Resource Names

48 Building Better Rotas 195 days Mon 02/07/18 Fri 29/03/19

49 Core Principles agreed

50 Working Party 1 (all areas) 5 days Mon 02/07/18 Fri 06/07/18

51 Working Party 2 (all areas) 5 days Mon 30/07/18 Fri 03/08/18

52 Working Party 3 (all areas) 5 days Mon 10/09/18 Fri 14/09/18

53 Working Party 4 (all areas) 5 days Mon 01/10/18 Fri 05/10/18

54 Rotas Finalised 22 days Thu 01/11/18 Fri 30/11/18

55 Rota implementation 41 days Fri 01/02/19 Fri 29/03/19

56 Strategic Change 587 days Mon 02/04/18 Tue 30/06/20

57 Agile Working 281 days Fri 01/06/18 Fri 28/06/19

58 Cloud Network Readiness (for procurement) 22 days Fri 01/06/18 Sat 30/06/18

59 Completion of email and iphone migration 22 days Mon 02/07/18 Tue 31/07/18

60 Cloud Network contract award and sign off 20 days Mon 03/09/18 Fri 28/09/18

61 Future planned - desktop upgrade,personal issue devices 
and Sharepoint

195 days Mon 01/10/18 Fri 28/06/19

62 GRS Programme ? 1 day Mon 02/04/18 Mon 02/04/18

64 ePCR strategic solution 1 day Mon 02/04/18 Mon 02/04/18

66 Vehicle Technical Enablement 44 days Tue 01/05/18 Sat 30/06/18

67 10 WAS new build 23 days Tue 01/05/18 Thu 31/05/18

68 24 WMAS lease vehicles 22 days Fri 01/06/18 Sat 30/06/18

69 Business Intelligence Redesign 1 day Mon 02/04/18 Mon 02/04/18

71 Make Ready 239 days Tue 01/05/18 Fri 29/03/19

72 Submit 1st business case for capital funding 23 days Tue 01/05/18 Thu 31/05/18

73 Submit 2nd case for external capital funding 22 days Mon 02/07/18 Tue 31/07/18

Jan Apr Jul Oct Jan Apr Jul Oct Jan Apr Jul Oct Jan Apr Jul
1st Quarter3rd Quarter1st Quarter3rd Quarter1st Quarter3rd Quarter1st Quarter3rd Quarter

Task

Split

Milestone

Summary

Project Summary

External Tasks

External Milestone

Inactive Task

Inactive Milestone

Inactive Summary

Manual Task

Duration-only

Manual Summary Rollup

Manual Summary

Start-only

Finish-only

Deadline

Progress

Page 3

Project: Programme Board Milest
Date: Sun 15/07/18



ID Task 
Mode

Task Name Duration Start Finish Predecessors Resource Names

74 Establish Implementation plan proposal taking into account 
ISR outcomes

23 days Wed 01/08/18 Fri 31/08/18

75 Implement first wave of make ready hubs and pilot to test 
delivery model

150 days Mon 03/09/18 Fri 29/03/19

76 Second and third wave of make ready subject to capital 1 day Fri 30/11/18 Fri 30/11/18

77 Fleet transformation 261 days Fri 01/06/18 Fri 31/05/19

78 Complete evaluation of 4 concept vehicles 22 days Fri 01/06/18 Sat 30/06/18

79 Complete procurement process for next generation 
ambulances and place order

23 days Mon 01/10/18 Wed 31/10/18

80 Accept delivery of first batch of new fleet 22 days Mon 01/04/19 Tue 30/04/19

81 BAU commences on replacing ambulances in accordance 
with life cycle

23 days Wed 01/05/19 Fri 31/05/19

82 Fleet Logistics and Servicing 414 days Tue 01/05/18 Fri 29/11/19

83 Review fleet transformation plan assumptions following ISR 23 days Tue 01/05/18 Thu 31/05/18

84 Develop amended transformation plan proposal 22 days Mon 02/07/18 Tue 31/07/18

85 Management of emergency operational fleet to transfer to 
Operations Support

21 days Fri 01/03/19 Fri 29/03/19

86 First Internal workshops built and staffed in line with make ready22 days Mon 01/04/19 Tue 30/04/19

87 Second and third wave of internal workshops subject to 
capital in line with make ready

153 days Wed 01/05/19 Fri 29/11/19

88 Estates transformation 87 days Mon 02/04/18 Tue 31/07/18

89 Funding option paper for new sites for ELB 21 days Mon 02/04/18 Mon 30/04/18

90 ISR impact assessment, define requirements and model 
collaberatively with make ready and fleet logistics

23 days Tue 01/05/18 Thu 31/05/18

91 Recruit Project Support 21 days Fri 01/06/18 Fri 29/06/18

92 Appoint valuation, dilapidation and disposal surveyor 22 days Mon 02/07/18 Tue 31/07/18

93 Estates transformation - Ipswich 304 days Fri 01/06/18 Wed 31/07/19

94 Develop full design brief 21 days Fri 01/06/18 Fri 29/06/18

95 Ipswich new build - tender 23 days Wed 01/08/18 Fri 31/08/18

96 Appoint developer/contractor 20 days Mon 03/09/18 Fri 28/09/18

Jan Apr Jul Oct Jan Apr Jul Oct Jan Apr Jul Oct Jan Apr Jul
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97 Construction phase 195 days Mon 01/10/18 Fri 28/06/19

98 Complete and mobilise operational staff 23 days Mon 01/07/19 Wed 31/07/19

99 Estates transformation - Bury St Edmunds 436 days Tue 01/05/18 Tue 31/12/19

100 Site search and outline design 23 days Tue 01/05/18 Thu 31/05/18

101 Form internal project team and conduct options appraisal 21 days Fri 01/06/18 Fri 29/06/18

102 Legal due diligence 22 days Mon 02/07/18 Tue 31/07/18

103 Full design brief and planning application 20 days Mon 03/09/18 Fri 28/09/18

104 Undertake tender action 43 days Thu 01/11/18 Mon 31/12/18

105 Appoint developer/contractor 23 days Tue 01/01/19 Thu 31/01/19

106 Site acquisition 20 days Fri 01/02/19 Thu 28/02/19

107 Construction phase 175 days Fri 01/03/19 Thu 31/10/19

108 Complete and mobilise operational staff 22 days Mon 02/12/19 Tue 31/12/19

109 Estates transformation - Colchester 566 days Tue 01/05/18 Tue 30/06/20

110 Site search and outline design, appoint external design advisors23 days Tue 01/05/18 Thu 31/05/18

111 Form internal project team and conduct options appraisal 23 days Wed 01/08/18 Fri 31/08/18

112 Legal due diligence 20 days Mon 03/09/18 Fri 28/09/18

113 Full design brief and planning application 22 days Thu 01/11/18 Fri 30/11/18

114 Site acquisition 22 days Mon 01/04/19 Tue 30/04/19

115 Tender action 43 days Mon 03/06/19 Wed 31/07/19

116 Appoint developer/contractor 22 days Thu 01/08/19 Fri 30/08/19

117 Construction phase 195 days Mon 02/09/19 Fri 29/05/20

118 Complete and mobilise operational staff 22 days Mon 01/06/20 Tue 30/06/20

119 Estate transformation - existing sites 195 days Mon 02/07/18 Fri 29/03/19
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120 Hub and spoke capacity assessment 22 days Mon 02/07/18 Tue 31/07/18

121 Identify alternative workshop premises 20 days Mon 03/09/18 Fri 28/09/18

122 Develop remedial plan to adapt premises where required 23 days Mon 01/10/18 Wed 31/10/18

123 Tender process 22 days Thu 01/11/18 Fri 30/11/18

124 Contract award 21 days Mon 03/12/18 Mon 31/12/18

125 Construction work 64 days Tue 01/01/19 Fri 29/03/19

126 Estate transformation - EOC 305 days Mon 02/07/18 Fri 30/08/19

127 Commission valuation reports 22 days Mon 02/07/18 Tue 31/07/18

128 Receive reports, validate occupancy and backlog 
information for 3 sites

22 days Thu 01/08/19 Fri 30/08/19
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Executive Summary: 
This paper provides a summary of the learnings of the winter of 2017/18 for the Trust. 
This report provides a summary of the planning, preparation, delivery and learning from the winter and 
festive period in particular.  
It concludes with recommendations that are taken into an action plan both internally and into external 
forums in conjunction with any other learning that may arise from reviews of the Trust.  
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Introduction 
 
EEAST experienced an exceptionally challenging winter period, most especially over what 
is termed ‘the festive period’ (just before Christmas to just after New Year). It is this area 
that has had considerable regulatory, media and stakeholder scrutiny around patient safety 
and has impacted on the reputation of the Trust.  
 
The pressures and experiences seen were also seen across the Country. The East of 
England region has the 6 worst acute Trusts for handover delays of the 15 nationally which 
in itself puts a spotlight on the region and a pressure on EEAST. 
 
Scrutiny has come from multiple angles including MP’s, NHSE, NHSI, CQC and the Trust 
has separately commissioned a report through Deloitte.  There have been some high profile 
media cases around safety of patients, emanating from an internal whistle-blower.  The 
patient safety investigations have addressed this and already been reported to Trust Board. 
 
Scrutiny has been considerable and has broadly concluded that the demand and capacity 
balance was impacted by handover delays are this was central to the experiences of 
patients. 
 
System Context 
 
EEAST developed a 2017/18 winter plan and a Festive Period Plan. This is in line with 
previous years. The plan was improved from the previous year and is a general year on 
year reflection of learning into practice. The plan also took into account the detail of 
requirements for winter planning, as stated in a letter from Pauline Phillip (National Urgent 
and Emergency Care Director) to all acute trusts, ambulance services and the wider 
healthcare system, which was received in July 2017.  
 
2017 saw the change of operating model from the traditional ‘Red 1 / Red 2 8 minute 
response’ focus to the new NHS Ambulance Response Programme. EEAST went live with 
ARP in line with NHSE direction on 18th October 2017. ARP is a new operating model and 
does not come with any shared learning and experience from the pilot sites of the impacts 
of winter pressure and handover delays.  
 
Winter 2016/17 was also challenging and saw hospital handover delays impact on 
operational capacity. EEAST engaged with NHSI and Acute providers across 2017 to share 
learning and to message the considerable risk to patient safety in the community.   
 
Responsively, NHSI published ‘Mathews Story’ that was seen in many organisations, 
including EEAST Board.  On the back of this history and risk, EEAST developed a Patient 
Safety Intervention Team (PSIT) to support the safety of patients by relieving capacity at 
hospitals where there was a failure of the acute provider to put in place adequate and 
effective arrangements to prevent handover delays.  
 
Of note and significance is a letter dated 15th November 2017 from NHSE and NHSI to all 
Trust Chief Executives, CCG Accountable Officers and Local A&E delivery board chairs 
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titled ‘Addressing Ambulance Handover Delays’.  This letter sets out clearly the risk to 
patients in the community, reduced ability for ambulances to respond and reduced 
ambulance performance. It also refers to record delays in handovers in 2016-17. It set out 
four key principle, one of which stated ‘acute trusts must always accept handover of 
patients within 15 minutes of an ambulance arriving at the ED or other urgent admission 
facility’…’leaving  patients waiting in ambulances or in a corridor supervised by ambulance 
personnel is  inappropriate’. It stated that regional directors will want to be reassured that 
appropriate measures are a fundamental component of the local winter escalation plans. Of 
importance to note is that EEAST took a decision to have additional RRV capacity in place 
and put PSIT teams in as risk mitigation action anticipating that the system would not 
deliver this expectation based on previous experience. 
 
Media and Regulatory Interest 
 
EEAST experienced a number of significant delays in being able to respond to patients 
because ambulances were unavailable due to excessive handover delays.  In December 
2017 alone, for example, over 3,300 patients experienced handover delays in excess of an 
hour (i.e. four times the expected time) and there were countless multi-hour delays. A 
number of safety concerns were identified and subject to internal investigation processes. 
 
The Trust was already aware of the issues but media attention to the challenges came to 
attention into the public domain in January 2018 when an internal whistle-blower passed 
information to Clive Lewis MP, regarding ambulance response and waiting times in the 
EEAST area over the second half of December. Mr Lewis then released this information 
into the public domain on the 17th January 2018.  
 
The information passed to Mr Lewis included concerns around the decisions made in 
relation to the Resource Escalation Action Plan (REAP) level during the festive period. 
 
Subsequently Mr Lewis wrote to the Trust Chief Executive Officer, Mr Robert Morton, with a 
number of questions on the process, decisions and rationale regarding the REAP levels. 
 
This information and the subsequent MP and parliamentary focus on the Trust triggered a 
risk summit, chaired by the regional director of NHS England and involved system partners 
as well as EEAST.  The risk summit has focussed on a range of matters which include 
REAP plan, planning and system escalation of handover delays and executive 
arrangements 
 
 
EEAST Planning 
 
The Plan 
 
Development of the EEAST Seasonal Pressures Contingency Plan started in July 2017. 
The first draft was completed at the beginning of September 2017 and distributed to the 
Operational Performance Improvement Delivery Group (OPID) to review and add comment. 
The plan was approved by the Deputy Directors in October 2017 and passed to the Director 
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of Service Delivery for final comment and approval. Due to the evolving nature of the 
capacity elements of the plan and the need for assurances to be sought from the A&E 
Delivery Boards on their plans and mitigation, the final version of the document was 
distributed on the 4th December 2017. The Festive Plan, on reflection, should have been 
badged as an appendix to the Seasonal Pressures Contingency Plan and not been a stand-
alone plan as this gave a perception of late planning. This is not a standalone plan and is 
purely a set of detailed Patient Facing Staff Hours and Management cover for the two week 
period over Christmas and New Year; it also contains a set of instructions and the working 
order for New Year’s Eve.  
 
This being distributed on the 22nd December was not detrimental to the running of Service 
Delivery over those two weeks nor did it reflect late planning.  It was the consequence of 
trying to continually improve it in a challenged environment. 
 
The Lead Commissioner and representatives of commissioning areas were involved in 
OPID during conversations around winter planning and were provided with a summary of 
the plan to share with all their commissioning colleagues.  
 
NHS Improvement was provided with a copy of our Seasonal Pressures Contingency Plan 
on the 4th December and then a copy of our winter modelling on the 8th December. The 
winter modelling was also shared with NHS England and A&E Delivery Boards via Sector 
Heads, Director led presentations at NHS events and EEAST led presentations. At no time 
did we receive any feedback or concerns raised around suitability and robustness of our 
plans.  
 
Capacity 
 
The plan went through governance process for approval culminating in assurance sign off 
at ELB on the 14th November 2017. The CEO then provided assurance to the Trust Board 
via his monthly update paper.   
 
The hours produced as patient facing staff hours exceeded those of the previous year.   
 
Hours had to be converted from unit hours to people hours because of the different 
operating model that ARP brings. 
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The timeline for planning hours required is shown in the table below;  

 
The timeline shows the various staff hour targets we had set. The hours were increased, at 
a known cost pressure, during the winter to accommodate the levels of demand. The graph 
clearly shows that the Trust put out more hours over the Christmas period and began the 
process of increasing capacity from early November when activity started to increase.  The 
sharp increase seen at Christmas reflects actions taken to incentivise overtime working in 
recognition of system pressures. 
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One of the key issues during the winter period was high sickness levels. Despite 8% 
sickness being factored in to planning assumptions there were times when levels exceeded 
this. As many of the Trust Managers were on the road responding and individual sickness 
not always immediately visible due to the 3rd party administration, manging the levels of 
sickness was made more difficult. Something that the Trust needs to consider in 
preparation for the next winter season is for other areas of the Trust supporting in sickness 
management functions.   
 
Patient Safety Intervention Teams (PSIT) 
 
The PSIT initiative was developed and implemented due to the Trust needing to ensure 
patient safety in the community and feeling a lack of confidence from the wider system on 
its grip of handover delays.  It has long been recognised that hospital handover delays 
cause significant issues with the Trust being able to respond to patients waiting in the 
community. In the letter from Professor Keith Willet,  Director for Acute Care, NHS England, 
he stated that ‘the patients in the urgent care pathway who are at highest risk of 
preventable harm are those for whom a high priority 999 emergency call has been received, 
but no ambulance resource is available for dispatch. EEAST Director of Service Delivery 
along with the Director of Nursing and Clinical Quality felt that there was a high probability 
that acute hospitals would not be in a position to guarantee the acceptance of handover of 
patients within 15 minutes despite the directive from NHSE.  On this basis, the PSIT was 
mobilised. 
 
Despite a drive through the A&E Delivery Boards and Commissioning meetings to highlight 
the issue of delays the implementation of the PSIT proved to be of real benefit and 
ultimately hospitals were trying to pre-book them when they knew they were going to have 
difficult days. The final outcome for the PSIT deployment is as follows;  

• 3487 patients cared for by PSIT 
• 4654 DSA hours were returned to patient facing duties due to PSIT intervention 
• 4817 hours of cohorting was undertaken by PSIT 
• 390 full 12 hour DSA shifts were returned to frontline from delays at hospital due to 

PSIT 
• 14% reduction in delays at hospital due to PSIT 

Overall, the resource return on investment saw a net gain for the Trust and lessened the 
impacts that may otherwise have been seen. 
  
Performance 
 
EEAST was not commissioned to deliver the national ARP standards. It is not possible to 
draw any out turn performance comparison with the same period last year as the standards 
have changed along with the associated code sets but it is important to note that the plans 
and performance out turn over the winter period focused very heavily on protecting patient 
safety and not “hitting targets”. 
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It is noteworthy that the Trust put in place and maintained a high number of RRVs over 
winter, which is not the model of ARP. This was because of the capacity gap and the need 
to balance the issue of ambulances stuck at hospitals would mean no clinician left to attend 
some of the community based patients, who were at high risk. This saw the Category 1 
patients consistently responded to in a contextually relevantly quick time. 
 

  
Nov-17 Dec-17 Jan-18 Feb-18 

Mean 90th% Mean 90th% Mean 90th% Mean 90th% 

C1 8.41 15.47 9.11 16.41 8.35 15.25 8.42 15.37 

C2 24.28 49.09 32.05 65.06 29.12 60.5 26.45 56.02 

C3   180.01   280.34   202.54   187.36 

C4   232.56   314.02   232.1   241.05 

 
Handover Delays 
 
Historically delays in handing patients over to the care of hospitals have been a significant 
issue in the East of England region. Whilst the national guidance for hospitals was to offload 
patients within 15 minutes there was concern amongst the EEAST senior teams that this, in 
reality, would not happen. The two graphs below show the actual handover delay for 
EEAST from June 2017 until May 2018.  
 

 
 
This graph shows the percentage of all handovers that were over 30mins compared to the 
previous year (2016/17).  
 
The graph below shows the same but for a percentage of all delays that reached over 60 
minutes.  
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As you can see, since the risk summit, there has been a reduction in delays. This is likely, 
in part, due to a reduction in demand but also to the revised escalation processes which 
has been put in place. These new processes, whilst placing a heavy workload on RCC and 
the Command Structure, have moved focus to the hospitals and required them to be much 
more pro-active in addressing delay issues. It is an important note to Board not to take 
system assurance of reductions in the context shown and that the regulatory part of the 
NHS must take a stronger and more active role in sustaining improvement. 
 
REAP 
 
There has been considerable interest and attention to the decision to move (or not) to 
REAP level 4 (Extreme Pressure) from REAP 3 (Severe Pressure). 
 
Critical to the understanding of the REAP plan is that it is a National guidance document 
produced by the National Ambulance Resilience Unit (NARU). The version published and 
which remains the latest and current is 2015 v1.0. This predates ARP. One of the five 
points of consideration is Red 1/Red 2 performances. These standards were retired prior to 
the festive period and EEAST had raised this nationally as an issue as how to take a REAP 
decision is no longer guided fully and is and has always been with an element of subjectivity 
and judgement. 
 
REAP is a document that looks at the forward 7 days and is often confused with surge, 
which is a ‘here and now’ plan.  
 
We are aware that North East Ambulance, London Ambulance, South West ambulance and 
Scottish Ambulance have variation on the national REAP plan and the WMAS may have.  
EEAST made minor variation in the context of ARP standards and that in making our own 
variation, which was through an internal governance process, it would strongly suggest that 
we were not alone in recognising the out of date elements. 
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All decision making uses the National Joint Decision Model (JDM). This model requires 
information to be considered based on the context and information available.  
 
The challenge presented to the Trust has been that we did not request mutual aid and had 
changed the plan to say ‘consider mutual aid’ from ‘request mutual aid’.  
 
The decision taken considered mutual aid and is documented well in the decision logs. The 
decision was taken not to request mutual aid on the basis that we believed we had sufficient 
resources on duty but the requirement was to get them freed by the hospitals with 
regulatory support, not to call in more to add to the existing queues. A reflection is that if 
presented with this again we would request it. 
 
Regulators were aware of the issues and the Trust escalation of serious concerns. It was on 
the 29th December that three executives sent a communication with serious concerns to 
regulators about the worsening position, in an effort to engage tangible actions.  It was the 
absence of response that led to a decision on 31st December that the following 7 days 
would require REAP escalation to the highest level, REAP 4. Of note, some other Trusts 
also moved to this level immediately afterwards. 
 
Debriefing into Learning 
 
It is usual practice to undertake a period of debriefing following and incident or event to look 
for what went well, did not go well and what could be done better in the future.   
 
Two debriefs were arranged (Festive and Winter) and given the nature of the concerns 
being raised the festive period debrief was commissioned through an independent facilitator 
and report writer and a separate piece of work commissioned internally through the head of 
resilience. The winter debrief was conducted internally by the Resilience team. 
 
In addition to this, a governance report has been commissioned from Deloitte's and from 
North East Ambulance Service. 
 
Although the risk summit has resulted in high media attention and scrutiny on the Trust, this 
process has been helpful and given the Trust an opportunity to self-scrutinise and learn 
from the experience. 
 
Independent Reviews 
 
An independent debrief of the Festive period was facilitated in February 2018 and an 
internal investigation into the winter and festive period was undertaken over a number of 
weeks in the last quarter of the year. Both facilitators and report authors have considerable 
training, experience, knowledge and competence in resilience and debriefing. 
 
These reports are attached as appendices for detailed information, but thematically 
summarised. Recommendations and other learning are embedded into an action plan that 
will be reviewed through the Strategic Forecasting and Planning Group (SFPG). Debriefing 
was facilitated with a wide internal audience to maximise learning. The Director of Service 
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Delivery opened and closed the events and did not stay in the room to support the 
approach to open, transparent and honest conversation. He has provided his own reflection 
to this report. 
 
 
Themes and Learning 
 
Learning from the festive and winter debrief falls under key themes.    
 
Planning and Plans 
 

• The REAP level/plan - It was felt that this plan was not fully understood or adhered to 
by all staff especially as the Trust was held at a particular level (Level 3 Severe 
pressure) for so long that it gave the impression of business as usual and therefore 
lost its effectiveness. 

• It was also felt that staff both internal and external did not understand the actions to 
be taken at the different levels and the reasons and consequences for the levels. 

• Colleagues from non-operational departments found it frustrating that whilst they 
understood the need for the plan they found it very constrictive as their day to day 
functions, which have to continue e.g. paying of bills, require input from other 
departments who are affected by the plan. 

• Winter and Festive Plans - All involved felt that there was no single ownership for 
these plans therefore those providing input to the author may not have fully 
appreciated the deadline requirements so impacted on the delay to the plan being 
late in distribution. 

• Whilst many of the actions within it were already being discharged, such as staff 
planning, Patient Safety Intervention Teams and Hospital Liaison officers, earlier 
sight may have provided some assistance 

Communications – Both Internal and External 
 

• It was felt that a lot productive time was lost responding to requests for information 
both internally and externally. There was no clear understanding on what was being 
done with the information to support the pressures experienced. 

• It was also felt that having provided information and requests to NHS England and 
Acute Trusts that there was no feedback or reaction to this information. It was felt 
that our regulators and system partners were not taking action on the information or 
being held to account for not doing so. 

 

Staffing and Training 
 

• It is apparent that there was a lack of suitably trained staff members to cover 
particular roles on a 24/7 basis with tactical and strategic managers performing these 
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roles on different days i.e. switching from strategic Monday, tactical Tuesday etc. 
There was an over reliance on some individuals. 

• It was felt that the plan for surge level changes should have been in place sooner 
(i.e. script revisions done in advance). 

• PSIT were seen as a great asset during this period. 
• During the period that this debrief looked at it is clear that if it had not been for the 

goodwill and best endeavors of the (EEAST) staff the patient safety concerns may 
have been higher.  

• EEAST have performed in a clear and transparent way during this process and 
appreciate that there needs to be reform in the current ways of working to adapt to 
the problems that it experienced over the winter period 2017. 

The Director of Service Delivery Makes His Own Observations of the Learning. 
 

• The Senior Operations Team had been heavily focussed on a challenging 12 week 
time line to bring in the National Ambulance Response Programme (ARP) in October 
2017. The timing of this was set nationally.  

• The Trust had reviewed its service delivery meeting frameworks following feedback 
from a BDO audit which reflected a substantial rating for design and moderate for 
delivery. It suggested that there was some duplication of topic.  Forecasting and 
planning had been split into the two other meeting groups where the agendas were 
busy and the focus on planning, whilst it took place, was not as intense as learning 
would now suggest it should be. This was not a failing of planning, but an earlier 
dedicated focus on winter planning would bring earlier drive, focus and critical 
review. This has been changed post winter back to a more focused group. 

• The Trust had learnt lessons from the previous winter and been engaged in a 
number of external presentations about winter risk. A key lesson learnt was that we 
needed to see the AEDB plans in good time to consider any additional risks to those 
that we had identified and planned for. These plans were not forthcoming and those 
that we saw were relative weak and lacked a community emergency risk 
understanding, despite the system messages. This was a factor in the delayed issue 
of the festive plan element of the winter plan. 

• The winter plan was issued in good time, shared with regulators, reviewed and 
received no feedback. It was therefore believed to be adequate and understood the 
issues and risks. We recognise that in having a separate ‘festive plan’, that the 
labelling was opportunity for misunderstanding. The festive plan was in fact a 
summary of some additional actions and the detailed resourcing for this period. On 
reflection, this should have been appendices and kept live, thus preventing a delay in 
issuing it. 

• The plan was live development. It was worked on for some considerable time in 
advance. Key team members were engaged in the planning and were preparing the 
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staffing behind the scenes. The late issue of the plan would not have had any 
material impact on the issue date. The plan was sent back on a number of occasions 
to the group by the Director for further work and this delayed the final release of the 
document. 

• The delays experienced, most especially in the Norfolk and Essex systems meant 
that ambulances were in effect grid locked across a large part of the system. This 
affects patient safety and there were actions taken around the introduction of load 
levelling to try to alleviate some of the pressures. Other parts of the system also had 
substantial delays and there were over 3,300 over 60 minute delays in December. 
The effect of delays means resource in other areas is called in, displaced and the 
overall call cycle further increases 

• NHS England set up a number of winter rooms. Despite daily escalation in writing 
and on the phone, there was no tangible value seen in terms of reducing handover 
delays. The common response was a request for more data. 

• Escalation of the seriousness of the situation on 29th December 2017 did not see a 
system response and this ultimately led to a decision on 31 December, in relation to 
the 7 days ahead, that the REAP level would need to move to level 4 – the highest. It 
was expected that the Trust would be able to consider actions further as training 
restarted and that the system would be responsive to this significant signal to it.  

• The national REAP plan and the fundamental decision making model within it is not 
understood well enough externally. 

 
Both the debrief and the independent investigation found that, although there are areas for 
learning and improvement, the Trust had an appropriate plan in place to mitigate the 
associated risks of the forecasted increase in demand in so far as it could in a system 
context.  The Trust has and still operates in a context where national standards are not 
commissioned, but it remains judged by them. Any gap in capacity will reflect system 
pressure more readily. 
 
The investigation found that the plan was fit for purpose and all actions were discharged by 
those responsible.  There were learnings around documentation, capacity planning and 
considerations to the competency of some staff who were in acting roles. However, all 
matters were led by Strategic level managers who were experienced and competent and 
have the relevant National Occupational Standards qualifications. 
 
The decisions taken under the REAP plan were reasonable, proportionate and appropriate 
and followed the joint decision model.   
 
The Trust has already put in place a number of actions relating to debrief learning and 
investigation as well as areas requiring improvement highlighted during the initial risk 
summit meeting.  
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The Senior Leadership Team (SLB level) did not take effective ownership of the planning to 
ensure that it was completed in a timely manner and the sector head level did not provide 
sufficient drive with the AEDB on the risks that the Trust faced. This is a factor in the 
delayed issue of the plan. However, there is clear evidence that planning was underway 
well in advance.  
 
The whole system was in effect not adequately connected and did not see ambulance 
handover issues are the greater priority. 
 
There was no formal executive on call arrangement in place. This is not uncommon in the 
sector on the basis that Ambulance services operate in delegate through the Strategic 
Commander. There is good evidence that the executive were available, engaged and 
escalated issues over the peak of the festive period in response to handover delays.  A 
formal on call process may provide a clear line to any executive in the future. The clinical, 
medical and service delivery directors were all engaged with the teams over this challenged 
period and a ‘phone always on’ culture has been in place and is recognised. There were 
allegations of executives not being available which when investigated appears to come from 
an expressed view that executives were not visible in the pressured EOC environments 
over this time. 
 
Financial Matters 
 
The Service Delivery Directorate had exceeded its operating budget to maintain patient 
safety. Additional funding had been made available Trust wide from budget underspends 
elsewhere. 
 
There has been some suggestion that capacity was not provided as there was no budget 
available. This is not correct and the Board had been clear that it would take steps to 
ensure patients safety. 
 
It is important context that the availability of private capacity was limited. This was because 
one of the main providers, PAS Ltd had gone into administration earlier in the year and the 
market availability was reduced. The market was approached but was not able to provide 
more than was achieved. 
 
An overtime incentive was put in place to further increase the hours, recognising the risk to 
delivery and safety and achieved an increase at the peak of the pressure. 
 
What Next 
 
The Trust Service Delivery Directorate has already drafted the plan for the coming winter 
period, which has been submitted to regulators and been seen by Board in March 2018.  A 
dedicated senior manager is overseeing the ongoing development and ownership of it and 
with service delivery directorate leadership changes, the plan ownership will move to the 
resilience team. It should be noted that these sorts of plans are always going to be dynamic 
as demand predictions fluctuate around factors such as weather, flu and system pressures.  
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The Service Delivery Directorate, in conjunction with finance and procurement has 
modelled financial capacity for additional resourcing in line with demand trends. Additional 
PAS above the ISR levels has been committed early. The ISR does not factor fully the 
trends seen and this will mean variations to the ISR hours across the year. 
 
The template for the plan was used for the Easter Plan which, again, was submitted to 
NHSI and NHSE for review and comment and the rating given for this was Green.  NHSI 
have advised that they will no longer ‘RAG’ plans. 
 
Full and appropriate governance processes have now been put in place in order to achieve 
the right levels of assurance at all levels of the Trust and in external regulatory 
environments. 
 
Summary of Actions into Learning 
 

• Influence the National REAP plan for national consistency and put in place EEAST 
directorate action cards to ensure an organisational response to REAP. 

• Strengthen resilience arrangements in general and particularly around winter to 
include loggists and executive on call/visibility. 

• Put in place a bespoke winter planning group as a sub group of the forecasting and 
planning meetings, with a named senior leader. 

• Improve plan governance and early oversight to Trust Board. 
• Review the EOC arrangements around surge and scripts so that there is an earlier 

line of clarity and exercise plans outside of times of extreme pressure. 
• Develop the plan so that it includes evidence of risk identification from system 

partners, i.e. AEDB and regulators. 
• Develop improved wellbeing arrangements around all staff under pressure  
• Early capacity and demand review pre-autumn to book up PAS and reduce reliance 

on overtime and risks associated with high absence. 
• Improve absence support arrangements over winter. 
• Review and develop the ‘stack’ oversight and management in winter. 
• Improve access to and uptake of flu vaccination. 

Key Actions to Put in Place Ahead of Next Winter 
 

• Secure additional capacity to modelled levels early. (By end of Quarter 2) 
• Put in place stable structure to ensure planning leadership and consistency in 

command leadership across winter. (By end of Quarter 2) 
• Schedule early additional leadership capacity over winter peak points. (By end of 

Quarter 2). 
• Write to the regulatory system with a proposal to house an EEAST ambulance winter 

room. (By end of Quarter 2) 
• Operate an action plan managed through the SSDG (live document)  
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• Ensure the Board is sighted and kept abreast of winter planning through an improved 

governance framework. (Plan seen in Q1 and final plan back to September Board). 

Updates on the action plan will be provided to the Performance and Finance committee. 
 
Recommendation 
 
These should be considered alongside other reports that have been commissioned or 
provided, such as the CQC report and Deloittes review. 
 
Appendices 
 
Appendix 1 – Festive debrief report 
 
Appendix 2 – Investigation report 
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East of England Ambulance Service NHS Trust 
Winter pressures & festive period debrief 

INDEPENDENT REPORT AUTHOR 
A brief resume of Mr Garry Phillips who was the facilitator for the event and the author of this 
report.  with a background of 18 years’ experience in the UK Emergency Services 
predominately at the London Ambulance Service (LAS), and 16 years In the British Army.  Garry 
spent 3 years working at the Department of Health Ambulance Radio Programme, and working 
at the Home Office representing the Ambulance Service in the role of Business Change and 
Assurance Manager (BCAM) on the Emergency Services Mobile Communications Programme 
(ESMCP). He had a varied career in the London Ambulance Service starting as a Qualified 
ambulance technician through to paramedic clinical team leader. Promotion followed and as a 
station manager he attended many incidents as both bronze and silver commander. This 
obvious progression led to a permanent role in the Emergency planning department the role 
included representing the trust as an On-Call Strategic & Tactical Advisor available to provide 
advice and support to London Ambulance Service Officers at both Gold and Silver level 
surrounding the major incident plan/LESLP and the trust surge and capacity plans.  Also 
responsible for preparing some national planning which is still in place today Garry was also 
National Inter-Agency Liaison Officer. Having attended the Structured Debrief Course delivered 
by the National Policing Improvement Agency, the skills allowed him to debrief many incidents 
within the LAS and were extremely useful when gathering the UK ambulance communication 
requirements. Over the years he has developed and facilitated many table top exercises and 
conferences to both private and public sector. Holds a Level 4 Diploma in health Emergency 
planning.  

Following retirement in April 2015, Garry has been working as a consultant. Which included 
company’s like Telent and Hewlett-Packard and has delivered Major Incident response training 
to new members of the London Ambulance Service 

INTRODUCTION 
On the 1st of February 2018 an independent debrief was held to look at the events surrounding 
the East of England Ambulance service winter plan and festive plans for 2017. The event was 
facilitated by the author of this report who has no connection with the East of England 
Ambulance service. He does have a background in the ambulance service and is well versed in 
ambulance operations. This was a difficult period for those involved. This report will address the 
key points which were identified. All of the responses can be found in the annex’s attached, the 
author has also identified some suggestions for the Trust to consider. 
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METHOD 
Due to the numbers involved in this debrief the format was slightly different to that of a normal 
structured debrief. Prior to the meeting which was held at the Q Hotels Belfry hotel all those 
involved in a strategic or tactical command role or performed other roles as specified in the 
plans which are attached in (annex 1) over this period. All were asked to complete asked to 
complete an electronic questionnaire which addressed 3 main points (a) what did not go well? 
(b) what went well? (c) what could be done to improve? These can be found in (annex 2). On 
the day 50 members of staff attended and were separated into 5 groups all multi discipline. 

In their groups they were asked to discuss the same questions that had been sent out 
electronically. Each group was asked to feed back their joint views this allowed the facilitator to 
challenge and provoke conversation between groups, there feedback can be found in (annex 3) 

This process was followed in the same manner but the groups were asked to discuss and 
respond to a number of specific questions the responses which can be found in (annex 4)  

KEY POINTS 
The groups responses can actually be formed into 3 main categories, some of which overlap 
they are; 

Planning/plans: 

Communications internal/external 

Staffing/training 

Planning & plans 

The REAP (Resource Escalation Action Plan)  

It was felt that this plan was not fully understood or adhered to by all staff especially as the Trust 
was held at a particular level for so long that it gave the impression of business as usual and 
therefore lost its effectiveness. It was also felt that staff both internal and external did not 
understand the actions to be taken at the different levels and the reasons and consequences for 
the levels. Colleagues from non-operational departments found it frustrating that whilst they 
understood the need for the plan they found It very constrictive as there day to day functions 
which have to continue e.g. paying of bills require input from other departments who are 
affected by the plan. 

Winter plan 2017/Festive plan 2017 

All involved felt that there was no single ownership for these plans therefore those providing 
input to the author was delayed and consequently the plan was late in being distributed. Whilst 
many of the actions within it were already being discharged, such as staff planning, Patient 
Safety Intervention Teams and Hospital Liaison officers, earlier sight may have provided some 
assistance. The Plan should be owned and overseen by the senior operational leaders (Deputy 
Director level) supported by the Sector head level.   

It was felt that there should be a plan in place that deals with any surge in capacity. 
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Communications internal/external 

Issues were not escalated early or assertively to the wider system. 

It was felt that a lot of the working day was lost responding to requests for information both 
internally and externally. The main problem with this was that whilst on the whole the 
information required was the same it was needed in different formats and for different parties 
externally, but there was no clear understanding on what was being done with the information to 
support the pressures experienced. It was largely assumed that the regulatory winter rooms 
would be taking actions with the information that they were provided. 

It was also felt that having provided information and requests to NHS England and Acute Trusts 
that there was no feedback or reaction to this information and that they were not taking action 
on the information or being held to account for not doing so. 

There is a requirement for better communications between the EOC rooms. Evidence of 
stressors between the EOCs identified. 

Due to the number of calls being held significantly C2 there was difficulty maintaining welfare 
calls to these patients. 

 Improve communication – clear lines of communication within the chain of command, clear 
concise messages, clear communication lines with stakeholders and who has responsibilities 

Staffing/training 

It is apparent that there was a lack of suitably trained staff members to cover particular roles on 
a 24/7 basis with tactical and strategic managers performing these roles on different days i.e. 
switching from strategic Monday, tactical Tuesday etc. 

EOC staff were under immense pressure due to call numbers and when the no send policy was 
invoked there were issues around the message that they were to use as it was adapted during 
the period. It was felt that the plan for surge level changes should have been in place sooner. 

It was identified that there were not enough HALO (hospital ambulance liaison officers) available 
to provide 24/7 cover to address the significant issues experienced. It was felt that the HALO 
was effectively taking operational capacity from EEAST to do the work that should be done by 
the hospital. 

The PSIT’s (patient safety intervention team) were seen as a great asset during this period 
therefore more should be trained for this role and made available to react to Trust needs. 

To assist operations, staff from other departments should receive training and be available to 
perform other roles like HALO, or staff welfare calls etc. 
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CONCLUSION 
It is evident to all that the NHS across the board is experiencing a number of difficulties. It was 
suggested that this may be due to the change in patient care needs in that people are now living 
longer and therefore require different levels of care and the numbers are increasing every year. 
This has a direct impact on ambulance services. During the period that this debrief looked at is 
clear that if it had not been for the good will and best efforts of the East of England Ambulance 
Service Trust (EEAST) staff the outcome could have been a lot worse. EEAST have performed 
in a clear and transparent way during this process and appreciate that there needs to reform in 
the current ways of working to adapt to the problems that it experienced over the winter period 
2017. One gets the impression that whilst there is an underpinning relationship with NHS 
England / NHS Improvement and acute trusts there appeared to be no support to address the 
issues. Matters of escalation appeared to be ineffective with no system leadership evident on 
the scale of the issues. Whilst the winter period provides its own unique problems it is clear that 
these problems can occur at anytime during the year and therefore two clear areas that need 
development have been identified in that the trust needs to address the issues around the 
REAP plan and its impact on the trusts day to day operations and the staffs understanding of 
the plan. They also need to develop a SURGE capacity plan which will run all year round to 
address these problems.  

RECOMMENDATIONS/SUGGESTIONS  
• Surge capacity plan 

A plan to cover all areas of the Trust in the form of actions to be taken when there is an 
increase in capacity/call rates. This plan will be used 365 days a year therefore allowing 
specialist plans to drop in to cover other specific increase in capacity.  

• REAP update across all organisations 
Work needs to take place to ensure that all staff and outside agencies have a full 
understanding of the REAP plan and its implications. I believe it is currently being 
reviewed on a national basis. 

• Leave 
Whilst the Trust operates leave allocation on a % basis it should consider taking this one 
step further and should work on role specific rather than first come first granted (ie a 
percentage of paramedics / Others) to ensure the skill mix is maintained.  

• Communications 
Develop a line of communications that can be delivered internally and externally to both 
stakeholders and the public. Providing both good news stories and messages 
surrounding surges in capacity. 

• Use of other trained NHS staff 
Investigate the use of GP’s and Nurses who on a bank style contract who could be used 
to assist with calls and the patient safety intervention teams (PSIT)  

• Symposium lessons learnt/shared 
I believe the trust and the wider NHS would benefit from holding a Symposium with all 
other Ambulance Trusts possible include regional acute trusts and NHS England / NHS 
Improvement to share ways of working under extreme capacity pressures  
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Annex 1: 

Copy of plans (to be ADDED)  

 

 

Annex 2: 

Electronic feedback 

Feedback - New 
Actions v1.1.docx  

Annex 3: 

Copy of response at debrief session 

Fwd  Notes from 
morning session .msg 

Annex4: 

Response to specific questions 

SESPEOCKMC318020
209340.pdf  
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Executive Summary 
 
The Senior Resilience Manager of the East of England Ambulance Service (EEAST) has 
undertaken a review, against specific scope criteria, of the EEAST Winter and Festive Plan period.  
 
A full consideration of evidence provided has led to a number of findings and subsequently a 
number of recommendations aimed at learning from experience.  
 
It is clear from the evidence reviewed that the plan was fit for purpose and all actions discharged by 
those responsible. However; it was also clear that other functional areas of the Trust, outside the 
Service Delivery Directorate, were not fully sighted on the forecasted increase in demand and what 
actions needed to be taken in these events.  
 
There were eleven areas within the scope which were reviewed. The scope areas and findings are 
contained within the report.  
 
Of the eleven areas reviewed, 16 recommendations for actions to be taken have been made. The 
recommendations are also contained within this report and cover preparation for periods of high 
demand, distribution of plans, actions required by all functional areas for periods of forecasted high 
demand and systems resilience.  
 

Purpose 
 
The purpose of this report is to inform the Director of Service Delivery of the findings from the 
Investigation into the Trust Winter and Festive Plan period 2017/18 that in turn can provide 
awareness to the Trust Board. 
 

Introduction 
 
In January 2018, an alleged whistle-blower passed information to Clive Lewis MP, regarding 
ambulance response and waiting times in the EEAST area over the second half of December. Mr 
Lewis then released this information into the public domain on the 17th January 2018.  
 
The information passed to Mr Lewis included concerns around the decisions made in relation to the 
Resource Escalation Action Plan (REAP) level during the festive period. Subsequently Mr Lewis 
wrote to the Trust Chief Executive Officer, Mr Robert Morton, with a number of questions on the 
process, decisions and rationale regarding the REAP levels the Trust declares.  There has been a 
subsequent set of media, MP and regulatory focus on the Trust on the festive period in particular. 
 
On the 24th January 2018, the Trust Director of Service Delivery, on request of the Chief Executive 
Office appointed Gareth Boynton (Senior Resilience Manager) as the investigating manager into the 
Trusts Winter and Festive Plan period.   
 

Aim of the Investigation 
 
The aim of the investigation and report is to achieve assurance that the right processes were 
followed, identify good practice, identify learning or development opportunities and, if necessary, 
make recommendations.  
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The Investigator 
 
Gareth Boynton 
 
I have 21 years’ NHS service experience working across acute trusts and the Ambulance service.  
 
I currently work as the Senior Resilience Manager covering the Emergency Preparedness, 
Resilience and Response, portfolio. I have worked in this area since 2008 where I started my 
Resilience career as part of the National HART Project based at the defence CBRN centre at 
Winterbourne Gunner. I moved into the Emergency planning field two years later, following 
completion of my Diploma in Health Emergency Planning.  
 
Over the course of my Resilience career I have undertaken all national command courses including 
specialist CBRN at Strategic and Tactical levels. I have undertaken the National Interagency Liaison 
Officers course (NILO) and sit on a cadre of Ambulance officers who have been trained to provide 
subject matter expertise across multi agency fora, for integrated emergency management. I 
currently sit on the national Ambulance NILO steering group informing policy and best practice. My 
current role also sees me sit on the Emergency Preparedness, Resilience and Response Group 
(EPRRG) a national group of Senior Managers focusing on national Resilience issues. I have in the 
past been seconded to planning for the Olympic Games and planned and delivered two Olympic 
venues within the region. I also planned and delivered the G20 summit medical plan for VIP 
movement. 
 

Scope of the Investigation 
 
 

1. Review the decision making process for REAP across December 2017 and particularly the 
period 19th to 31st December 2017.  

2. Review the process adopted by EEAST to review REAP. 
3. Review the Silver and Gold logs and decision logs between 19th to 31st December for any 

REAP discussions or recommendations from Strategic Commanders and escalation to 
Executive Directors or others.  

4. Listen to all the conference call recordings across the period of the Festive Plan to establish 
if there were any references to requirements of executives or their availability.  

5. Establish RCC records the presence of Executive Support to Gold on any conference calls 
or Gold notes (noting there is no requirement to be on any call unless asked).  

6. Identify between any REAP discussions what tactical actions were put in place to mitigate. 
7. Across December, establish the level of escalation and nature of it to winter rooms, 

commissioners, regulators or others made by RCC and those supporting it (emails, phone 
calls, daily reports etc.)  

8. Establish the responses to escalation above. 
9. Assess if the process used for REAP decisions was appropriate, timely and of good 

rationale.  
10. Assess the effectiveness of actions taken at REAP 3 and REAP 4.  
11. Review the festive plan and whether the actions within it were discharged.  
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Methodology 
 

 
 

Summary of documents reviewed 
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Findings/Conclusion and Recommendations 
 
Scope reference Finding Recommendation/actions 

 
 

1. Review the decision 
making process for 
REAP across 
December 2017 
and particularly the 
period 19th to 31st 
December 2017. 

 

 
From the evidence reviewed there is no indication 
senior managers formally documented or escalated any 
concerns regarding the Trust moving to REAP 4 prior to 
the move on the 31st December 2017.There is evidence 
of a paper presented by Kevin Brown (DoSD) to ELB on 
the 19th December, highlighting that the Trust was 
hitting a number of REAP 4 triggers. He also identified 
that currently there were a number of REAP 3 actions 
that had not been fully implemented. The DoSD ask for 
the support of the Trust to assist in implementing these 
actions before any move to REAP 4. This decision was 
made using the Joint Decision Model (JDM), with the 
information and intelligence that was available at the 
time which has been documented as part of DoSD log. 
The move to REAP 4 and the decisions and rationale 
are shown in the DoSD log. This decision was taken on 
the 29/12/17. These documents are available in the 
appendices. On the balance of the information 
available, it appears the decision made was appropriate 
on each review. Use of the JDM enables and 
encourages consideration of actions in context and 
against options available. Decision making is always 
subjective. 
The Joint Decision making Model will provide you with 
considerations against your policy and procedure. The 
ability to be able to flex any plan is key to delivery. 

Direction needs to be sought, at National 
level, around updating the REAP plan to align 
with the new ARP standards. There needs to 
be clarity around where this action sits 
nationally. Once national agreement is 
received, the Trust process should be 
reviewed and updated to ensure alignment 
and robust governance.   
 
Joint decision model (JDM) processes should 
remain as standard for any review, as a point 
of National best practice.  
 

 
2. Review the process 

adopted by EEAST 
to review REAP. 

 
EEAST identified early that the REAP process was not 
up to date with the national ARP programme being 
implemented.  

It is recommended that the revised post-risk 
summit REAP review process is fully 
embedded and audited to ensure it meets 
Trust governance requirements.   
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 The Trust took steps to address this locally in the 
absence of any NARU updates. This took place  (pre-
risk summit) where the process adopted by EEAST to 
review REAP was the following;  

a. Agenda item on Operational Performance 
Improvement Delivery Group – weekly.  

b. Oversight by Strategic Service Delivery 
Group – weekly 

c. Recommendation paper submitted to ELB 
to align REAP plan performance column to 
ARP (7/11/17) (which was approved) 

d. Some minor wording amendments were 
made to the National REAP Plan 2015 to 
reflect context which overall enhanced the 
plan. 

e. The JDM in the plan means that all actions 
would be considered, whether stated as 
consider or otherwise  

The post ARP implementation process for the review of 
REAP levels met Trust Governance criteria.  
 
REAP appraisal, recommendations, decisions and 
actions has been reviewed from the 7/11/17 to the 
16/01/18, the process above in point 2, (a-d) has been 
adopted and followed. Post risk summit, a weekly 
review with a bespoke REAP meeting is undertaken 
with EEAST OPID core members with a clearly 
identified template following a joint decision model 
(JDM) as per JESIP best practice. A recommendation 
from OPID is made to SSDG members who then either 
accept or decline following review of rationale. This 
process is in line with agreed Trust Governance 
process. The Trust Strategic commander can make a 
change at any time between formal reviews as 
necessary. 

 
Processes should be reviewed and audited at 
least once per year to ensure they remain 
robust and fit for purpose.  
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Pre risk summit there was identified processes for 
reviewing REAP. These processes were potentially 
insufficiently robust and the associated considerations 
around the actions not considered in their entirety. This 
is likely to have been due to a period of around 2 years 
at severe pressure and a sense of normalisation of this 
pressure as normal operating context. This shows the 
continual significant pressure that the Trust operates in. 
 
Post risk summit there is a robust process undertaken 
weekly through OPID and SSDG. This follows a pre-
populated template that is working to a joint decision 
model. This ensures   all information is captured for 
senior leaders to make informed decisions around the 
REAP level.  
 
Whilst the risk summit suggested strongly returning to 
the NARU 2015 v1 plan fully, EEAST have 
demonstrated that this is out of date and agreed with 
NHSE Midland and East a revised action card set. 
 

 
3. Review the Silver 

and Gold logs and 
decision logs 
between 19th to 31st 
December for any 
REAP discussions 
or 
recommendations 
from Strategic 
Commanders and 
escalation to 
Executive Directors 

Reviewing the tactical and strategic logs between the 
19th and 31st December no REAP decisions or actions 
were logged during business as usual until a 
conference call at 12.00 on the 31st December with the 
Trust on-call team, Director of Service Delivery and 
Medical Director. The appropriate escalation and 
communication to wider health was taken and is clearly 
documented.  Evidence of reviews by the DoSD around 
the 7 day forward view exists on 28th and 31st 
December 2017. 
 
Decision logging within the Trust is primarily done 
through the portal system with a set of strategic notes 

It is recommended that a full review of the 
logging and decision recording 
processes/systems is undertaken to establish 
requirements for record keeping training 
against best practice. 
 
Consideration, moving forward, should be 
made to look at the technology available to 
clearly identify a decision logging process 
across strategic and tactical commanders that 
can be populated with clear rationales which 
can be applied across their normal business 
as usual activities as well as documenting any 
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or others.  
 

and three individual sets of tactical notes (gold and 
silver notes) which are aligned to the three EOC areas. 
This does not reflect the current operational areas and 
there is not always a good understanding, by the people 
populating these notes on behalf of another 
commander, of what is required. Within these Gold and 
Silver notes, there is a lack of clear rationales for 
decisions being made and no transparent record of who 
has oversight on the day to day management of 
operational decision.   
 
Some of this is explained by the pace and volume of 
escalation that was occurring with handover delays, but 
nonetheless, this needs recording and support capacity 
to achieve it. 

Trust business continuity issues/integrated 
emergency management requirements. 
 
Technology should be considered to enable 
strategic and tactical commanders to operate 
day books around their decision making which 
would eventually become the norm. 
 
Consideration should be made on how to 
ensure appropriately trained command 
support (loggist/incident command 
administration/management) can be available 
at short notice to assist in major, significant or 
business continuity incidents. 

 
 

4. Listen to all the 
conference call 
recordings across 
the period of the 
Festive Plan to 
establish if there 
were any 
references to 
requirements of 
executives or their 
availability.  
 

 
Conference calls across the period have been reviewed. 
A call took place on the 3rd January 2018 between 
Strategic Commanders and Sandy Brown as the 
Executive representative. Discussion was had around 
Executive availability over the Festive Period. It was 
noted during the call that there had been Executives 
available who had been engaging with Strategic 
Commanders over the Festive Period. It is clear from 
the discussion on the call that there was significant 
pressure on the Trust around Service Delivery at that 
time. It was also clear that escalation to wider health 
and national escalation through REAP was not helping 
to mitigate any of the East of England system wide 
pressure. On review of all calls over that period it was 
clear that discussion was had on whether EEAST as a 
whole, with its multiple functional areas, were sighted 
and understood the pressures on the Service Delivery 
Directorate over that period. Each functional area of the 
Trust needs to understand its bespoke actions when the 

 



 

 
 

  

EEAST: Investigation into EEAST Winter and Festive Plan 
period 
30/05/18– V1.2 - FINAL 
Author – Gareth Boynton  

Trust is operating at all different REAP action levels.  
 

 
5. Establish RCC 

records the 
presence of 
Executive Support 
to Gold on any 
conference calls or 
Gold notes (noting 
there is no 
requirement to be 
on any call unless 
asked).  

 
 

Noting there was no requirement for Executive Director 
presence on the daily conference calls, Executive 
presence is noted on the following dates;  

a. 16th, 27th, 28th, 29th December 2017, 
2nd, 3rd, 4th, 5th, 6th and 10th January 
2018 

b. It was noted that no calls take place at 
the weekends and the minutes of calls 
held on the 26th December and 1st 
January have not been filed or 
potentially not produced.  

c. It was noted that any calls on the 23rd, 
24th, 30th and 31st December were not 
minuted or, if they were, the 
documents are not in the files.  

d. It is known that there were three 
executives available over the period of 
extreme pressure. 

 
It is clear from the conference calls and the documents 
reviewed over the Festive period that there were 
Executive Directors actively engaged with the command 
team during conference calls and their views were sort 
and requests were made of them. 
 

There has already been a commitment by the 
Trust to implement a Trust Exec Director on 
call with clear terms of reference and 
associated escalation action cards.  
 

 
6. Identify between 

any REAP 
discussions what 
tactical actions 
were put in place to 
mitigate. 

 

 
Clear actions to be undertaken are noted within the 
documentation around REAP level decisions. It is not 
clear from Tactical Conference Call minutes or RCC 
reports what actions were undertaken through normal 
Surge escalation and what was additional following the 
REAP reviews.  
 

For the RCC, when appropriately established 
under the revised structure, undertake a full 
Loggist course and for minute takers to be 
briefed on minute requirements to ensure that 
appropriate information is recorded in a robust 
and clear way in line with best practice and 
guidance. 
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It is clear that the REAP discussions undertaken 
produced specific tactical actions to be put in place. It is 
unclear from the record keeping whether the actions 
were not undertaken or just not recorded. 
 

The level of tactical oversight should be of 
sufficient seniority and consistency to see 
improvement sustained. 

 
7. Across December, 

establish the level 
of escalation and 
nature of it to winter 
rooms, 
commissioners, 
regulators or others 
made by RCC and 
those supporting it 
(emails, phone 
calls, daily reports 
etc.) 

 
Business as usual escalation across December to the 
winter rooms was in the form of daily reports. A specific 
section on the current issues and challenges, headed 
Winter Room Escalations, is noted; there is no record of 
any feedback being received from the Winter Rooms on 
specific actions undertaken in response to the 
escalation. Following review it was clear that no 
feedback had been received from the winter rooms thus 
no feedback had been recorded.  
 
The RCC made multiple phone calls, on a daily basis, to 
regulators and commissioners to escalate arrival to 
handover delays; these were recorded on the RCC 
reports which were produced daily. No feedback was 
received on actions being taken by the Winter Rooms. 
 
There is good account from managers working on call 
or in the RCC around significant escalation 
conversations but documentation of these calls appears 
limited.    
 
There is general feedback that escalations were of little 
impact and a sense that the winter rooms did not have 
the teeth required to take meaningful intervention. 
 

It is recommended that the Sector Heads 
provide a summary report on A&E Delivery 
Board discussions and actions to SSDG, on a 
monthly basis, to allow for wider assurance on 
plans and process for high demand periods.  
Evidence should be provided that the system 
has seen the plans, commented upon them 
and identify additional risk to delivery 

 
 

8. Establish the 
responses to 

 
Please see section 5 and 8. All phone calls on the RCC 
recorded line were reviewed and all escalations to acute 
hospitals, regulators and commissioners with responses 
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escalation above. are recorded in the Portal Silver and Gold notes. 
 

9. Assess if the 
process used for 
REAP decisions 
was appropriate, 
timely and of good 
rationale 

 
The REAP review process and decisions taken were 
appropriate and of good rationale against the defined 
system put in place post ARP implementation. Post the 
risk summit the Trust has returned to the NARU 
nationally recognised format of REAP actions (with 
NHSE M&E oversight) and the system for REAP review 
is now more robust due to the work undertaken at OPID 
and SSDG. This now needs to be fully embedded with 
appropriate Communication systems put in place. 

 
Silver and Gold notes on the portal need to be 
developed to ensure appropriate information 
is recorded at the time of decision and action.  

10. Assess the 
effectiveness of 
actions taken at 
REAP 3 and REAP 
4 

Strategic implementation of the REAP actions were 
taken There is no clear process to ensure that individual 
functional areas are engaging with REAP actions and 
therefore no process for check and challenge.   
 
It is understood that a proposal was taken by the 
Service Delivery team to SLB in 2017 for department 
action cards to be developed, but this was not 
supported at that time. 

 
Each functional area of the Trust needs to 
have a clear process in place for each REAP 
action level. The Operational areas of the 
Trust have specific REAP action cards in 
place which are followed in line with EOC and 
Operational processes. The support 
Directorates do not have specific REAP action 
plans/cards, this should be developed to 
ensure the whole organisation is aware of 
actions required at times of increased 
pressure.  
 

11. Review the festive 
plan and whether 
the actions within it 
were discharged.  

The format of the Festive Plan was broadly the same as 
has been used in previous years, with improvements in 
construct and content.. There was a clear 
understanding of the functional areas that needed to 
contribute towards the plan. The Festive Plan first went 
to OPG on the 24th September 2017 for review and first 
comment, however; planning and preparation of the 
plan started in August 2017. This plan covers the 
Christmas and New Year period within the Trusts 
overarching Winter Plan. The plan is focussed around 

 
Plans within the organisation that are going to 
need significant input from multiple functional 
areas need to have papers identified/written to 
be put on to SSDG agenda and tasked out to 
the appropriate groups within the Trust to be 
actioned.  
 
Clear timeframes need to be identified within 
the papers to ensure delivery of a functional 
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operational service delivery with a clear roster around 
command and control with identified strategic intent and 
tactical actions. The key dates have been identified pre, 
during and post the festive period, these periods of time 
have been identified as key periods of pressure. There 
is an identified structure for a ‘battle rhythm’ around 
timings during New Year’s Eve which were all 
undertaken during the Festive period. The baseline of 
this plan gives a clear starting position for the 
requirements of a co-ordinated approach to key periods 
of significant pressure between the 15th December 
2017 and 9th January 2018.  
With regards to ratification of this document, 22nd 
December 2017, looking at the time lines reviewed 
around this document first being put onto a Trust 
agenda within OPG there has been delays in functional 
information being available to populate the plan. 
On review of the actions contained within and a cross 
check of actions taken, it is clear all were discharged.  
 
After reviewing the festive plan it is clear that the plan 
was not ratified until the 22nd December. Looking back 
over agenda items through OPG and SDG, this plan 
was first discussed and highlighted on the 24th 
September and became a standing agenda item. Each 
functional area was made aware of the contributions 
required of them however; the delay in completing the 
plan was due to information not being provided. 
 
Each element of the plan was a moving picture of 
information collection and it is clear that the actions 
within were in place although it is easy to see how a 
perception of the sign off on 22 December may suggest 
late planning, which was not the case. 

plan and associated support plus a clear 
strategy for communication across the Trust.   
 
It is recommended that all operational plans 
be time lined into the Resilience Annual Work 
Plan to ensure they are completed and ratified 
through the appropriate Committees and Trust 
Board within the required timeframes. 
 
It is recommended that the link between the 
system resilience, EPRR and Business 
Continuity functions should be reviewed and 
aligned as currently system resilience is 
working in isolation with no clear relationship 
or shared responsibilities/accountabilities. 
 
It is recommended that future plans have 
moving parts as appendices and that the 
festive element of the winter plan is part of the 
master plan, as an appendix due to its fluid 
nature of productive hours and people 
movements. 
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Associated Documentation 
 

• EEAST Resource Escalation Action Plan - http://east24/Emergency-ops/resilience-
procedures-and-plans.htm#REAP  

• Seasonal Pressures Contingency Plan 2017/18 - 
http://east24/Policies%20and%20Trust%20Instructions/Plans/EEAST%20Seasonal%20Pres
sures%20Contingency%20Plan%202017-18.pdf   

• EEAST Festive operational response plan 
• EEAST On Call and Escalation Guidelines 

http://east24/AandE%20Operations/On%20Call%20and%20Escalation/EEAST%20
On%20Call%20Structure%20and%20Guidelines.pdf  

• EEAST EOC Surge Management Plan 
http://east24/Policies%20and%20Trust%20Instructions/Plans/EEAST%20EOC%20S
urge%20Management%20Plan.pdf  

• AEDB minutes and agendas 
• Daily Tactical Conference Call minutes 
• Decision Logs 
• Portal Gold and Silver notes 
• Guidance and Protocols 
• OPG/OPID and SFP minutes and papers 
• NHSI daily reports 
• NHSI escalation calls summaries – 3rd and 4th January 2018 
• Ops Strategy Day notes – 15.12.17 
• Internal and External Presentations 
• RCC daily reports  
• REAP reviews 
• SDG and SSDG minutes and associated papers 
• ELB Paper 15/12/17 
• DoSD decision logs (REAP3/4) 

 
 
 

Summary documents 
 

Summary of NHSI 
daily winter room actio

Summary of REAP 
discussions Nov17-Jan

Summary of Tac conf 
call and RCC reports N     

19 12 17 ELB Agenda 
Item - Late paper - RE  

DECISION LOG 
281217 REAP 3.pdf

DECISION LOG 
311217 REAP 4.pdf  

 
 
 

http://east24/Emergency-ops/resilience-procedures-and-plans.htm#REAP
http://east24/Emergency-ops/resilience-procedures-and-plans.htm#REAP
http://east24/Policies%20and%20Trust%20Instructions/Plans/EEAST%20Seasonal%20Pressures%20Contingency%20Plan%202017-18.pdf
http://east24/Policies%20and%20Trust%20Instructions/Plans/EEAST%20Seasonal%20Pressures%20Contingency%20Plan%202017-18.pdf
http://east24/AandE%20Operations/On%20Call%20and%20Escalation/EEAST%20On%20Call%20Structure%20and%20Guidelines.pdf
http://east24/AandE%20Operations/On%20Call%20and%20Escalation/EEAST%20On%20Call%20Structure%20and%20Guidelines.pdf
http://east24/Policies%20and%20Trust%20Instructions/Plans/EEAST%20EOC%20Surge%20Management%20Plan.pdf
http://east24/Policies%20and%20Trust%20Instructions/Plans/EEAST%20EOC%20Surge%20Management%20Plan.pdf
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Ema Ojiako  
Deputy Director of People and 
Culture  

Sponsoring 
Director: 

Lindsey Stafford-Scott 
Director of People and Culture 

 
Purpose: 
 

Decision Assurance For Information Disclosable X 
X X X Non-Disclosable  

 
Executive Summary: 
 
The Workforce Race Equality Standard (WRES) was introduced in 2015 to provide a greater 
understanding of the experiences of BAME staff in the workplace and highlight any differences between 
the treatment of white staff with those from a BAME background.   
 
Healthcare providers are required to self assess and report their position on an annual basis against nine 
key indicators as detailed below: 
 

Workforce 
Indicators  

Indicator 1:  Percentage of staff in each of the AfC Bands 1-9 and VSM 
(including executive Board members) compared with the percentage of 
BAME staff in the overall workforce. 
Indicator 2: relative likelihood of BAME staff being appointed from 
shortlisting compared to that of white staff being appointed from shortlisting 
across all posts 
Indicator 3: Relative Likelihood of BAME staff entering the formal 
disciplinary process compared to that of white staff 
Indicator 4: Relative likelihood of BAME staff accessing non mandatory 
training and CPD as compared to white staff 

National NHS 
Staff Survey 
Findings  

KF 25: Percentage of staff experiencing harassment, bullying or abuse from 
patients, relatives or the public on the last 12 months 
KF 26: Percentage of staff experiencing harassment, bullying, or abuse 
from staff in the last 12 months  
KF 21: Percentage believing the Trust provides equal opportunities for 
career progression or promotion  
Q 17b: In the last 12 months have you personally experienced 
discrimination at work form management / team leader or other colleagues? 

BAME 
representation on 
Boards 

Percentage of BAME representation on boards  

 
This report provides the Trust Board with an update on compliance with and progress against the WRES 
indicators for the period April 2017- March 2018 and requests sign off for the WRES submission for that 
reporting period.   
 
 
 
 
 

 
Other Key Issues to Draw to the 
Board’s Attention: 

NA 
 

 

TRUST BOARD 
(PUBLIC Session) 

 
  25JULY 2018  AGENDA ITEM 12 (i) 
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Action Required by the Board: 
1. Note the contents of the report  
2. Approve the 2017 / 2018 WRES data for reporting 

  
 

Previously Considered By and Recommendation(s) Made: 
N/A 
 

 
Related Trust Strategic Objective(s): Please indicate those 

applicable (X): 
Putting into place a new Responsive operating model to deliver sustainable 
performance and improved outcomes for patients 

 

Maintaining the focus on delivering Excellent high quality care to the patients 
 

X 

Guarantee we have a Patient Focused and engaged workforce 
 

X 

Delivering Innovative solutions to ensure we are an efficient, effective and 
economic Service 

 

Playing our part in the urgent and emergency care system being Community 
Focused in delivering the 5 year forward view 

 

 
Other: Please indicate if 

applicable (X): 
To ensure effective governance and compliance X 

 
 

 Please answer Yes or No. If yes, please provide appropriate brief details 
Legal Implications The Trust has legal responsibilities for Equality and Diversity under the 

Equality Act 2010 and the Public Sector Equality Duty 
Regulatory Requirements It is a statutory requirement for NHS Trusts to annually review WRES 

compliance 
Equality and Diversity Impacts As identified within the report 
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FORCE RACE EQUALITY STANDARDS - TWO YEARS DATA COMPARISON AGAINST NINE KEY INDICATORS: 
 

INDICATOR 1: 

 Percentage of staff in each of the AfC Bands 1-9 and VSM (including executive Board members) compared with the percentage of 
BAME staff in the overall workforce disaggregated, if appropriate, by non-clinical staff and clinical staff, of which non-medical staff 
and medical and dental staff are shown separately. 

 

The year on year percentage breakdown by AfC banding is detailed below: 
 
ALL Staff 
As at 31 
Mar 2017 

White 
% 

BAME 
% 

Unkno
wn % 

Total  ALL Staff As 
at 31 Mar 
2018 

White 
% 

BAME % Unknown 
% 

Total 

AfC Band 1 35.71 0.00 64.29 100.00 AfC Band 1 46.15 0.00 53.85 100.00 
AfC Band 2 71.50 2.00 26.50 100.00 AfC Band 2 74.37 2.51 23.12 100.00 
AfC Band 3 83.25 2.83 13.92 100.00 AfC Band 3 81.49 3.98 14.53 100.00 
AfC Band 4 85.05 2.62 12.34 100.00 AfC Band 4 82.92 3.13 13.96 100.00 
AfC Band 5 86.08 1.86 12.06 100.00 AfC Band 5 87.12 1.97 10.91 100.00 
AfC Band 6 88.80 2.08 9.12 100.00 AfC Band 6 89.30 1.95 8.75 100.00 
AfC Band 7 94.49 0.79 4.72 100.00 AfC Band 7 91.60 1.15 7.25 100.00 
AfC Band 8a 84.85 0.00 15.15 100.00 AfC Band 8a 86.11 0.00 13.89 100.00 
AfC Band 8b 90.48 4.76 4.76 100.00 AfC Band 8b 92.86 3.57 3.57 100.00 
AfC Band 8c 100.00 0.00 0.00 100.00 AfC Band 8c 86.67 0.00 13.33 100.00 
AfC Band 8d 88.89 11.11 0.00 100.00 AfC Band 8d 81.82 18.18 0.00 100.00 
AfC Band 9 100.00 0.00 0.00 100.00 AfC Band 9 100.00 0.00 0.00 100.00 
VSM 83.33 0.00 16.67 100.00 

 
VSM 83.33 0.00 16.67 100.00 

All Staff 
Total 

85.93 2.13 11.94 100.00 All Staff 
Total 

85.82 2.46 11.72 100.00 
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Indicator 1 also reviews the breakdown of BAME and white staff by Non Clinical, Clinical, and Medical and Dental staff and the year on year 
comparison is detailed below: 
 

     As at 31 Mar 
2017       As at 31 Mar 

2018   

 

 
White  BAME Unknown  White  BAME Unknown 

Non Clinical Staff % 85.36 3.23 11.41  83.16 3.16 13.68 
Clinical Staff % 86.00 1.99 12.01  86.25 2.35 11.40 
Medical & Dental % 100.00 0.00 0.00  100.00 0.00 0.00 

 

85.93 2.13 11.94   85.83 2.46 11.72 

 
The data highlights the following: 
 

• There was 0.1% year on year decrease in the number of white staff in the organisation  (a headcount decrease of 209) 
• The percentage of staff categorised as unknown decreased year on year by 0.22%, although it should be noted that the overall 

headcount of staff classed as unknown increased by 19 WTE’s; the reduction in percentage is as a result of overall 
establishment growth.  

• the overall percentage of BAME staff in the workplace increased from  2.13% to 2.46%, representing a headcount increase from 
98 WTE’s in 2017 to 119 WTE’s in 2018 (an additional 21 employees).  

• There was a slight percentage decrease in the number of non-clinical BAME staff although it should be noted that the headcount 
increased year on year from 17 in 2017 to 21 in 2018. The reduction in percentage is as a result of overall establishment growth. 

• There was a 0.36% increase in clinical BAME staff which equates to headcount of 17 WTE’s. 
• The data highlights that in both 2017 and 2018 the majority of BAME employees were in AfC bands 1 – 6. In 2018 most BAME 

employees at EEAST were at AfC band 3 and only 6 were at band 7 and above as compared to 4 BAME staff members at band 
7 and above in 2017.  
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Whilst there has been a marginal increase in the percentage of BAME staff across the Trust and in clinical staff groups, the organisation 
remains underrepresented by BAME staff in comparison with the regional demographic for the East of England. 
 
2011 population census data identified that 7.38% of the population in the area served by the Trust are from BAME groups and as a 
minimum the trust should proportionately reflect this. 
 
The Trust therefore needs to continue to undertake further work to compare local BAME staff representation with local demographic 
breakdown in order to be able to effectively target the most underrepresented areas with positive action and recruitment and selection 
campaigns. Census data highlights that there are concentrations of the BAME population in communities such as Luton and 
Bedfordshire (19.4%), Hertfordshire (12.5%) and Cambridge (7.4%) with individuals predominantly from Pakistan, India, Bangladesh, 
South Africa and Zimbabwe. Efforts will therefore be in line with the data to increase representation in the Trust and additional resources 
in the recruitment team will be dedicated to carrying out targeted activities. 
 
It is also noted that although there has been a slight increase in BAME staff year on year there is a continued lack of representation in 
senior leadership positions.  The continued delivery of the Trusts new leadership strategy which includes initiatives to provide targeted 
leadership development for BAME staff at entry and more senior levels will support with this.  
 
 

 
 
 

Indicator 2     As at 31 Mar 
2017       As at 31 Mar 

2018   

Relative likelihood of 
BAME staff being 
appointed from 
shortlisting across all 
posts. 

  White  BAME Unknown  White  BAME Unknown 
Sum of Shortlisted 4912 379 71  3062 298 57 
Sum of Appointed 312 12 1  276 10 12 
Relative likelihood shortlist to 
Appt. 0.06 0.03    0.09 0.03   

Relative likelihood of White 
candidates being appointed 
Compared to BAME  

2.01  times greater  2.69  times greater  

White applicants shortlisted:  decrease of 1850 (37.6%)   
BAME applicants shortlisted:  decrease of 81 (21.3%)  
               

The data highlights that there was a decrease in the overall numbers shortlisted for both white and BAME candidates, however the 
percentage decrease for BAME applicants was lower than that of white counterparts.  
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It is noted, however, that that the likelihood of white staff being appointed compared to BAME staff has increased by 0.68 which 
highlights that the position of the Trust has worsened.   
 
The Trust shortlists candidates via NHS jobs which ensures that all personal data that can give an indication of applicant’s ethnicity, 
gender and age are removed before application forms are passed to managers for shortlist. However BAME applicants remain less 
likely to be appointed following interview than their white counterparts.  
 
Additional resources in the recruitment team will be dedicated to further explore of the reason for the lack of BAME appointments, better 
understand the underlying issues and ensure targeted action can be taken. 
 
The ongoing roll out and embedding of recruitment and selection and unconscious bias training to recruiting managers will continue to 
give interviewing managers the required skills to drive improvements. The recruitment team is also working with the EQDI team scope 
additional measures that can be put in place at the point of interview to ensure that BAME candidates are fairly assessed such as: 
 

- Increasing the diversity of interview panels to include a trained BAME representative particularly where BAME candidates, are 
applying for management roles at band 7 and above to support with ensuring there fairness and consistency. 

- Ensuring all roles have a clear person spec against which candidates are benchmarked, and agreed interview questions that 
assess to what extent candidates meet the required criteria and demonstrate the satisfactory levels of skills and experience.  
This will provide a clear framework for assessment closely linked to the requirements of the role.  

- Encouraging recruiting managers to take “positive action” as lawfully allowed by the Equality Act whereby employers are 
able to favour a candidate from an under-represented minority in the event where two candidates for a job or for promotion 
are equally well qualified. 
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Indicator 3     As at 31 Mar 
2017       As at 31 Mar 

2018   

Relative likelihood of BAME 
staff entering the formal 
disciplinary process, as 
measured by entry into a 

formal disciplinary 
investigation. This indicator 
will be based on data from a 
two year rolling average of 

the current year and the 
previous year. 

  White  BAME Unknown  White  BAME Unknown 

Number of Disciplinary 
Cases 

50 2 11  81 6 19 

Likelihood of staff 
entering formal 
disciplinary process 

0.0127 0.0204    0.01950 0.05042  

Relative likelihood of 
BAME staff entering 
formal disciplinary 
process compared to 
white staff is: 

1.61 times greater   2.59  times greater 

 
The overall numbers of white, BAME and unknown staff entering formal disciplinary processes has increased across the organisation, 
however, it should be noted that there has been a marked increase in the likelihood of BAME staff entering formal disciplinary processes 
as compared to their white counterparts. The ongoing roll out of unconscious bias training for managers alongside the planed review of 
formal casework will support with this and highlight trends to be addressed.  
 
The Trust is currently scoping the introduction additional targeted measures such as: 
 

- Ensuring there is a diverse panel and BAME representation at disciplinary investigations and hearings 
- Introducing a pre-disciplinary questionnaire for BAME staff that must be completed prior to line managers taking the decision to 

commence formal disciplinary proceedings. This will ensure all reasonable avenues have been explored and there is sufficient 
justification for formal proceedings to commence. 

- Introducing the The Cultural Ambassador programme devised by the RCN to formally train BAME members of staff as “cultural 
ambassadors” to partake in investigation teams and panels considering disciplinary allegations against BAME staff and identify 
and challenge discrimination and cultural bias they may observe 
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Indicator 4     As at 31 Mar 
2017       As at 31 Mar 

2018   

Relative likelihood of BAME 
staff accessing non-

mandatory training and 
CPD. 

  White  BAME Unknown   White  BAME Unknown 

Numbers (headcount) 
Attending Non Mandatory 
Training & CPD 

426 2 65   1017 45 89 

Likelihood of staff 
accessing non-
mandatory training & 
CPD 

0.1100 0.0200     0.24 0.38  

Relative likelihood of 
white staff accessing 
non-mandatory training & 
CPD compared to BAME 

5.29 times greater 

 

0.65 times greater 

White staff accessing non mandatory training has increased by 591 employees         
BAME staff accessing non mandatory training has  increased by 43 employees   
         

There has been a marked increase in the number of both white and BAME staff accessing non mandatory training, and a significant 
reduction in the disparity.  
 
The Corporate Learning and Development team will continue to build on the improvements by introducing anonymised training 
applications forms and transparent and structured process for all staff to request access to non-mandatory training and CPD.  
 
 

        
Indicator 5     As at 31 Mar 

2017       As at 31 Mar 
2018   

KF 25. Percentage of staff experiencing harassment, 
bullying or abuse from patients, relatives or the public in 
last 12 months. 

White    BAME   White    BAME 

50   49  50  40 
WHITE:  Unchanged                  
BAME:  Decrease of 9%                 
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The data highlights that the percentage of BAME staff experiencing external harassment reduced by 9% from the previous year.  This 
is positive and the current figure of 40% is in line with the average for ambulance Trust which sits is 39%. 
 
The rollout of the planned conflict resolution training is ongoing and has proved to be beneficial to provide staff with the necessary skills 
to deal with aggressive members of the public.  
 

         
Indicator 6     As at 31 Mar 

2017       As at 31 Mar 
2018   

KF 26. Percentage of staff experiencing harassment, 
bullying or abuse from staff in last 12 months. 

White    BAME   White    BAME 
29.   40  32  33 

WHITE:  Increase of  3%               
BAME:  Decrease of 7%                 
It is positive to see that there has been a year on year decrease in the number of BAME employees experiencing bullying and 
harassment from staff although it has been noted that the numbers of white staff experiencing bullying and harassment has increased 
year on year.  
 
The data therefore indicates that there is a similar likelihood of both white and BAME staff experiencing bullying and harassment from 
other staff. The figures are largely on par with the wider ambulance sector averages (27% for white staff and 32% for BAME staff) 
however there is more work to be done to drive further improvement in the figures.  
 
The Trust continues to have a zero tolerance approach to bullying and harassment and it is a key aspect of the Leadership Charter.  
An anti-buying and harassment campaign has been run in line with the National Ambulance NHS call to action and the Freedom to 
Speak Up Guardians are in post to encourage staff to raise concerns confidentially; this service particularly is seeing very positive 
results.    
 
The People and Culture Directorate will continue to oversee the “”Raising Concerns” agenda in the organisation to ensure that results 
continue to improve with regards to this.  
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Indicator 7     As at 31 Mar 

2017       As at 31 Mar 
2018   

KF 21. Percentage believing that trust provides equal 
opportunities for career progression or promotion. 

White    BAME   White    BAME 

69   45  64  48 
WHITE:  Decrease of 5%               
BAME:  Increase of 3%                 
There has been an improvement in the results for BAME staff and the figure is directly in line with the ambulance sector average (also 
48%). It has been noted, however, that percentage of BAME staff that believes the Trust provides equal opportunities is lower than 
white counterparts, and there has been a further decrease data for white staff. 
 
These results continue to reflect the findings of the staff survey and Cultural Audit. Revised approaches to talent management and 
succession planning contained within the Leadership strategy are currently being developed and will provide a more open and 
transparent approach to all development opportunities.  
 
A new appraisal process has been launched with a focus on personal development and talent management, and line managers have 
received “Compassionate Conversations” training to support with this.  A career development framework is also being developed to 
enable managers to support their staff to access both internal and external development opportunities. 
 

         
Indicator 8     As at 31 Mar 

2017       As at 31 Mar 
2018   

Q17. In the last 12 months have you personally 
experienced discrimination at work from any of the 
following? 
 
b) Manager/team leader or other colleagues 

White    BAME   White    BAME 

11   24  13  16 

WHITE:  Decrease of 0.33%               
BAME:  Increase of 14.14%                 
It is positive to see a marked decrease for BAME staff experiencing discrimination, and the percentage sits below the ambulance sector 
average of 18%. It is noted that the figure remains higher than that of white counterparts, and there has also been an increase in the 
numbers of white staff experiencing discrimination. The remedial action to support with this will feed into the Trusts anti-bullying and 
raising concerns agenda.  
 
It is also anticipated that further and embedding of the leadership strategy will support with improving results for both BAME and white 
staff. Unconscious bias and Cultural Awareness training may also support with improving results for this indicator. 



11 | P a g e  
 

 
        

Indicator 9     As at 31 Mar 
2017       As at 31 Mar 

2018   

Percentage difference 
between the 

organisations’ Board 
voting membership 

and its overall 
workforce. 

  White  BAME Unknown   White  BAME Unknown 

Total Number of Board members - % by 
Ethnicity 64.29  7.14  28.57   66 6.67 26.67 

Total Number of Voting Board members - % 
by Ethnicity 69.23  7.69  23.08   60 10 30 

Total Number of Non-Voting Board 
members - % by Ethnicity 0.00  0.00  100.00   80 0 20 

Total Number of Non-Executive Board 
members - % by Ethnicity 42.86  14.29  42.86   50 12.5 37.5 

Total Number of Executive Board members 
- % by Ethnicity 85.71  0.00  14.29   85.71 0 14.29 

Overall Workforce - % by Ethnicity  85.93  2.13  11.94   85.82 2.46 11.72 

Difference (Overall Workforce - Total Board) -21.64  5.01  16.64   -19.16 4.21 14.95 
There has been a headcount increase of 1 white member to the board 
meaning between 2017 and 2018 the overall board headcount has 
increased from 14 to 15 members. The number of BAME board 
members remain unchanged as 1. 
 
The difference in percentages year on year is a reflection of an overall 
increase of staff in post (4591 in 2017 and 4839 in 2018). 

              

                
The Trust Board remains statistically better represented by BAME than the wider workforce however it, it is still not reflective of the communities 
the organisation services.   
 
The Trust is continuing to develop succession planning and leadership development approaches with a specific focus on BAME staff with a 
positive action approach to develop internal talent for future senior roles. 
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1. WORKFORCE RACE EQUALITY STANDARDS REPORTING SUBMISSION 
 
Every year all NHS organisations have to report on the make-up of their ethnic minority workforce through a standard template set by the NHS 
England’s WRES Team. The data collated is for the period 1st April to 31st March 2018 from ESR, NHS Jobs and Staff Surveys. 
 

(a) The Board is requested to review and approve the attached WRES data so it can be submitted to NHS England by 10th August 2018.  
(b) Once approved the EEAST Workforce Planning Manager will need to report data by 10th August 2018. 
(c) The WRES data will then be published onto the Trust’s website thereafter.  

 
 

2. WRES EXPERT PROGRAMME 
 

To support with the WRES agenda the Trust has supported Ema Ojiako, Deputy Director of People and Culture to attend the WRES Expert 
training at the NHS Leadership Academy. The programme commenced in March 2018 and will conclude in November 2018. A key element of 
the training is to increase knowledge, capacity and confidence to lead strategies for systemic and cultural change that will embed the WRES 
within the organisation. Ema will lead on the WRES agenda at EEAST supported by the EQDI team.  

Ema has also joined both the national and Ambulance BAME networks to forge a “joined up approach” and further a platform for shared 
learning and best practice.  

The WRES workshop for all staff groups facilitated by Yvonne Coghill will take place on the 30th of July. All BAME members of staff have been 
personally invited to attend and following the session the Trust’s current WRES action plan will be refreshed in line with feedback and input 
from the day.  

At the workshop on the 30th July the EEAST BAME network will be launched. The Terms of Reference and Work plan for the network are 
currently being finalised and will sit in line with the national and ambulance BAME networks to further promote a shared agenda.  

A key focus of the network will be to create a supportive working environment and policy framework for Black and Minority Ethnic (BAME) 
colleagues at EEAST whilst also encouraging all staff within the Trust to understand the needs of BAME individuals within the community. 

 

 

 
 
 
 



                 EEAST Draft Workforce Race Equality Standard Action Plan 2017/18 

 

WRES Indicator Action Progress to Date 
WRES Indicator 1.  
Percentage of staff in each 
of the AfC Bands 1-9 and 
VSM (including executive 
Board members) compared 
with the percentage of staff 
in the overall workforce. 
(Note: Organisations 
should undertake this 
calculation separately for 
non-clinical and for clinical 
staff) 
 

1. Review internal recruitment and selection policies to ensure that 
recruitment processes are fully diversity managed.  This review and 
improvement to systems should include: 

 
a. Assurance that all job roles are developed and recruited to in-line 

with organisational policy and best practice. 
b. Equitable provision of non-mandatory development opportunities to 

help level the playing field drawing for BME staff, bearing in mind the 
evidence that opportunities such as secondment, acting up, 
shadowing and leading projects are key enablers for career 
progression and development. 

c. Consideration on how and where the job is advertised. Do adverts 
include relevant positive messages about commitment to having a 
diverse workforce? 

d. Consideration on how applications are shortlisted, including any 
screening tests/assessment centres used. 

e. Assessment of psychometric/online tests risks, to ensure that they 
are not discriminatory. Employers should reconsider using such tests 
as a pre-screening part of the process and as a part of the selection 
process, post shortlisting.  

f. Consideration of how references are written and evaluated.  
g. Focus on the structure that interview processes take, their 

components including what questions are asked, and who is on the 
panel.  

h. Reflection on how decisions are taken after the interview process.  
i. Focus on the way in which new staff are welcomed into the 

workplace, their induction process, support, encouragement, and 
opportunities they are given. 

Capacity restraints 
within the recruitment 
team has meant focus 
has been on the 
delivery of the 
increased ISR 
establishment. 
 
Additional resources 
are currently being 
recruited that will allow 
focus on the actions to 
support this indicator. 

http://east24/


j. Assurance that all members of the recruitment panel are trained on 
recruitment and selection with a key focus on equality and diversity 
as part of this training. 

 
 

 
WRES Indicator 2.  Relative 
likelihood of staff being 
appointed from shortlisting 
across all posts 
 

1. Develop internal accreditations for managers to be selection/interview 
panel members.  This accreditation will include training on the Equality 
Act 2010, and its relevance to fair recruitment and selection 
management and implementation.  The intention is that organisations 
will set future targets that will ensure that all staff who are responsible 
for taking part in recruitment panels will be appropriately trained, and 
have the local accreditation to do so. 

 
2. It is proposed that Trusts promote and articulate their desire to have fully 

diverse boards when recruiting to director vacancies, and clearly include 
this requirement when commissioning recruitment consultancies, and 
also include such statements in the text of any adverts.   
 

3. Set stretch targets for the percentage of BME staff in the workforce, and 
until such time the target is reached, BME applicants who meet the 
minimum standard for shortlisting are to be guaranteed an interview.  
This action is lawful under the Equality Act 2010, and would encourage 
people from BME backgrounds to help them overcome disadvantages in 
competing with other applicants.  The 2015 WRES data report that, for 8 
of the ambulance sector Trusts, clear evidence indicates a consistent 
level of disadvantage in the conversion rate of BME shortlisted 
applicants into firm job offers. 

 
4. Revise recruitment packs to include a document so that post interview 

the Chair of the panel sets out the reason why any BME shortlisted 
candidate has not been selected for appointment.  The data gathered 

Capacity restraints 
within the recruitment 
team has meant focus 
has been on the 
delivery of the 
increased ISR 
establishment. 
 
 Additional resources 
are currently being 
recruited that will allow 
focus on the actions to 
support this indicator. 



from interview panel outcomes are to be reported to the Board each 
quarter.  It may be necessary to implement directorate or corporate 
positive action programmes in line with current legislation if recruitment 
performance does not improve such that the workforce does not steadily 
move towards being representative of the local population.  

 
5. Trust boards to receive quarterly updates on workforce race equality as 

per the WRES data and its associated annual reporting template. 
 

6. Trusts to sponsor recruitment fairs targeting BME communities in order 
to increase the potential of the sector’s workforce demographic being 
more reflective of the communities it serves. 
 

7. Draw upon expertise from BME networks to be included on recruitment 
panels where possible and appropriate. 

 
8. Work with HEI’s and HEE widening participation agenda to promote 

career opportunities within Trusts to a wider diverse learner base. (follow 
or adapt the East Midlands Model)  http://www.emascareers.com/ 
 

9. Work with relevant universities regarding their recruitment practices to 
increase the likelihood that the intakes on paramedic courses are more 
racially diverse 
 

 
WRES Indictor 3. 
Relative likelihood of staff 
entering the formal 
disciplinary process, as 
measured by entry into a 
formal disciplinary 
investigation. This 
indicator will be based on 

1. Undertake a review of formal casework by area to ascertain any 
potential reasons greater likelihood of BAME staff entering formal 
process 

 
2. Improve demographic monitoring of casework will be delivered through 

the development of a SharePoint ER case management system.   
 

3. Unconscious bias training for managers  

Unconscious bias 
training has been 
launched across the 
organisation and the 
roll out of the 
programme is ongoing.  
 
The end to end 

http://www.emascareers.com/


data from a two year rolling 
average of the current year 
and the previous year. 

 
4. Training for managers in managing disciplinary 

management of 
casework is under 
review to highlight 
trends and anomalies 
and put systems and 
process in place to 
support with this. 
 
The Trust will soon 
launch a pre-
disciplinary 
questionnaire to ensure 
line managers fully 
explore all alternative 
avenues for resolving 
issues before 
commencing formal 
proceedings 

WRES Indicator 4. Relative 
likelihood of staff 
accessing non-mandatory 
training and CPD. 

1. Improve recording of non-mandatory training  
 

2. Provide bespoke opportunities for BAME staff to access non-mandatory 
training and leadership development as set out in the leadership 
strategy. 

 

The training and 
development team are 
currently introducing 
anonymised training 
application forms to 
ensure training 
requests are granted 
on merit and relevance 
to role.  
 
A targeted training and 
development 
programme for BAME 
staff is also being 
developed 
 
 



WRES Indicator 5. 
 
KF 25. Percentage of staff 
experiencing harassment, 
bullying or abuse from 
patients, relatives or the 
public in last 12 months. 

1. Via B&H Campaign Chief Executives and Trust Boards to re-affirm zero 
tolerance of abuse, bullying and harassment from patients, relatives and 
the public  as set out in Leadership charter 
 

2. Deliver comprehensive B&H campaign and awareness raising/training 
 

3. Ensure prosecutions are pursued wherever possible for acts of violence 
against staff 
 

4. Deliver revised conflict resolution training 
 

5. Deliver NHS protect Action Plan 
 
 

 

 
The Trust has run an 
anti-bullying and 
harassment campaign 
under the slogan 
#weareeast and will 
continue in the 
promotion of this 
 
Dignity at work training 
and conflict resolution 
training has been rolled 
out across the 
organisation  

WRES Indicator 6. 
KF 26. Percentage of staff 
experiencing harassment, 
bullying or abuse from staff 
in last 12 months. 

1. Deliver comprehensive B&H campaign and awareness raising/training 
linked to Trust Values and Leadership Charter 
 

2. Review existing policies and procedures on bullying and harassment.   
 

3. Increase focus on informal conflict resolution 
 

4. Improve monitoring and reporting of incidents of bullying and 
harassment via share point ER database so that patterns and trends 
can be identified and reported 

 

A review of policies and 
procedures is 
underway to ensure 
they are fit for purpose 
and allow for 
satisfactory resolution 
of issues. 
 
The Trust is currently 
setting up a mediation 
service to support with 
the informal resolution 
of issues. Internal 
mediators are currently 
being trained in line 
with this 

WRES Indicator 7. 
KF 21. Percentage 
believing that trust 

1. Implement revised approaches to talent management and succession 
planning within the Leadership strategy 
 

The new appraisal 
process has been 
launched and 



provides equal 
opportunities for career 
progression or promotion. 

2. Provide a more open and transparent approach to all development 
opportunities 

 
3. Launch new appraisal process with a focus on personal development 

and talent management with a quality dip sample process to ensure that 
appraisals are meaningful for staff.  

 
4. Deliver career development framework to enable managers to support 

their staff to access development opportunities both internal and 
external to the Trust. 

“compassionate 
conversations” training 
rolled out to line 
managers to support 
with this.  
 
A career development 
framework is currently 
being developed by the 
L&D team 
 

WRES Indicator 8. 
Q17. In the last 12 months 
have you personally 
experienced discrimination 
at work from any of the 
following? 
 
b) Manager/team leader or 
other colleagues 

1. The Trust will deep dive this indicator to understand what the basis of 
discrimination is in order to take appropriate action and feed into the 
anti-bullying campaign.  

 
2. Implement the Leadership Charter and Leadership Strategy  

 
3. Deliver Unconscious bias and Cultural Awareness training 

 
4. Develop BAME staff group as per employee engagement strategy 

 

The Leadership Charter 
and Leadership 
Strategy have been 
launched and delivery 
of the Leadership 
strategy is underway 
 
Unconscious bias 
training has been rolled 
out and the Trust 
BAME network will 
launch on 30th July 
2018 
 

WRES Indicator 9. 
Percentage difference 
between the organisations’ 
Board voting membership 
and its overall workforce. 

1. Develop and implement succession planning and leadership 
development approaches with a specific focus on BAME staff with a 
positive action approach to develop internal talent for future senior roles. 

The L&D team are 
currently developing a 
talent management and 
succession planning 
framework of which a 
defined element will be 
to the development of 
BAME staff for future 
senior roles 
 



 



 

  

 

Report title: Q1 2018-19 Freedom to Speak up Guardians Report 
 

 

Report author(s): 
Anna Price & Simon Chase 
Safeguarding Leads/FTSU 
Guardians 

Sponsoring 
director: 

Lindsey Stafford-Scott 
Director of People and Culture 

 
Purpose: 
 

Decision Assurance For information Disclosable  
  × Non-disclosable  

 
Executive summary: 
The Department of Health responded to the Sir Robert Francis report on ‘Freedom to speak up’ and the 
investigation at Morecambe Bay University Hospitals NHS Foundation Trust in their report ‘Learning not 
Blaming’, published in July 2015. In this report, the department accepted a number of recommendations 
including the one that there should be a “Freedom to Speak Up Guardian” in every NHS trust and NHS 
foundation trust, appointed by the chief executive, to act in a genuinely independent capacity to provide the 
leadership and support to create a culture where staff understand and feel confident in raising concerns, 
however insignificant they may appear, so that it becomes part of normal, everyday practice. As well as 
ensuring staff know how to and where to raise concerns, they should feel entirely confident that their 
concerns will be listened to and acted upon as necessary and, most significantly, that they will not 
experience any detriment for having raised their concerns. These new local roles are being supported 
through a network by the newly established office of the National Guardian.  
 
For the East of England Ambulance Service the guardians appointed are Simon Chase (Safeguarding 
lead) & Anna Price (Named Professional for Safeguarding). 
 

 
Other key issues to draw to the 
Board’s attention: 

 Update for this quarter 
 

• Raising concerns task & finish group have successfully met 
a number of times and concluded that FTSU is now 
business as usual. This group will continue. 

• Intranet webpage is fully established. 
• Participated in the NGO FTSU survey. 
• FTSU National Ambulance Network group continues to 

establish with Anna Price Co-chairing.  
• Continued engagement meetings with CEO, Executive 

Director & Non-Executive Director.  
• NGO presentation of National Ambulance Network (NAN) 

(May in London) 
• Met with NGO to present action learning case studies which 

will be implemented at July’s NAN meeting being held in 
Yorkshire. 

• Attended FTSU regional meeting 
• Crib sheet devised in EEAST used as best practice from the 

NGO and disseminated to all NHS guardians for use 
• Internal Audit completed and showed substantial assurance 

with no recommendations for FTSU 
• Interviewed under the well-led domain for FTSU 
• Completed NHSI Board self-assessment tool. 
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• First annual report published 
• Annual report presented at the first People & Culture 

meeting EEAST 
• Public Board presentation from a member of staff who 

raised a concern. 
• Forwarding planning for “Speak up month” which is being 

held in October 2018 
• New appointment of our FTSU NED Lizzy Firmin 

 
Data - Numbers and themes 
Total of 6 cases to date in Q1 (cumulative total 30). 
Themes remain constant with behavioural/relationship & bullying & 
harassment (NGO defined categories) 
 
Outcomes 
Engagement of staff in cases 
Engagement with managers where appropriate 
Communication of work streams to staff 
Trends discussed direct with CEO/ED 
 
Next steps 
To continue the promotion and communication of FTSU within 
EEAST 
To continue to work with the National Ambulance Network   
Seek feedback for cases resolved  
 

 
Action required by the Board: 
To continue to support the raising concerns agenda  
 

 
Previously considered by and recommendation(s) made: 
Nil to note 
 

 
Related Trust strategic objective(s): Please indicate those 

applicable (X): 
Putting into place a new responsive operating model to deliver sustainable 
performance and improved outcomes for patients 

 

Maintaining the focus on delivering excellent high quality care to patients 
 

 

Guarantee we have a patient focused and engaged workforce 
 

× 

Delivering innovative solutions to ensure we are an efficient, effective and 
economic service 

 

Playing our part in the urgent and emergency care system, being community 
focused in delivering the NHS Five Year Forward View 

 

 
Other: Please indicate if 

applicable (X): 
To ensure effective governance and compliance  
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 Please answer Yes or No. If yes, please provide appropriate brief details 
Legal implications  

 
Regulatory requirements Yes 

 
Equality and diversity impacts  

 
 



 
 

 EEAST: FTSU Q1 report 
Date, July 2018 
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Anna Price & Simon Chase 
EEAST Freedom to Speak up Guardians 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 



 

 
 

  

EEAST: FTSU Q1 report 
Date, July 2018 
 

 
Recap on FTSU requirements 
 
When the Department of Health responded to the Sir Robert Francis report on ‘Freedom to speak 
up’ and the investigation at Morecambe Bay University Hospitals NHS Foundation Trust, their report 
known as ‘Learning not Blaming’, published in July 2015, the DoH accepted a number of 
recommendations including the one that there should be a “Freedom to Speak Up Guardian” in 
every NHS trust and NHS foundation trust. 
 
It was expected that the guardians would act in a genuinely independent capacity to provide the 
leadership and support to create a culture where staff understand and feel confident in raising 
concerns, however insignificant they may appear, so that it becomes part of normal, everyday 
practice.  
As well as ensuring staff know how to and where to raise concerns, they should feel entirely 
confident that their concerns will be listened to and acted upon as necessary and, most significantly, 
that they will not experience any detriment for having raised their concerns.  
The new local roles are being supported through a network by the newly established office of the 
National Guardian.  
 
For the East of England Ambulance Service the guardians appointed are Simon Chase 
(Safeguarding lead) & Anna Price (Named Professional for Safeguarding). 
 
 
Update for this quarter 
 
Raising concerns task & finish group have successfully met a number of times and concluded that 
FTSU is now business as usual. This group will continue 
Intranet webpage is fully established. 
Participated in the NGO FTSU survey. 
FTSU National Ambulance Network group continues to establish with Anna Price Co-chairing.  
Continued engagement meetings with CEO, Executive Director & Non-Executive Director.  
NGO presentation of National Ambulance Network (NAN) (May in London) 
Met with NGO to present action learning case studies which will be implemented at July’s NAN 
meeting being held in Yorkshire 
Attended FTSU regional meeting 
Crib sheet devised in EEAST used as best practice from the NGO and disseminated to all NHS 
guardians for use 
Internal Audit completed and showed substantial assurance with no recommendations for FTSU 
Interviewed under the well-led domain for FTSU 
Completed NHSi Board self-assessment tool. 
First annual report published 
Annual report presented at the first People & Culture meeting EEAST 
Public Board presentation from a member of staff who raised a concern. 
Forwarding planning for “Speak up month” which is being held in October 2018 
New appointment of our FTSU NED Lizzy Firmin 
 
Q2 Data - Numbers and themes 
Total of 6 cases to date in Q1 (cumulative total 30). 
Themes remain constant with behavioural/relationship & bullying & harassment (NGO defined 
categories) 
 
Outcomes 
Engagement of staff in cases 
Engagement with managers where appropriate 



 

 
 

  

EEAST: FTSU Q1 report 
Date, July 2018 
 

Communication of work streams to staff 
Trends discussed direct with CEO/ED 
 
Next steps 
To continue the promotion and communication of FTSU within EEAST 
To continue to work with the National Ambulance Network 
Seek feedback for cases resolved  



 
 

 EEAST: FTSU Q1 report 
Date, July 2018 

 

FTSU National Ambulance Network  



Page 1 of 7 

 

Report Title: Employee Engagement Plan 
 

 

Report Author(s): 
Lindsey Stafford-Scott, Deputy 
Chief Executive, Director of 
People and Culture 

Sponsoring 
Director: 

Robert Morton, Chief Executive 
Officer 

 
Purpose: 
 

Decision Assurance For Information Disclosable x 
 x  Non-Disclosable  

 
Executive Summary: 
 
In May 2017 the Trust Board received a report on the Trust’s Employee Engagement Strategy and the 
plans for implementation. 
 
That report set out the aims that drive all engagement activity in the Employee Engagement Strategy which 
are: 
 

1. To improve staff engagement, which in turn will lead to improved recruitment and retention and staff 
wellbeing 

2. To help develop a supportive and inclusive culture that reflects the Trust’s vision and values 
3. To create a one team approach, breaking down silos within the Trust 
4. To empower managers to engage and communicate with staff and volunteers 
5. To create a two way dialogue with staff and volunteers, ensuring managers are visible and 

accessible so peoples’ feedback and ideas are listened to and heard and innovation and best 
practise are spread through the Trust helping to shape our future 

 
Implementation of the Strategy began in August 2017 with initiatives coming on line over the following 
months. 
 
To date nine out of the thirteen engagement initiatives have been implemented either in full or in part.   
 
However, delivery of the strategy has been hampered by a range of factors including, turnover in the 
communications and engagement team, lack of capacity within a number of directorates, namely People 
and Culture, Strategy and Sustainability and Service Delivery and the challenges presented by the 
Partnership review undertaken with UNISON.  
 
Whilst it was recognised by the Trust Board that it would take some time to deliver an improvement in 
overall employee engagement and satisfaction, the indicators are that much more work needs to be done 
to improve employee engagement, reward and recognition and opportunities for staff to make 
improvements. 
 
It is also important to note the context within which the Trust is operating which is one of an identified 
capacity gap leading to increased pressure on staff, late finishes, a lack of ability to proactively develop 
and support staff alongside a very difficult winter.  This has been compounded by ongoing negative 
publicity, strained Trade Union relations and the need to deliver unpopular change such as the Building 
Better Rotas project. 
 
In the staff survey report 2017, reported to the Trust Board in March 2018, the Trust received a score of 
3.37 for the overall indicator of staff engagement. Possible scores range from 1 to 5, with 1 indicating low 
levels of engagement and 5 indicating that staff are highly engaged. The Trust's score was statistically 
unchanged from the 2016 results year on year, however the score is below average when compared to 
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other ambulance Trusts.  
 
More recently the CQC report highlighted staff satisfaction was mixed and that there was a culture of low 
morale and disengagement between frontline staff and the senior management team.   The Deloitte report 
echoed these findings, and whilst they noted that the Board has ambitious plans to influence positive 
change in the organisation’s culture and that they observed many areas of good practice, suggested that 
whilst the Trust is heading in the appropriate direction, it needed to fundamentally rethink the 
communication and engagement methods used to proactively influence this cultural change. 
 
This report seeks to address Deloitte recommendations 29 and 30: 
 
29 - The Trust should reflect on the need to build on its current communication and engagement activities 
to more proactively influence cultural change across the organisation. In particular, consideration should be 
given to refreshing the 2016 engagement strategy, using a clear and on-going staff consultation process, 
with a view to improving sentiment amongst staff and also enhancing the visibility of Board members 
across the organisation. - High 
 
30 - The Trust should review actions required to improve the rate, quality and effectiveness of the appraisal 
process as a tool for enhancing staff engagement and promoting professional development. The Trust 
should also ensure that immediate managers are equipped and capable of providing support and that 
leadership across the organisation understands the importance of demonstrating a recognition of values. - 
Medium 
 
The Report also seeks to address issues identified within the CQC report specifically; visibility of the 
Executive Team and Senior Managers and ensuring that staff are supported and trained to carry out their 
roles including appraisals. 
 
This report provides a summary of the activities undertaken to date and provides an updated Employee 
Engagement Plan to address the concerns identified via the recent external reviews. 
 
These include fully implementing those areas of the engagement strategy which have not been delivered 
to date, investment in dedicated employee  engagement roles, development of broader initiatives to 
support cohesion, break down silo’s and develop greater team working and a significant increase in the 
use of technology and social media to drive engagement across a diverse workforce. 
 
It will also be supported by the continuing roll out of the ‘Compassionate Conversations’ Appraisal process 
and evaluation of its success. 
 
It should be noted that this is a specific engagement plan and there are a range of other organisational 
development initiatives and transformations which will in turn impact on employee engagement including, 
full implementation of the wellbeing and leadership strategies, finalisation of the service delivery 
restructure, finalisation of the Building better Rotas project, recruitment of more staff, changes to career 
pathways and a revised vision and strategic goals.   
 
However, what is evident is that how we ensure staff are fully engaged in developing and implementing 
these initiatives and how well we communicate progress to our staff will be fundamental in delivering the 
improvements in employee engagement that the Trust needs. For that reason the attached plan is 
proposed as draft and subject to greater consultation with staff. 
 
Monitoring and evaluation of the engagement plan will be via the Senior and Executive Leadership Boards 
with regular reports to the People and Culture Committee with escalation of any concerns to the Trust 
Board. 
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Other Key Issues to Draw to the 
Board’s Attention: 

That there are a range of associated factors and plans that have 
an impact on employee engagement. 

 
Action Required by the Board: 
The Trust Board are asked to consider whether the report and associated  refreshed Employee 
Engagement Plan provides sufficient assurance that the issues identified in relation to Employee 
Engagement are to be satisfactorily addressed. 
 

 
Previously Considered By and Recommendation(s) Made: 
Previously considered at Trust Board in May 2017 and March 2018 

 
Related Trust Strategic Objective(s): Please indicate those 

applicable (X): 
Putting into place a new Responsive operating model to deliver sustainable 
performance and improved outcomes for patients 

x 

Maintaining the focus on delivering Excellent high quality care to the patients 
 

x 

Guarantee we have a Patient Focused and engaged workforce 
 

x 

Delivering Innovative solutions to ensure we are an efficient, effective and 
economic Service 

x 

Playing our part in the urgent and emergency care system being Community 
Focused in delivering the 5 year forward view 

X 

 
Other: Please indicate if 

applicable (X): 
To ensure effective governance and compliance  

 
 

 Please answer Yes or No. If yes, please provide appropriate brief details 
Legal Implications No 
Regulatory Requirements Yes – CQC NHSI 
Equality and Diversity Impacts Yes – engaging with minority groups within the Trust is a supported by 

this plan 
 
Background 
 
In May 2017 the Trust Board received a report on the Trust’s Employee Engagement Strategy and 
the plans for implementation (Appendix 1). 
 
That report set out the aims that drive all engagement activity in the Employee Engagement 
Strategy which are: 
 

1. To improve staff engagement, which in turn will lead to improved recruitment and retention 
and staff wellbeing 



Page 4 of 7 
 
 
 
 
 
 

2. To help develop a supportive and inclusive culture that reflects the Trust’s vision and values 
3. To create a one team approach, breaking down silos within the Trust 
4. To empower managers to engage and communicate with staff and volunteers 
5. To create a two way dialogue with staff and volunteers, ensuring managers are visible and 

accessible so peoples’ feedback and ideas are listened to and heard and innovation and 
best practise are spread through the Trust helping to shape our future 

 
Implementation of the Strategy began in August 2017 with initiatives coming on line over the 
following months. 
 
To date nine out of the thirteen engagement initiatives have been implemented either in full or in 
part these include: 
 

1. Staff Award Ceremony which was enhanced by an additional celebration of learning event in 
2017. 

2. Annual NHS Staff Survey 
3. Induction – which has been reviewed and Executive Director Videos now made available to 

support when Executive Directors are not available 
4. Team of the month – is awarded on a monthly basis by the Senior Leadership Board 
5. Managers Briefings have been held although there have been occasions where these have 

had to be cancelled due to REAP levels 
6. Managers Briefing System – this has been introduced in part with an agreed approach to 

communicating key messages first to managers then staff before going public and supported 
with a briefing document and FAQ’s.  However, this has been on an ad-hoc basis and not on 
the suggested pro-active monthly basis. 

7. Executive Question Time – this has been implemented in part with a session held at the 
Clinical Update Days and local Executive Roadshows.  However, feedback suggests a more 
planned and pro-active approach would be more effective supported by a broader Board to 
Floor approach supported by a virtual Q&A offer. 

8. Need to Know – This is well developed and has been enhanced to include a ‘what you really 
need to know’ headline based on staff feedback.  We have seen increased interaction with 
staff via this forum but recognise its limitations with many staff never accessing this content. 

9. Special Interest Groups – The All Women in EEAST Group (AWE) is well established with 
c100 members and has delivered a number of positive initiatives including a joint blue light 
International Women’s Day conference in Essex in March 2018 with over 300 attendees and 
positive media coverage.  The LGBT group is in the early stages of development and the 
Trust is working with the National WRES team to support the development of the BAME 
group.  The Disability Group has yet to initiate. 

 
 
The remaining four initiatives which have not been implemented are: 
 

1. Annual Conference – the capacity gap and high REAP levels have meant that the 
introduction of an annual conference has not been possible due to the inability to abstract a 
sufficient proportion of staff to ensure it is meaningful and has impact.  

2. Breakfast with the Chief – whilst Executive Roadshows have been held and it is clear that 
people value the opportunity to engage with the CEO and ELB colleagues these sessions 
need to be regular, planned, well publicised and staff given the opportunity to attend. 

3. Your Voice – Staff Forum – The Trust agreed to postpone the introduction of the Staff Forum 
at the request of UNISON as a means to support the ACAS facilitated Partnership review.  
However, since then despite a clear commitment to launch the forum, the lack of capacity 
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within the Communications and Engagement Teams, have prevented the implementation of 
this initiative.  

4. Social Media – Engagement Platform – Whilst the trust continues to use Social Media to 
engage with staff including Facebook Virtual Crew Rooms, Official EEASTAMB Facebook 
and Instagram and Twitter, the purchase of a bespoke Social Media Engagement Platform 
stalled.  This was in the main due to the turnover in the Communications and Engagement 
Team and a lack of capacity in the People and Culture Directorate. 

 
In relation to staff appraisal the new Compassionate Conversations process has now been rolled 
out across the Trust, supported by Training for staff and managers, both face to face and on line.  It 
is recognised that it is important to ensure that this new appraisal approach is consistently adopted 
and delivered throughout the Trust and that regular staff feedback is sought.  To date there have 
been positive responses form a number of staff with regards their experience of the training which 
have been shared via Need to Know to encourage others to engage with the process, examples 
below: 

 
“Easy to access, able to fit into a busy schedule 

Easy to understand and to follow 

It flowed from one section to the next, nice mix of easy to read text and videos to watch 

I thought it was very informative and clear 

Interactive and used a variety of media to engage the audience 

It gave a clear understanding of the topic with videos which came across as caring and 
compassionate 

It was easily understood and having members of staff involved is a good idea. The transcript are 
really good, as in an office environment it is not always suitable to have videos playing with sound 
as this could and would disturb colleagues. 

Being brutally honest, it was much better than I thought it was going to be.  I've sat through these 
sorts of things in previous roles and they tend to be laborious (at best!) but this was well structured, 
user friendly and was very clear and concise.  There wasn't a load of management jargon etc or 
buzz words, it was just a simply put together, well created course.” 

 
Whilst the delivery of the strategy has been hampered by the factors set out above it is also 
important to note the context within which the Trust is operating which is one of an identified 
capacity gap leading to increased pressure on staff, late finishes, a lack of ability to proactively 
develop and support staff alongside a very difficult winter.  This has been compounded by ongoing 
negative publicity, strained Trade Union relations and the need to deliver unpopular change such as 
the Building Better Rotas project. 
 
Notwithstanding the above, whilst it has been recognised by the Trust Board that it will take some 
time to deliver an improvement in overall employee engagement and satisfaction, the indicators are 
that much more work needs to be done to improve employee engagement, reward and recognition 
and opportunities for staff to make improvements 
 



Page 6 of 7 
 
 
 
 
 
 

In the staff survey report 2017, reported to the Trust Board in March 2018, the Trust received a 
score of 3.37 for the overall indicator of staff engagement. Possible scores range from 1 to 5, with 1 
indicating low levels of engagement and 5 indicating that staff are highly engaged. The Trust's score 
was statistically unchanged from the 2016 results year on year, however the score is below average 
when compared to other ambulance Trusts.  
 
More recently the CQC report highlighted staff satisfaction was mixed and that there was a culture 
of low morale and disengagement between frontline staff and the senior management team.   The 
Deloitte report echoed these findings, and whilst they noted that the Board has ambitious plans to 
influence positive change in the organisation’s culture and that they observed many areas of good 
practice, suggested that whilst the Trust is heading in the appropriate direction, it needed to 
fundamentally rethink the communication and engagement methods used to proactively influence 
this cultural change. 
 
This report seeks to address Deloitte recommendations 29 and 30: 
 
29 - The Trust should reflect on the need to build on its current communication and engagement 
activities to more proactively influence cultural change across the organisation. In particular, 
consideration should be given to refreshing the 2016 engagement strategy, using a clear and on-
going staff consultation process, with a view to improving sentiment amongst staff and also 
enhancing the visibility of Board members across the organisation. - High 
 
30 - The Trust should review actions required to improve the rate, quality and effectiveness of the 
appraisal process as a tool for enhancing staff engagement and promoting professional 
development. The Trust should also ensure that immediate managers are equipped and capable of 
providing support and that leadership across the organisation understands the importance of 
demonstrating a recognition of values. - Medium 
 
The Report also seeks to address issues identified within the CQC report specifically; visibility of the 
Executive Team and Senior Managers and ensuring that staff are supported and trained to carry out 
their roles including appraisals. 
 
The Executive Team and Senior Leaders across the Trust have now reviewed employee 
engagement activity and considered what steps need to be taken to fully implement the Employee 
Engagement Strategy and to find new and innovative ways to communicate and engage with staff.   
 
An updated Employee Engagement Plan is attached to this report to address the concerns identified 
via staff survey findings and the recent external reviews (Appendix 2). 
 
These include fully implementing those areas of the engagement strategy which have not been 
delivered to date, investment in dedicated employee  engagement roles, development of broader 
initiatives to support cohesion, break down silo’s and develop greater team working and a significant 
increase in the use of technology and social media to drive engagement across a diverse workforce. 
 
It should be noted that this is a specific engagement plan and there are a range of other 
organisational development initiatives and transformations which will in turn impact on employee 
engagement including, full implementation of the wellbeing and leadership strategies, finalisation of 
the service delivery restructure, finalisation of the Building better Rotas project, recruitment of more 
staff, changes to career pathways and a revised vision and strategic goals.  However, what is 
evident is that how we ensure staff are fully engaged in developing and implementing these 
initiatives and how well we communicate progress to our staff will be fundamental in delivering the 
improvements in employee engagement that the Trust needs.  
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For that reason the attached plan is proposed as draft and subject to greater consultation with staff. 
 
Monitoring and evaluation of the engagement plan will be via the Senior and Executive Leadership 
Boards with regular reports to the People and Culture Committee with escalation of any concerns to 
the Trust Board. 
 
Conclusion 
 
Employee Engagement is fundamental to the Trust in delivering its strategic aims and ensuring our 
people are enabled to deliver outstanding patient care. 
 
The context that the Trust has been and continues to be operating in is extremely challenging with 
ongoing capacity issues, system challenges, increased demand and acuity, adversarial local 
UNISON activists, associated political pressure and regulatory scrutiny.   
 
Engagement alone cannot improve staff satisfaction, advocacy, retention and improved patient care.  
We do though recognise that effective engagement and improved communication can ensure that 
our people are engaged, well informed, able to influence and can ultimately improve our services to 
patients.  On that basis we need to refresh and re-energise our employee engagement approaches, 
provide the necessary resources and focus in this area and develop robust evaluation 
methodologies to demonstrate the impact such initiatives can have. 
 
Recommendations 
 
The Trust Board are asked to consider whether the report and associated  refreshed Employee 
Engagement Plan provides sufficient assurance that the issues identified in relation to Employee 
Engagement are to be satisfactorily addressed. 
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THE STRATEGY 

1. WHAT IS EMPLOYEE ENGAGEMENT? 

Employee engagement is a workplace approach designed to ensure that employees feel committed to their 
organisation’s goals and values, motivated to contribute to organisational success, and are able at the same 
time to enhance their own sense of well-being. Engaged employees enjoy more satisfaction at work, have 
improved productivity, as well as think, behave and act in a positive way. 
 
There are the aims that drive all engagement activity in this strategy: 
 

1. To improve staff engagement, which in turn will lead to improved recruitment and retention and staff 
wellbeing 

2. To help develop a supportive and inclusive culture that reflects the Trust’s vision and values 
3. To create a one team approach, breaking down silos within the Trust 
4. To empower managers to engage and communicate with staff and volunteers 
5. To create a two way dialogue with staff and volunteers, ensuring managers are visible and accessible so peoples’ feedback and ideas 

are listened to and heard and innovation and best practise are spread through the Trust helping to shape our future 
 

 
1.1 APPROACH 

• Building on the knowledge and learning from the cultural audit, NHS staff survey and CQC inspection  
• Building trust and creating more pride in the service  
• Informing engaging, and changing behaviours. Based on our values of honesty, care, teamwork, respect and quality.  
• Creation of a one team approach where everyone can reach their full potential 
• Adoption of Engaging for Success model 

 
 

 

 

 

Employee Engagement is 
about how we create the 
conditions in which 
employees offer more of their 
capability and potential.” 

David Macleod, Engaging for 
Success 

Informing Engaging Changing 
behaviours 
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2. STRATEGIC CONTEXT  

The East of England Ambulance Service NHS Trust (EEAST) has been through a turnaround period and has now moved to a transformation 
phase, as we look to develop the ambulance service of the future – one that better supports patients and staff in collaboration with the wider 
healthcare community. 
 
This transformation will see changes to the operating model, and supporting infrastructure, alongside the continuing development of better staff 
development, support and health and wellbeing services.   This will need to be delivered in a context of a tightening financial environment, 
meaning EEAST’s new model will need to be more effective, efficient and productive. 
 
The cultural audit, carried out in 2016/17 shows that the single biggest impact on staff health and wellbeing is leadership. This strategy will sit 
alongside a new leadership strategy which aims to develop the leaders of the future – leaders who have the skills and ability to better engage 
with staff and lead the transformation of the service. 
 
Notwithstanding all of the above, EEAST has demonstrated a track record of being able to sustainably improve performance and is highly 
regarded by the public and patients. There are amazing examples of the work our staff, managers and volunteers do every day in helping the 
community and these achievements need celebrating and promoting more effectively.   
 

3. WHY IS EMPLOYEE ENGAGEMENT IMPORTANT? 

 
The Engaging for Success movement was borne out of the MacLeod Report, after David MacLeod and Nita Clarke were asked by the UK 
government in the autumn of 2008 to take an in-depth look at employee engagement and to report on its potential benefits for companies, 
organisations and individual employees. There were four common themes that emerged from the extensive research captured in the Engaging 
for Success 1report to government. 

 It describes highly engaged organisations as having: 
 
“strong and authentic values, with clear evidence of trust and fairness based on mutual respect, where two way promises and 
commitments – between employers and staff – are understood, and are fulfilled.” 

 
                                                           
1 MacLeod. D and Clarke. N, (2009) Engaging For Success, Department for Business, Innovation and Skills 

http://www.engageforsuccess.org/wp-content/uploads/2012/09/file52215.pdf
http://www.engageforsuccess.org/wp-content/uploads/2012/09/file52215.pdf
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When designing and delivering an engagement strategy the key Service outcome is for: 

 

 

 

Research has shown that if the Service gets the above right the key benefit will mean 

 

Engaged employees = motivated and performing employees 

  

Every employee to understand how his or her actions contribute to the overall delivery of the 
Service’s business plan 

 

Personal benefits of employee engagement include better health, happiness, work/life balance, and 
improved safety 
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4. WHAT ARE THE ENABLERS OF ENGAGEMENT? 

The four common themes that emerged from the extensive research in the MacLeod Report included: 

 

Visible, empowering leadership providing a strong strategic narrative about the organisation, where it’s come from and where 
it’s going. 

 

 

Engaging managers who focus their people and give them scope, treat their people as individuals and coach and stretch 
their people. 

 

 

There is employee voice throughout the organisations, for reinforcing and challenging views, between functions and 
externally, employees are seen as central to the solution. 

 

 

There is organisational integrity – the values on the wall are reflected in day to day behaviours. There is no ‘say –do’ gap. 

 

  

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCJD25-iT6MgCFYHGGgodtCgNEg&url=http://www.dreamstime.com/stock-illustration-set-hand-drawn-light-bulbs-symbol-ideas-image44874199&bvm=bv.106130839,d.d2s&psig=AFQjCNHihC1AgrARfs3MvS67Qgs6VWGRkQ&ust=1446224336418218
https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCP-a0rWT6MgCFcirGgodCWwIjg&url=https://www.vectorstock.com/royalty-free-vector/speech-bubble-icon-vector-1820228&bvm=bv.106130839,d.d2s&psig=AFQjCNExbHxcdKkcH_CCOoSQQEWgV6DKmw&ust=1446224262307680
http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCLeJ8qaP98gCFYfrGgodInAJ8g&url=http://www.freepik.com/free-photos-vectors/thumbs&psig=AFQjCNH7aNqtEpFWHBWa0vqU5lCxJwiUMg&ust=1446738561735928
https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCNvPv42s8sgCFcTZGgod-j8HZA&url=https://www.vectorstock.com/royalty-free-vector/business-presentation-lecture-speech-icon-vector-1320358&psig=AFQjCNG0QoE6MznEHm79w5Ordgj7T6ghog&ust=1446574425301982


6 | P a g e  

  

5. HOW IS EMPLOYEE ENGAGEMENT MEASURED? 

The NHS staff survey is a tool to allow us to find out how engaged our people are, 
identify key themes for improvement to address issues important to staff and also see 
areas we are performing well. 

Trust staff engagement scores 

Question EEAST Average 
ambulance 
sector 

Best 
ambulance 
score 

Staff recommendation of the organisation as a 
place to work or receive treatment 

3.43 3.47 3.57 

Staff motivation at work 3.66 3.66 3.74 

% staff able to contribute towards 
improvements at work 

43% 46% 55% 

Overall staff engagement score 3.41 3.41  

 
In 2016/17 EEAST carried out a cultural audit, to better understand staff perceptions of 
the Trust and to determine how the experience of work influences staff health and 
wellbeing. 

 

More than 1,700 staff took part in this survey and it identified the major workplace 
features which have the most negative and positive impact on staff: 

 

 

 

 

OUR ENGAGEMENT SCORE:  

3.41 
Out of 5  

In line with 
ambulance 
sector but, 
10% below 

the NHS 
average  
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HIGHEST IMPACT PRIORITISE 

Supportive Leadership PROMOTE & PROTECT 

Positive Work Experience PROMOTE & PROTECT 

Quality & Learning PROMOTE & PROTECT 

Home Work Conflict TACKLE 

Decision - Low Confidence TACKLE 

Violence TACKLE 

Blame & Fear TACKLE 

 

The next NHS staff survey will be carried out in the Autumn of 2017 and work has started on developing an evaluation tool to support the next 
phase of the cultural audit. 

6. BRINGING THE STRATEGY TO LIFE – OUR COMMITMENTS 

The Engage for Success report views engagement through four key lenses: 

“Visible, empowering leadership providing a strong strategic narrative about the organisation, where it’s come from and where it’s 
going.” 
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Our commitment: “Our leaders will be more accessible, and will be clearer where our Service is going.” 
For our Service this means that we will: 

• Be open and honest about the change ahead and explain why it’s happening. We will be clear about the boundaries and where our 
employees can contribute to the design and outcome and where they will not. 

• Ensure all our leaders, managers and functions work collaboratively to ensure those managing or delivering the change are fully 
supported. 

• Plan ahead – demonstrating we are in control of the change, provide time for employees to understand the impact of the change not 
only on their role/department but personally and build in time to allow them to provide input. 

• Continually plan, measure and refine our communications and methods to ensure messages and feedback are being received in a 
timely and appropriate manner. 

• Where ever possible we will keep employees updated of progress, not only when we have something to announce but also if we are still 
working on things as reducing the uncertainty will foster further trust in the process. 

 

“Engaging managers who focus their people and give them scope, treat their people as individuals and coach and stretch their 
people.” 

Our commitment: “We will treat our people as individuals, respect their opinions and value their input.” 
For our Service this means that we will:- 

• We will launch and implement a leadership development strategy, so that  our leaders have the skills and confidence to engage with 
staff and volunteers effectively and deliver change 

• Support our managers and leaders to ensure they create an environment within each of their departments where employees feel they 
can be listened to and are treated with empathy and care. 

• Provide a range of support tools and resilience programmes to ensure anyone managing a team or delivering change are themselves 
supported.  

• Continue to develop the senior leadership team so that a ‘one team’ ethos is created and silo working broken down. 
 

“There is employee voice throughout our organisation, for reinforcing and challenging views, between functions and externally, 
employees are seen as central to the solution.” 

Our commitment: “We will provide our people with a voice.” 
For our Service this means that we will:- 
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• Ensure our communication methods continue to be appropriate for the audience intended. 
• Ensure that senior management communications are followed up by line manager communications to reinforce join up and build trust 

throughout our Service. 
• Build and plan clear and regular communication channels, ensuring managers are briefed and engaged and can onward communicate 

these messages to staff and cover any questions that employees may have or want to feedback. 
• Work with all our Stakeholders to ensure the same messages that are communicated by the Service are being communicated by 

themselves.   
• Whilst Senior Leaders may be required to define the change outcome we will continue to strive for employee and staff side engagement 

for their ideas and input in design and delivery to help establish shared ownership in its outcome. 
 
“There is organisational integrity – the values on the wall are reflected in day to day behaviours. There is no ‘say – do’ gap.” 

Our commitment: “Our people will live our values and we will deliver on what we say.” 
For our Service this means that we will:- 

• Not only wait for big pieces of news to update employees but keep them constantly updated on progress thereby reducing the vacuum 
which is sometime filled with hearsay.  

• Ensure, where appropriate, our employees are one of the first groups to hear news as it emerges.  
• Strive through planning and close cooperation to remove surprises for all our employees, staffside and stakeholders. 
• Recruit, promote, reward and recognise our people for demonstrating our Values 

 

7. ENGAGEMENT STRATEGIES AND INITIATIVES – ACTION PLAN  

This strategic plan outlines the strategies and initiatives to support employee engagement at EEAST, with the view to a more engaged 
workforce. The initiatives will be developed with our people through the Your Voice – staff forum. 

 Initiative Actions 
 Your Voice – staff forum • Introduction of a people forum where ideas can be raised and sense checked 

including new initiatives and allow for two-way feedback 
 

 Staff Survey and cultural audit • Annual NHS staff survey 
• Deliver on the findings of the Cultural Audit and undertake a robust evaluation to 

measure success 
• Communicate and raise awareness of the cultural audit, findings and progress 
• Improve response rates – identify robust communications action plan for engaging 
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with hard to reach areas 
 

 Staff led Groups • Encourage and support the development of more staff led groups and forums to 
provide feedback and drive improvement  

• Empowering staff to take the initiative to locally solve problems that do not need to 
be dealt with at a senior level 
 

 Executive Question Time • Regular two-way briefings for all our staff 
 

 Set-up of a regular Managers’ 
cascade 
 

• A regular briefing from SLB given  to a wide group  of managers to cascade across 
the organisation 

 Reward and Recognition Strategy • To incorporate a regular rhythm of recognition initiatives developed with staff 
feedback.  

• Annual conference, annual awards ceremony, monthly recognition scheme 
 Internal pride campaign • Launch the new internal branding and templates with a visual poster campaign 

celebrating the value of our people “ThisisEEAST” 
 

 Identify good practice • Identify and share best practice areas of the organisation that are doing well in 
terms of engagement through case studies 

 Develop technology to support instant 
feedback 

• Develop our use of modern technology to develop innovative approaches to 
employee engagement which meet the needs of all of our employees and support 
agile engagement 
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8. EMPLOYEE ENGAGEMENT AND COMMUNICATION CHANNELS 

A regular rhythm of engagement, communication, and reward and recognition is planned on an annual, monthly, bi-monthly and weekly basis. 

Activity Medium Location Frequency Purpose Lead Support 

Annual 
Conference  

Face-to-face Non EEAST 
venue 

Annually To deliver strategic direction 
and brief on the key 

challenges ahead. An 
opportunity for networking. 

Executive team 
Chairman 

Organisational 
development team 

Comms team 
CEO office 

Staff Award 
Ceremony 

Face-to-face Non EEAST 
venue 

Annually To celebrate our people and 
our successes.  

Board Comms team 

NHS Staff Survey Online/hard 
copy 

N/A Annually To give our people a voice 
and understand what is 

important to them. 
Benchmark our staff 
engagement score.  

Director of 
People and 

Culture 

HR team 
Comms team 

Breakfast with the 
Chief 

Face-to-face EEAST venues 
across the region 

Bi-monthly An unscripted face-to-face 
session for individuals to 
connect with CEO and 

Executive team 

CEO and ELB CEO’s office 

Induction Face-to-face EEAST venues Regular event 
for new 
starters 

Opportunity to welcome new 
joiners to our Service with the 

right strategic tone 

Director of 
People and 

Culture 

Learning and 
Development Unit 

Team of the 
Month 

Face-to face / 
online 

Across the 
region 

Monthly To celebrate and recognise 
teams across our 

organisation. 

SLB Communications/People 
and Culture 

Your Voice: staff 
forum 

Face-to-face Melbourn Bi-Monthly This group will function as the 
voice of our people, building a 

sense of community, and 
working to effect change. 

Director of 
People and 

Culture 

Communications/People 
and Culture 

Manager’ 
briefings 

Face-to-face EEAST venue Twice a year To brief our Managers on the 
key challenges and issues, 

with the expectation they hold 
team meetings to brief their 

staff. 

ELB CEO office 
Comms team 
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Activity Medium Location Frequency Purpose Lead Support 

Managers briefing 
system 

Verbal N/A Monthly Two-way communications 
opportunity for managers to 
be informed about Service 

news. Expectation that 
managers will brief their 

teams. 

Communications 
Director 

Comms team 

Executive 
Question Time 

Face to face EEAST venues Quarterly Question time sessions, 
rotated around region with an 
open invite to staff. 
Unscripted; staff can email in 
questions beforehand or ask 
on the day 

 

ELB CEO office 

Need to Know Online N/A Weekly A weekly digest of 
information, with a lead article 

from a leadership team 
member.  

Communications 
Manager 

Comms team 

 
Social Media 
Engagement 

Platform 

 
Online/App 

 
N/A 

 
Ongoing 

 
Bespoke internal social media 
platform designed to support 
regular communication and 

real time feedback.  Enabling 
the trust to interact and 

engage with staff in an agile 
way and supporting the needs 

of the younger workforce 

 
Communications 

Director 

Comms team 

Special Interest 
Groups 

Face to Face Variable As per ToR Special interest groups for 
underrepresented staff 
groups/  Dependant on 

employee need and take up 
(AWE, LGBT, BAME, 

Disability) 

 
Director of 
People and 

culture 
(Executive 
sponsors) 

 
EDI Team 
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9. HOW DOES IT ALL FIT TOGETHER? 

Employee relations Employee engagement Communications and feedback Reward and recognition 
Staff partnership forum Your voice – staff forum ELB and SLB meetings Staff awards 
Local partnership fora Special interest groups Manager briefings Appraisals 
Health & safety committee Staff survey and cultural audit Team meetings Suggestions  scheme 
 Annual public meeting 1-2-1 meetings Reward scheme 
 Induction Station visits Employee benefits 
 Annual conference Need to Know  
 EDI Steering Group East24  
 Social Media Platform Breakfast time  
  Question time  
  Managers briefing system  
 

10. MONITORING AND REVIEW 

The Staff Engagement Strategy will be monitored by: 

• Executive Leadership Board 
• Senior Leadership Board 
• Your Voice – staff forum 

 

The indicators of success will be: 

• Results of Staff Survey    February 2018 
• Staff Engagement Score    February 2018 
• Positive cultural audit evaluation outcomes  March 2018 
• Low staff turnover     March 2018 
 

 

FOR QUERIES AND FEEDBACK, 
PLEASE CONTACT: 
 



Employee Engagement 2018 Refresh Plan – Draft for Consultation 

 

Activity Medium Location Frequency/Date Purpose Lead Support 

Refresh of 
Trust Vision, 
Purpose and 

Strategic Goals 

 
On-Line, Face 
to Face, Hard 

Copy 

 
All EEAST 

venues 

 
June to August 

2018 

 
To ensure Vision, Purpose 

and Strategic goals are 
relevant, clearly defined, 
widely understood and  

accessible to all in a variety 
of formats to support staff 
buy in and engagement 

 

 
Director of 

Strategy and 
Sustainability 

 
Director of People and 
Culture and Director of 
Communications and 

Engagement 

Annual 
Conference  

Face-to-face Non EEAST 
venue 

Annually 
September 2018 

To deliver strategic 
direction and brief on the 
key challenges ahead. An 
opportunity for networking. 
Multiple sessions to be held 

to enable attendance 
 

Executive Team 
Chairman 

Organisational 
development team 

Comms team 
CEO office 

Staff Award 
Ceremony 

Face-to-face Non EEAST 
venue 

Annually 
October 2018 

 

To celebrate our people 
and our successes.  

Board Comms team 

NHS Staff 
Survey 

Online/hard 
copy 

N/A Annually 
September 2018 

To give our people a voice 
and understand what is 

important to them. 
Benchmark our staff 
engagement score.  

Director of 
People and 

Culture 

HR team 
Comms team 

Senior Team 
Who’s Who 

Posters/Intranet All EEAST 
venues 

July 2018 Photograph Boards of 
Senior Leaders to be 

produced and displayed at 
every station/premise 

Director of 
Communications 

and 
Engagement 

Comms team 

Induction Face-to-face EEAST venues Regular event Opportunity to welcome Director of Learning and 



for new starters new joiners to our Service 
with the right strategic tone 

People and 
Culture 

Development Unit 

Team of the 
Month 

Face-to face / 
online 

Across the 
region 

Monthly To celebrate and recognise 
teams across our 

organisation. 

SLB Communications/People 
and Culture 

Your Voice: 
staff forum 

Face-to-face EEAST venues Bi-Monthly This group will function as 
the voice of our people, 

building a sense of 
community, and working to 

effect change. 
 

Regular reports from the 
group will go to Trust Board 
via the People and Culture 

Committee 

Director of 
People and 

Culture 

Communications/People 
and Culture 

Managers 
Engagement 

Sessions 

Face-to-face EEAST venue Minimum of 
Twice a year 

To engage with our 
Managers on the key 

challenges and issues, with 
the expectation they 
cascade to their staff. 

Executive Team CEO office 
Comms team 

Managers 
briefing system 
– supported by 

an ‘Ask the 
Manager’ online 

function  

On-Line and 
Hard Copy  

N/A Monthly Regular summary briefing 
of key Messages for 

managers  
 

Two-way communications 
opportunity for managers to 
be informed about Service 

news. Expectation that 
managers will brief their 

teams and provide 
feedback 

 

Communications 
Director 

Comms team 

Activity Medium Location Frequency Purpose Lead Support 



Senior Leaders 
Question Time 

Face to face EEAST venues Quarterly 
(first in 

September 
2018) 

Question time sessions, 
rotated around region with 
an open invite to staff. 
Unscripted; staff can email 
in questions beforehand or 
ask on the day – webinar or 
Facebook live to make 
accessible to all  

 

NED/Executive 
Team 

SLB/Local 
Leaders 

Comms team 
CEO office 

Need to Know Online N/A Weekly A weekly digest of 
information, with a lead 
article from a leadership 

team member.  

Communications 
Manager 

Comms team 

 
Social Media 
Engagement 

Platform 

 
Online/App 

 
N/A 

 
March 2019 

 
Bespoke internal social 

media platform designed to 
support regular 

communication and real 
time feedback 

 
Communications 

Director 

Comms team 

Special Interest 
Groups 

Face to Face Variable As per ToR Special interest groups for 
underrepresented staff 
groups/  Dependant on 

employee need and take up 
(AWE, LGBT, BAME, 

Disability) 

 
Director of 
People and 

Culture 
(Executive 
sponsors) 

 
EDI Team 

Reward and 
Recognition 

Initiatives 

On line and 
Face to  Face 

Variable Annually Engagement Initiatives are 
in development linked to 

key achievements such as 
Flu Vaccine, Appraisal, PU, 

Mandatory Training and 
Sickness in order to support 
engagement and wellbeing 

 
Director of 
People and 

Culture 

 
Wellbeing team/Local 

leadership 
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TURNOVER 
Turnover is monitored on a monthly basis using the principle described  
below. Currently the whole  trust  rolling  year turnover  is at 8.53% which 
equates  to an average  34.87 wte staff  leaving the Trust per month. A&E 
Turnover is at 6.42% which equates to on average 15.59wte A&E staff  
leaving the Trust per month.    
 
NOTE: Staff leaving via a TUPE  are not included for the purposes of 
calculating turnover 
 
DEFINITIONS: 
Employee turnover refers to the proportion of employees who leave an 
organisation over a set period (often on a year-on-year basis), expressed 
as a percentage of total workforce numbers.   
CIPD.(2014). Employee turnover and retention. Available: 
https://www.cipd.co.uk/hr-resources/factsheets/employee-turnover-
retention.aspx. Last accessed 20th May 2015. 

 
 
SICKNESS 
In trend terms sickness is currently running as seasonably expected . The 
Trust undertakes a constructive and consistent focus on managing 
sickness absence, both long and short term.  This is supported by 
comprehensive questioning from Day One* clinicians towards the staff who 
call in and a targeted approach from Occupational Health in conjunction 
with line managers & HR in relation to chronic sick absence cases. 
 

 
East Appraisal & Development Review  
 
EEAST's  Appraisal & Development Review (EADR) process is an 
important workforce tool which allows for meaningful dialogue about work 
performance, development and career aspirations between an individual 
and their manager.  The ADR takes place over and 12 month cycle 
individual  to each individual member of staff, therefore compliance is 
recorded over a rolling 12 months. The graph shows the % of staff 
compliant at the month end. The end of year Target is 95%  
NOTE: Operations support is now shown under Shared Support 
 

Leadership & Improvement 
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Mandatory Training Workbook 
Delivery of Mandatory training as currently via by the Mandatory 
Workbook, and is delivered on a twelve month cycle. When a member of 
staff successfully completes their Mandatory Workbook they will be 
compliant for twelve months from that point.  Therefore  the graph  show 
details of the percentage of staff that have completed it during the 
preceding 12 months. 
 

Professional Update (PU) 
The length of cycle for delivery of the Professional Update programme is 18 months (from the previous 12 months). This decision has been taken to 
accommodate the increased training commitment that the Trust has made to new Student Paramedics and the Senior Paramedic and Senior EMT 
programmes.  

Leadership & Improvement 
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VACANCIES 
 
This graph shows  the Trust's current month's vacancy rates 
by function.  It should be noted that Locality vacancies in 
this graph cover all A&E staff.  
    
The known challenges of recruiting into Hertfordshire and 
large swathes of Essex are reflected in these 
figures. Additionally it is hoped that future recruitment to the 
Associate & Intermediate Practioner roles will start to 
address vacancies in the  non registered staff element of the 
skills mix in A&E 
 

Leadership & Improvement 

A&E Frontline Vacancies 

Positions AfC Band Budgeted Est ISR Staff in post 
requirement Q1 

Finance Adjusted 
Staff in post 

Vacancies 
against Q1 

requirement 

ECP's 6 142.26   54.39   

Sups, Sen Paras, 
Paras NQP & 
Student Paras 

6&5 2003.26   1789.89   

Sen Techs, Techs, 
AAPs, ECAs, IAPs & 
HRCs 

5, 4 & 3 1136.22   920.8   

Total   3281.74 2930 2765.08 165 
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Quality – Patient Safety 

Serious Incidents  

Description 
Actual number of incidents (as defined in reporting and investigation of serious incidents 
procedure) reported within the month 
 
Analysis 
There were  10 SI’s reported in  June, 4 of which resulted in harm. The remaining 6 were 
near misses. 
 
Near Miss SI’s are those incidents identified as No harm or Low harm. 
  
Harm SI’s are those incidents identified as Moderate harm or Severe harm 
 Vehicle Cleanliness 

Description 
The number of audits reaching the cleanliness target of 95% 
 
Analysis 
Vehicle cleanliness  was at  95.0% for June 2018.  
 

Station Cleanliness 

Description 
The number of audits reaching the cleanliness target of 95% 
 
Analysis 
Station cleanliness  was at 94.0% for June 2018. 
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Quality – Patient Safety 

Number of Emergency Service Complaints 

Description 
Actual number of Emergency Service complaints received in full calendar month. 
 
 
Analysis 
There were  66 Emergency Service complaints in June 2018. 

Number of PTS Complaints 

Description 
Actual number of Patient Transport Services complaints received in full calendar month. 
 
 
Analysis 
There were  56 PTS complaints in June 2018. 
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Clinical 

Cardiac Arrest ACQI - ROSC 

Description 
% of all patients who had resuscitation commenced/ continued by EEAST following an out-of-
hospital cardiac arrest who had return of spontaneous circulation (ROSC) on arrival at hospital. 
 
Analysis 
The performance in May has remained constant from April 32.3% performance against target of 
27%.  The year to date is identical due to the start of a new reporting year and is well above the 
national average (last figures reported are for January 2018 by NHS England).   The Trust continues 
to review the cardiac arrest data closely to better understand any clinical practice that may affect 
these fluctuations and replicate the best practice where possible.  Furthermore, the Trust are 
developing a Cardiac Arrest Clinical Strategy to continue to build on the good performance to push 
for achieving the higher spectrum of National Benchmarking.  

Cardiac Arrest ACQI – Survival to discharge 

Description 
% of all patients who had resuscitation commenced/ continued by EEAST following an out-of-
hospital cardiac arrest who were discharged from hospital alive 
 
Analysis 
Again, the Trust performance has stabilised at 11.2%.  This is above the Trust target of 7% and just 
under highest national average (figures last provided by NHS England in January 2018).  Whilst 
acknowledging the small decrease in patient cohort as the denominator for this criteria, the upward 
trend is encouraging and should strengthen further with the introduction of the Trust's Clinical 
Cardiac Arrest Strategy and its aim to promote better survivability in the future. 
 
*The latest National Average available from NHS England is for September 2017. A solid red line (if shown) in the chart represents actual 
National Averages. Where the National Average line has red hashes, this indicates that the average for these months is not actual. 

STEMI ACQI – Care bundle 

Description 
% of all patients suffering a ST elevation myocardial infarction (STEMI) who received an appropriate 
care bundle (aspirin, GTN and analgesia administered and two pain scores 
recorded). 
 

Analysis 
The performance has reduced by 1% for a second month in a row but remains above the target of 
86%.  The new performance remains the highest national average since last reported by NHS 
England in January 2018.  The focus remains to push the performance upward by the ACLs  
continuing to review their missed care bundles for each of their respective areas.  
 
*The latest National Average available from NHS England is for September 2017. A solid red line (if shown) in the chart represents actual National Averages. Where the National 
Average line has red hashes, this indicates that the average for these months is not actual. 

• 2018/19 PU programme being written to include Cardiac 
Arrest 

• Cardiac Arrest Bootcamps ongoing. 
• Cardiac Arrest Checklist available throughout stores, taught 

within E&T environments and PU. 
• Resuscitation Council (UK) ALS courses being planned 

throughout the year. 
•  Ongoing monitoring of OHCA performance through OHCA 

report on AuditOnline 
•  OHCA course now complete and learning to be shared and 

disseminated (3xACL, 1xETO and 2xCCORDs completed 
course). The  case for change/SOP assessable criteria  which 
has been written by the group will link into the development 
of the cardiac arrest practice and strategy. 

•  Cardiac arrest strategy  pre-launch at Octobers clinical 
briefing. Due for full sign off and release by April 2018. 

• Cardiac care and cardiac arrest management group re-
established to help support improvements in cardiac arrest 
survival. 

• CPD day on 28th March 2018 including cardiac arrest 
management completed  

 

• As above 
• Link in with Papworth hospital reviewing end-to -

end review of some of the patients who suffer an 
OHCA who progress to PCI.  Concern that there is 
no cardiac network within the region as such 
potential risk of disjointed service delivery across 
the region. 

• Implementation of Inotropic Adrenaline for ROSC 
care with support of Clinical Advice Line 

• Increased availability of HEMS/Critical Care teams 
and or BASICs providers 

• Rocuronium trial. 
 

Actions 
• Ongoing review of all missed care bundles with 

misses reported to operations for feedback. 
• NTK article/clinical; notice sent out reminding staff 

of requirements of stemi's and identified themes 
from deep dives. This has been completed. 

• Ongoing support to E+T with 'standards of care' 
session on every core training course. 

• Ongoing poster campaign. 
• Reminders to staff via virtual crewrooms regard 

ACQI's and requirements. 
• Introduction of quality/risk communication boards 

within all stations/premises. 
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Clinical 

STEMI ACQI – Time to PPCI treatment within 150 minutes 

Description 
% of all STEMI patients who received primary percutaneous coronary intervention (PPCI) 
following direct admission to a PPCI centre whose PPCI treatment took place within 150 minutes 
of call. 
 
Analysis 
The Trust position for May has reversed the drop reported last month and has settled at 82.2% and increase of 
7.2%. The Trust target has an ambition to meet 95% which is a stretch due to the rurality and availability of 
transportable resources, which is key to meet this target along with the timeliness of our clinicians recognising a 
STEMI and transporting the patient to a PPCI centre.  It is important to highlight again that NHSE proposed changes 
with Unify (the Trust's national submission and reporting route for ACQIs) will mean that trusts will only be using 
case data from MINAP as the year progresses.  For national comparison purposes, reporting moved from 
percentage to centiles for November 2017 data onwards.  The CQS team are working to determine how we can 
depict this within the IBR, however for this month’s report it should be noted that the mean average time for 
December (latest data published) from call for help to catheter insertion for angiography (hours:minutes) was 2:18 
and for EEAST was 2:17.*The latest National Average available from NHS England is for September 2017. A solid 
red line (if shown) in the chart represents actual National Averages. Where the National Average line has red 
hashes, this indicates that the average for these months is not actual. Stroke ACQI – Care bundle 

Description 
% of all patients with suspected new stroke or transient ischaemic attack (TIA) who 
receive an appropriate care bundle (FAST assessment, blood pressure and blood 
glucose measurement) 
 
Analysis 
Developer fault identified on system used to capture Stroke figures therefore unable to verify 
accuracy of May 2018  Stroke figures at time of this draft report finalisation. Therefore Stroke 
figures for May 2018 may change. 
*The latest National Average available from NHS England is for September 2017. A solid red line (if shown) in the 
chart represents actual National Averages. Where the National Average line has red hashes, this indicates that the 
average for these months is not actual. 

Stroke ACQI – Time to HASU within 60 minutes 

Description 
% of all Face Arm Speech Test (FAST) positive stroke patients potentially eligible for stroke thrombolysis  (within 
local guidelines) who arrived at a hyper acute stroke centre (HASU) within 60 minutes of call. 
 

Analysis 
Developer fault identified on system used to capture Stroke figures therefore unable to verify accuracy of May 
2018  Stroke figures at time of this draft report finalisation. Therefore Stroke figures for May 2018 may change. 
We must also be mindful of an closure of HASU and the availability of resources to respond to this patient group 
should be considered in the context of the further reduction.  Stroke care remains a focus of the Trust and the 
ACLs continue to review Stroke cases for both clinical care and timeliness to a HASU.*The latest National Average 
available from NHS England is for September 2017. A solid red line (if shown) in the chart represents actual National Averages. Where the 
National Average line has red hashes, this indicates that the average for these months is not actual. 

Actions 

• maximise  opportunities to ensure  reduced on scene times 
for both STEMI and Stroke patients are reduced  

• Delivery of standards in care session on all Trust core 
training courses. 

• Work ongoing with ACL team to decide how to 
communicate to staff regarding on scene time and 
requirements on scene to try to minimise delay on scene 

• Cardiac care and cardiac arrest management group re-
established to support ongoing improvements and facilitate 
discussions. 

• in line with the on-going  service delivery team restructure  
develop a strategy that empowers and looks for the Clinical 
Response Officers to take ownership for monitoring and 
feeding back  the need to keep on scene time to a minimum 
where possible to support the delivery of this group of 
patients to  PPCI within the given time window.  
 

• times to establish intelligence. 

Actions 
 

• Ongoing monitoring of on scene times with a 'snap 
audit' undertaken by the ACL team. 

• Stroke care bundle regularly compliant and above 
national required standard, month on month. 

• Opportunity identified to ensure  reduced on scene 
times for both STEMI and Stroke patients. 

• return ownership of this  clinical care  measure to 
the service delivery Clinical Response Officers as a 
key element of their respective KPI's 

• Cardiac care and cardiac arrest management group 
ToR changed to include Cardiovascular diseases 
including stroke, VTE, Cardiac. 

• Further cardiac care and CA management group 
meeting TBA for May 2018 

 
 

Actions 
 

• Ongoing monitoring of on scene times with a 'snap audit' 
undertaken by the ACL team. 

• Opportunity identified to ensure  reduced on scene times 
for both STEMI and Stroke patients. 

• in line with the on-going  service delivery team restructure  
develop a strategy that empowers and looks for the Clinical 
Response Officers to take ownership for monitoring and 
feeding back  the need to keep on scene time to a minimum 
where possible to support the delivery of this group of 
patients to  HASU within the given time window.  

• End to End review by Dave Allen (ACL) presented to 
Commissioners, ongoing  audit by all ACLs at monthly 
contract meetings. 
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Clinical 

n = total patient group 
1  = Overall group - Cardiac Arrest patients where resuscitation has been attempted 
2  = Comparator group - Cardiac Arrest patients where resuscitation has been attempted, VF/VT arrest, presumed cardiac aetiology, bystander witnesses 
3 = PPCI - Primary Percutaneous Coronary Intervention 
4 = STEMI Care Bundle - Aspirin, GTN, 2 pain scores, analgesia administered  
5 = Stroke Care Bundle - FAST, Blood Glucose and Blood pressure recorded 
6 = Asthma Care Bundle - Respiratory Rate, Peak Flow, SPO2 recorded and Salbutamol administered 
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Clinical 

 
CLINICAL PERFORMANCE SUMMARY  -   
 
Serious Incidents 
For the second consecutive month, there were ten SIs reported in June, however a reduction on last month to only four which were considered to have resulted in harm.  The 
remaining six cases (60%) were near misses and no identified harm was caused. 
  
Complaints 
Of the 122 complaints received in June, 66 (54%) were related to the Emergency Services and 56 (46%) related to our Patient Transport Services including PTCAAS.   
  
Ambulance Clinical Quality Indicators (ACQIs) 
For the second month running of the new financial year, six out of eight indicators demonstrated compliance within the commissioner set threshold.  The exceptions, PPCI 150 and 
Stroke HASU< 60 minutes, continued the trend from last year, failing to meet the set thresholds. (AWAITING ON STROKE FIGURES TBC  - Developer fault identified on system used to 
capture Stroke figures therefore unable to verify accuracy of May 2018  Stroke figures at time of this draft report finalisation. Therefore Stroke figures for May 2018 may change. 
 
Safeguarding 
Safeguarding referrals remained constant in June (4,031) when compared to May (4041).   
The average SPOC case entry time was again less than 9 minutes and recorded an average call length of 8.50 minutes per referral.  88.7% of SPOC calls were answered within 60 
seconds, again remaining constant on the previous month.   
Safeguarding feedback gained from referrals and processed by the safeguarding team during June  represented 20% or 789 of 4,031 Trust referrals.  It is estimated that up to 10% of 
feedback received (all of which were received via the post) was unable to be processed, due to capacity issues.  Feedback processes have also changed in 2018 due to capacity, and 
additional related referrals are now not included in the feedback totals which has contributed to the decline. 
  
Medicines Management 
The MMT have now completed the implementation of shift allocated CDs and a focus has moved to the gaining of a Home Office CD Licence.  Although the estates work has been 
planned, the Trust is currently waiting on external contractors to finish the specified work and this must be completed before the licence can be applied for. 
  
Named persons on the CD application have had or are in the process of completing the required extra enhanced DBS checks required by the Home Office. 
  
Following positive feedback from the new drugs bag pilot, bags have been distributed across the Trust with full implementation, including a standardised list of drugs for the bags to 
hold,  to occur in July. 
  
The new MMT auditor has now begun working for the Trust. 
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Clinical – CQC Action Plan 

Gap Analysis and Action Plan 

Core 
Service Recommendation 

Current 
Status 
R/A/G 

Description of 
Current Position Action Required if Amber/Red Operational Lead 

Executive/ 
Divisional 

Lead 
Deadline 

Working Group 
(where 

monitoring will 
take place) Notes 

EUC Improve performance and response times for emergency calls. G Hitting soft trajectory targets against higher than usual demand Continued recruitment of staff. Long-standing capacity gap (ORH) Deputy Directors for Service Delivery Kevin Brown On-going Senior Leadership Board 

OPG meets every Tuesday, is 
supported by a  
Forecasting and  
Planning meeting  

(minuted). There is  
evidence of Red  

performance 
improvement and Red tail breaches 

being managed. 
 

EUC/EOC Ensure that there are adequate numbers of suitable skilled and 
qualified staff to provide safe care and treatment A 

Continuous recruitment programme with no plans to decrease for 
the next two years. 

EOC CCORDS and ECAT continue recruitment. 
 

Continued commitment to recruit. Support from HR Recruitment Team and 
operational and support service staff for recruitment activities. Continued 

commitment for funding for CCORD and ECAT staff towards the Clinical Hub 
model 

Recruitment & Resourcing Manager Lindsey Stafford- 
Scott/Kevin Brown 2018 Senior Leadership Board 

Skill mix is planned and reviewed on 
a shift by shift basis with changes 

made as required. Will remain open 
and next review will follow publication of the independent 

service review. 
 

All Trust staff Ensure staff are appropriately mentored and supported to carry 
out their role including appraisals. G EADR appraisal rate closely monitored at local level to meet 

trajectory. Focus on mentorship and clinical support. 
Agreed EADR process with agreed trajectories. Mentorship process agreed for 

all localities. All Heads of Departments Kevin Brown Jun-17 Senior Leadership Board 

Operational pressures 
have limited 

additional training. In line 
with 

trajectory, staff aware of 
planned 

dates for EADR's. 
 

EUC, EOC, 
PTS 

Ensure staff complete  
mandatory training  

(professional updates). 
 

G PU and Mandatory Training dependant on operational performance. 
Can be postponed when demand increases. 

Agreed trajectories for completion of PU and Mandatory Training by service 
line. All Heads of Departments Sandy Brown on-going Clinical Quality & Safety Group 

Area specific plans have been 
submitted with trajectories. Notification sent to staff with planned dates. 

 

EUC, EOC, 
PTS 

Ensure that incidents are  
reported consistently and  
learning fed back to staff. 

 

G 
Reporting has increased over time but assurance on learning from 
incidents is more challenging to evidence. Feedback mechanism 

now in place on Datix 

Agreed process for dissemination of feedback at local levels. 
Quality assure learning by triangulation and review. 

 
All Heads of Departments Kevin Brown On-going Clinical Quality & Safety Group/Quality 

Governance Committee Risk registers in place. 

EUC, EOC, 
PTS 

Ensure that all staff are aware of safeguarding procedures and 
there is a consistent approach to reporting safeguarding. G Reporting has increased and is at its highest recorded levels. 

Focused review and gap analysis. 
Continued Safeguarding training for all staff and volunteers. 

 
Safeguarding Lead Sandy Brown May-17 Clinical Quality & Safety Group/Quality 

Governance Committee 

On-going information dissemination 
at all levels to ensure full safeguarding systems and process. 

Freedom to speak up guardians 
appointed and Trust launch planned 

March 2017. 
 

EUC, EOC, 
PTS 

Ensure that medicines management is consistent across the trust 
and that medicines are stored and managed according to 

regulation and legislation. 
G 

Aligned to a  
consistent  
approach. 

 

On going review of current systems. Head of Medicines Management Tom Davis On going Medicines Management Group/Clinical Quality & 
Safety Group A consistent/safe approach Trust wide for controlled drugs which has moved away from personal issue. 

PTS Ensure that all vehicles and equipment are appropriately cleaned 
and maintained. G Deep cleaning utilising existing ambulance fleet assistants at locality 

depots. Immediate trajectory and plan for cleaning schedule. Head of Non Emergency Services 

Kevin 
Brown/Wayne 
Bartlett-Syree 

 

Jul-17 Infection Prevention and Control Group/Clinical 
Quality & Safety Group 

Audit results and 
assurance visits 

reflect a much improved 
picture in 
this area. 

 

EUC, EOC, 
PTS 

Ensure all staff are aware of their responsibilities under 
legislation including the Mental Capacity Act 2005 G 

Differing understanding  
amongst staff regarding  
capacity and the MCA 

 

Develop training plan/delivery methods and quality assurance for 
communication. 

Safeguarding Lead/Area Clinical Lead 
for MH Sandy Brown Jul-17 Clinical Quality & Safety Group/Quality 

Governance Committee On core training and PU 

EUC, 
PTS Ensure records are stored securely on vehicles. G On-going monitoring continues with no identified cases following 

inspection. 

Communication already  
issued, but will require  

close monitoring locally. 
 

Deputy Directors for Service Delivery 
Kevin 

Brown/Sandy 
Brown 

Jan-17 Clinical Quality & Safety Group/Quality 
Governance Committee/SLB 

These were isolated cases of patient care records found stored insecurely on vehicles immediate action taken 
at time of inspection, awareness 
stickers placed in the cab of all 
vehicles and ongoing monitoring 

continues. 
 

PTS The Trust should consider how all risks associated with PTS can 
be captured and reviewed on the risk register. G 

Contract 
competition drives  

business 
 

Complete review of risk register against current practice. Head of Non Emergency Services Kevin Brown Jan-17 SLB/Clinical Quality & Safety Group/Audit 
Committee On-going monitoring and review by department leads and safety and risk lead. 

EUC, 
EOC 

The Trust should improve the numbers of patients offered hear 
and treat services. G Capacity of clinicians within EOC limits ability to deal with volume of 

calls 

Increased recruitment of clinicians. 
Review clinical hub model for inclusion of hear and treat potential calls. 

 

Clinical Lead Emergency Operations 
Centre 

Kevin Brown/Gary 
Morgan On going monitoring SLB/Clinical Quality & Safety Group/Executive 

Team 

Project groups in place and 
significant progress in this direction 

with data to support it available. 
 

EUC, EOC, 
PTS 

Ensure all staff are aware of their responsibility under Duty of 
Candour requirements. G Duty of Candour embedded in investigations, gap with staff 

understanding the terminology - do understand Being Open. 

To renew communications to staff. 
To consider various methods of communication and quality assurance for 

triangulation. 
 

Safety and Risk Lead Sandy Brown Mar-17 Clinical Quality & Safety Group/Quality 
Governance Committee 

Continued awareness and information being provided. Specific section on Duty of Candour to be placed on the Trust Clinical 
manual 
APP. 
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Finance 

Key Performance Indicators to 30th June 2018 (Month 3 FY18/19)             
                    

KEY PERFORMANCE INDICATORS 

KPI Relevance of indicator Opening   
plan   

Current 
Plan 

Year to date position YTD RAG 
Rating 

F/cast 
Outturn Plan Actual Variance 

1 Turnover £m 

Delivery of revenue plan 

274.7 276.6 69.3 68.5 (0.8)   276.6 

2a EBITDA £m 9.5 9.5 3.1 3.3 0.2   9.5 

2b EBITDA % 3.5% 3.4% 4.5% 4.8% 0.3%   3.4% 

3a Surplus £m 3.1 3.1 1.5 1.6 0.1   3.1 

3b Surplus % 1.1% 1.1% 2.2% 2.3% 0.2%   1.1% 

4 CIP £m 6.7 6.7 1.0 1.0 0.0   6.7 

5a Pay £m 196.3 199.0 48.7 49.1 (0.4)   199.0 

5b WTE 5,361 5,361 5,361 4,488 (873)   4,912 

5c Non-Pay £m 68.8 68.0 17.4 16.1 1.3   68.0 

  

6 Capital budget £m Delivery of capital plan 7.7 7.7 0.7 0.6 (0.1)   7.7 

  

7a Cash balance £m 
Management of working 

capital 

7.7 7.7 7.8 6.1 (1.7)   7.7 

7b Debtors >90 days £m 0.2 0.2 0.2 0.5 0.3   0.2 

7b BPPC % Non-NHS 95.0% 95.0% 95.0% 92.8% (2.2%)   90.0% 

  

8 Rate of return % Asset utilisation 3.5% 3.5% 3.5% 3.5% 0.0%   3.5% 

  

9 
Finance & use of 

resources Risk rating       2     1 



Service Delivery 
Performance 

18 



Integrated Performance Report 

Sub-Section Comment May Jun Quarter 1 

C1 mean 7min 
 
 
C1 90%  15min 

The Trust is on a trajectory, as set out in the ISR, towards national 
standards. The Trust exceeded the ISR trajectory for 9 out of 10 
patients. The mean ended 12 seconds away.   
ISR modelling showed 7.4% of demand.  Actual was  9.9% 
 

C2 mean 18min 
 
 
C2 90% 40min 

As with all categories,  ISR trajectories are in place.  C2 share of all 
demand was  57%, which was 6% above modelled levels. AQI 
performance is counted when a ‘transporting’ resource arrives 
and does not recognise where a RRV may have attended sooner 
for patient safety purposes. Out turn performance showed 
improvements month on month across both measures.   

C3 90%   120min 
 
 
C4 90%   180min 

21% of the workload was seen in C3 and  7.5% in C4 in Q1. Whilst 
there is further work to reduce these times, there was more than 
one hour of improvement against the C4 mean. 
 

00:08:46 

00:27:19 

00:15:52 

00:55:57 

03:30:13 

04:01:46 

00:08:11 Q1 Traj 

00:16:22 Q1 Traj 

00:21:25 Q1 Traj 

00:45:51 Q1 Traj 

02:24:48 Q1 Traj 

05:13:47 Q1 Traj 

00:08:41 

00:26:15 

00:15:35 

00:53:11 

03:28:07 

04:04:15 

00:08:23 

00:15:23 

00:24:42 

00:50:32 

02:53:23 

03:19:58 

Note: Q1 reporting does not fully reflect the change in AQI relating to call upgrades/downgrades. These can not be retrospectively adjusted and the mean 
time will provide a worse than actual position. 
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Sub-Section Comment May Jun Quarter 1 

C1 Demand 
C1 activity in June shows a slight increase compared to May 2018 
and above modelled levels.  C1 demand requires multiple 
resourcing and has an knock on impact to other call response times.  

Hospital Queueing  
Arrival to handover 
 

Delays 
Handover to clear 

There has  been improvement in the arrival to handover times  at 
hospitals in general but some continue to place undue pressure on 
operational capacity. Overall, however, the y continue to exceed 
the 15 minute standard. Each  incident that culminates in a hospital 
attendance is seeing about 8 minutes of time lost which impacts on 
capacity to respond to patients in all categories. EEAST continues to 
over-achieve it’s handover to clear times. 

999 Calls 
Answered 

Overall calls answered has shown small reduction and is ln line with 
seasonal variations 

Call Answer 
Mean 
 
95th centile 

The mean time of all 999 switch calls was  prompt. 
95% on calls were answered within 30 seconds in Quarter 1. In 
May,  the NAIG AQI Average was  0:00:40 (EEAST – 00:00:32) 

AQI Hear & Treat 
H&T figures for June exceeded target. We are delighted to report 
that when nationally benchmarked in May we are the highest 
performing Trust in this area. 
 

See and Treat 

See and Treat is the measure of patients who were responded to by 
ambulance staff and their care discharged outside of the A&E 
environment. Whilst this  supports the wider system,  it notably 
impacts on call cycle whilst our clinicians are securing a safe 
pathway for care. These delays impact on available capacity 

66,898 

797 

00:24:33 

6367 

8.19% 

5479 

30.15% 

21,004 

00:14:49 

65,434 

606 

00:23:27 

6329 

7.89% 

5375 

30.21% 

19,837 

00:14:40 

00:15:00 

00:15:00 

00:00:05 

 0:00:46 

192,556 

 0:00:30 

 14705 

 7.66% 

 1784 

 0:19:40 

 0:15:39 

 61,224 

 30.11% 

 18537 

 0:00:32 

00:00:07 00:00:05 
00:00:05 
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Performance 
Out turn performance is commissioned at a regional level. There are 
trajectories at an STP level from the ISR modelling. 
The C1 mean is a combination of rural and urban areas.  
 
The Trust continues to deploy operational managers to high acuity 
incidents to support the safety and care of patients. 
 
The Trust continues to provide additional RRV across the transformation 
time period of full ARP / ISR timelines and to support patient safety in an 
operating context of unstable handover delays. 
 
The mean weekly response time for C1 is showing an overall trend towards  
both commissioned and national standards. 
 
Performance reflects a stable and consistent approach to fast response to 
the highest acuity patients in the region. The Trust maintains a strong 
focus on single response to patients in C2 C3 C4 where clinically 
appropriate  for patient safety. 
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* Please note, the  dotted line is national standard required performance which the 
Trust is not commissioned against.  

Overall, C2 C3 C4 are showing positive improvement trends. 
 
C2 is measured by the  arrival of an ambulance to the scene and 
does not count any fast response , either community based or 
Trust provided that may have been sent ahead of this, where the 
patient is then transported to hospital. 
 
Hours lost at hospitals and the high percentage of calls transferred 
from 111 providers cause challenges to resource availability and 
the ability to respond to calls.  
 
Additional capacity  through private providers and overtime is in 
place.  
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Demand 

H&T H&T % 

Apr-18 4326 6.30% 

May-18 5479 7.62% 

Jun-18 5375 7.89% 

111 111 % 
Apr-18 14,168 23.51% 

May-18 15,643 23.38% 

Jun-18 14,804 22.62% 

Calls answered is a comparative measure of pressure on EEAST but not 
necessarily representative of actual number of patients responded to or treated 
on the phone.  For example ETA calls or multiple calls to the same incident, i.e. a 
road traffic collision. 
 
The new national response  times mean longer responses are possible for some 
patients and many ETAs are around public expectations.  
 
Call demand reflect seasonal variation. 
 
Calls from 111 providers reduced slightly last month but volumes have remained 
fairly static over the past 3 months.   The ISR expects to see a reduction in this 
demand. 

S&T S&T % 

Apr-18 21,034 30.62% 

May-18 21,677 30.15% 

Jun-18 20,587 30.21% 
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Hospital Handover of Care Delays   
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Hours lost in hospital delays continue to put pressure on resource 
availability and our ability to respond to patients. However, the position 
is an improving one and the is good commissioner and regulatory 
engagement in system wide improvement. 
 
In conjunction with NHSE/I an updated protocol for escalation is due to 
be implemented to continue the system approach to this chronic issue. 
 
AtoH delays have decreased steadily since December but continue to 
exceed the national standards. 
 
AtoH > 60 mins has also steadily declined since December but there 
were still 355 incidents of AtoH > 60 mins in June. 
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AtoH > 60 Mins Delays – Quarter 1   
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Hospital Name AtoH > 60 Mins - Quarter Total 

Norfolk & Norwich University Hospital 481 

Queen Elizabeth Hospital 329 

Lister Hospital 150 

Broomfield Hospital 119 

Peterborough City Hospital 117 

Princess Alexandra Hospital 106 

Basildon & Thurrock Hospital 77 

Watford General Hospital 62 

James Paget Hospital 51 

West Suffolk Hospital 47 

Hinchingbrooke Hospital 46 

Queens Hospital 43 

Ipswich Hospital 34 

Luton And Dunstable Hospital 33 

Colchester General Hospital 26 

Addenbrookes Hospital 20 

Bedford Hospital South Wing 17 

Southend University Hospital 13 

Barnet General Hospital 10 

(there are also multiple delays in London sites used by the Trust regularly 
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Patient Transport Service 

Contract Name 
Planned 

Contribution 
(RAG) 

KPI A 
Requirement 

KPI A 
Target 

KPI A 
Actual 

KPI B 
Requirement KPI B Target KPI B 

Actual 
KPI C 

Requirement KPI C Target KPI C 
Actual Comments 

Bedfordshire and 
Hertfordshire 

CCG's 
  

Patients shall 
arrive either on 

time or up to 
60mins before 

the 
appointment 

90% 62% 

Patients shall 
arrive no earlier 

than 60 mins 
before their 

appointment time 

90% 71% 

Patients shall be 
collected no more 
than 60 minutes 

later than the 
planned pick up 

time 

95% 70% KPI performance for all 3 KPI's is between 3% and 4% down compared 
to last month. 

Cambridgeshire 
and Peterborough 

CCG 
  

Patients will 
arrive no later 

than their 
appointment 

time.  Patients 
can arrive 

earlier than 
their 

appointment 
time. 

90% 81% 

Outpatients shall 
be collected 

within 60 minutes 
of requested 

transport 
zone/time 

90% 87% 

Outpatients shall 
be collected 

within 90 minutes 
of requested 

transport 
zone/time 

100% 94% 

Performance for KPI A improved in the month, stayed the same for KPI 
B and went down for KPI C.  Performance was adversely affected by 
issues on the A14, due to road closures over 2 days for RTC's, one 

being significant involving a bus.   
A Discharge Co-ordinator has started at Peterborough City Hospital 
and is already having a positive impact.  This individual will support 

training of other Discharge Co-ordinators. 
Investigation is underway to look at whether PDA's are capturing all 

the correct times. 

North East Essex 
CCG   

Patients shall 
arrive either on 

time or up to 
60 minutes 
before the 

appointment 

85% 72% 

Patients shall be 
collected within 

60 minutes of the 
provider being 

informed of the 
patient ready time 

90% 72% 

Patients should 
arrive on the 

dialysis unit no 
earlier than 30 
minutes before 

their dialysis start 
time 

85% 88% There has been an improvement in all 3 KPI's for North East Essex. 

South Essex CCG's   

Patients shall 
arrive either on 

time or up to 
60mins before 

the 
appointment.   

85% 76% 

Patients shall be 
collected within 

60 minutes of the 
Provider being 

informed of the 
patient ready time  

90% 85% 

Patients shall be 
collected within 

30 minutes of the 
proposed 

collection time 

90% 55% 

The South Essex contract KPI's are for benchmarking purposes only; 
the contract was not commissioned with KPI's due to commissioner 

financial constraints. 
Performance on KPI's A & C improved during the month, whilst 

performance on KPI B declined. 
Discussions are ongoing with the local acute hospitals in respect of on 

the day discharges (KPI C).  Only a few on the day discharges occur 
during the day, with the vast majority being requested after 4pm.  If 

this activity was more carefully managed by the acute unit EEAST 
would be far better placed to meet the demand and KPI standards. 

West Essex CCG   

Patients shall 
arrive either on 

time or up to 
60mins before 

the 
appointment.   

90% 72% 

Patients shall be 
collected within 

60 minutes of the 
Provider being 

informed of the 
patient ready time  

90% 76% 

Patients shall be 
collected within 

120 minutes of the 
Provider being 

informed of the 
patient ready time  

100% 96% Performance for KPI A improved during June, reduced for KPI B and 
stayed the same for KPI C. New contract from 1st June 2018. 
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LOCAL RESILIENCE FORUM (CCA)  
 
• Regional LRF engagement continues 
• Regional LHRP engagement continues 
• Mass casualty plans have now been signed off at LRHPs, this will 

aid the Trust in updating it’s Major Incident Plan with casualty 
distribution information 

EPRR   
 
• Current threat level for International terrorism in the UK remains 

at SEVERE.   
• Current threat level for the Northern Ireland related terrorism in 

Britain remains at SUBSTANTIAL 
• National Capabilities Review for EEAST completed, report received 

and action plan in progress 
• EEAST Pandemic Flu Plan reviewed and progressing through Trust 

governance processes 
 

CRITICAL  / MAJOR INCIDENTS 
 
• Major Incident declared for a Bus vs Lorry crash on the A47 on the 

26th June. 20 patients in total including 2 fatalities.  9 DSA, 4 local 
officers, 2 regional officers, 1 HART Team and 1 Medical team (by 
road) deployed. 

EVENTS  
• All Safety Advisory Groups and planning meetings achieved full 

engagement 
• 429 events completed with full engagement in the first quarter 

2018/19 
• 327 events planned for engagement in the second quarter quarter 

of 17/18  

COMMAND TRAINING 
 
• NARU Command training dates released for 2018/19 
• All MTFA refresher training planned for 2018 
• Internal Operational Commanders courses planned for 2018 
• Further Trust no notice exercising planned 

 

BUSINESS CONTINUITY 
• Trust Business Continuity exercise being planned for late 

September/early October 
• Business Continuity performance now reported and managed 

through Senior Leadership Board dashboard 

JESIP 
 
• EEAST is engaged with all partner agencies in each county to 

achieve compliance with refresher training courses. 
• Essex remains the leading area for completion due to positive 

engagement of partner agencies  
 

REAP 
• The Trust operated at REAP level  2 (moderate pressure) fully 

across the Quarter 
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HART Team incidents Attended 

Air Operations incidents Attended 
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MTFA  Trained Staff 

HART Training Compliance 

There are a number of mandatory training requirements  
which HART staff must complete on a regular basis,  
these tables, (left) show the compliance of this training 
 during the current year.  

Staff 
Grade Training Training 

Planned 

% of Staff 
who have 
completed 
Training 

Mop Up Course 
Planned for 

Ne
w 

St
af

f 

Breathing Apparatus   100%   
Completing IRU Course   100%   
Ballistic Training   100%   

Water Training   96% New staff started 
after course 

Safe Working at Height   96% New staff started 
after course 

Confined Space   96% New staff started 
after course 

Ex
ist

ing
 S

ta
ff 

(R
ev

ali
da

tio
n)

 

Ballistic Training Autumn 2018 100%   
Water Training Winter 2018 100%   

Safe Working at Height Summer 2018 92% Staff sick, mop up to 
be planned 

Confined Space Summer 2018 98%   
PU Training Summer 2018 100%   
Breathing Apparatus Spring 2019 98%   
CR1 and PRPS Spring 2019 98%   
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Overall Summary 
 
• High acuity demand exceeded modelled levels putting resource pressure into these areas and impacting on C3. 
• The Trust was able to keep from its historical REAP 3 to level 2 throughout the quarter 
• Abstractions have exceeded modelled levels and ongoing work is in place . 

–  There are two key challenges which relate to training of new and existing staff and annual leave. 
• Additional PAS is being procured early for winter and above the ISR modelled levels as part of the continued focus on 

patient safety 
• A new Handover escalation protocol is being finalised with NHSE/NHSI. 
• The operation management restructure is in consultation and is being delivered in line with the plan. 
• PTS integration will commence in July and a deep dive into PTS will be undertaken during July and reported to the P&F 

committee. 
• Some PTS overspend at start of year relates to additional capacity provided over Easter to support front line demand. 
• All clinical managers continue to respond to high acuity patients 
• Work has started in preparations for the Building Better Rota workshops  
• ECAT performance continues to be strong and support the wider system demand 
• A new People and Vehicle support hub designed to optimise efficiency will go live in Q2 
• Signals from Noise continued to be developed and introduced. 
• New Strategic and Tactical command facilities to go live in Q2 
• Key SLB focus actions are around accelerating recruitment 
• Winter plan completed and submitted. Ongoing dynamic changes based on system and staffing intelligence. 
• Professional update plan developed. Delayed in starting due to course content train the trainer. 
• ePCR trajectories in place to achieve  85% compliance into Q3 
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Strategic Change 

Integrated Performance Report 

The Trust has implemented the transformation oversight process to support 
delivery of the strategic priorities and the outputs from the Independent Service 
Review:  
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Strategic Change 

Integrated Performance Report 

• Programme Plans for the five boards have been developed and will be approved in 
April, in line with the Annual Operating Plan Submission 

• Risk and compliance monitoring frameworks have been established to ensure 
appropriate levels of scrutiny and governance 

• Compliance rating key  is outlined below: 

  Green The project will be delivered successfully on time, within budget and to the level of 
quality required. There are no major problems or barriers that threaten delivery 

  Green/Amber Successful delivery of the project is probable, but constant focus is required to 
ensure it remains on track and risks do not materialise 
  

  Amber Successful delivery is feasible, but significant issues and risks exist that require 
focussed attention. However these appear resolvable and can be managed with 
the project still running to time and within budget. 

  Amber/Red Successful delivery of the project is in doubt due to significant issues and risks in 
a number of key areas. Urgent action is needed to determine whether these can 
be resolved. 

  Red Successful delivery of the project appears unachievable. There are major issues 
which do not appear to be manageable. The project needs re-basing or its viability 
re-assessing 
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• Overall confidence score of amber, due to the significant interdependencies between programmes, coupled with the need to deliver 
transformation as well as efficiencies in year. However there has been positive progression on a number of elements (building better rotas, 
operational restructure and Quality Strategy) that have the potential to improve the confidence rating in the next month. 

• Next steps – approval of the overall transformation programme plan,  implementation of the ISR dashboard for tracking, recruitment to 
project posts (interviews 6 July)  

  Transformation Oversight Board 
Amber 

Programme 
Board 

Operational Change 
Programme Board 

Workforce and People 
Programme Board 

Improving Value 
Programme Board 

Quality Improvement 
Programme Board 

Strategic Change 
Programme Board 

Delivery 
Confidence 

Rating 

Green-Amber Amber Amber Green Amber 

Progress to 
date 

Operational structure is 
progressing and on track 
for completion by October 
– Deputy Director layer 
established, Sector Head 
interviews mid-July, SLM 
consultation commenced. 
 
EOC NHSI data return for 
initial benchmarking of 
EOC efficiencies 
completed and submitted 
 

Building Better Rotas 
underway with working 
parties commenced 2 July 
running through to October. 
Four working parties with 
three sessions each to 
establish rotas and voting 
Core principles confirmed 
and approved. Recruitment 
to ISR trajectory underway 
and progressing well. 187 
staff recruited in Q1 all 
commencing in post at 
varying points in the next 
three months in line with 
their notice periods 

CIP programmes 
determined with detail 
being added.  
 
Focus also upon financial 
stewardship and 
increased accountability to 
build long term efficiency 
pipeline. 
 
Quality Impact 
assessment process for 
completion by end July 

Quality Strategy 2018-
2021 out for 
consultation with clear 
timeline for launch in 
October. Equipment 
variation group 
initiated and underway 
– will link to Improving 
Value programme 

Fleet, estates and 
IM&T programmes all 
progressing. Capital 
bid submitted in May 
for in-year 
transformation, further 
long term capital bid for 
submission in July 

Risks and 
issues 

Management capacity to 
progress whilst 
undertaking business as 
usual – dedicated leads 
in place, project support 
in situ 

Operational restructure at 
same time as working 
parties – close monitoring 
and clear comms 
Potential estates 
transformation impact upon 
rota project – scoping 
interdependencies 

Viability of efficiencies 
during transformation year 
due to the need to fund 
the transformation 
processes. Invest to save 
schemes being reviewed 
to assist 

  Significant 
interdependencies 
between work streams 
Risk of lack of capital 
bid support 
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Strategic Change 

Integrated Performance Report 

An initial summary of key delivery milestones is outlined below. It should be noted that upon approval of the 
programme plans, the overarching transformation milestones will become better established. 

Programme Workforce and People Strategic Change Quality 
Improvement 

Improving Value Operational 
Change 

Project Rota change Recruitment IM&T Estates Make Ready Fleet 
Q1 Trade union 

engagement and 
core principles 
establishment 

Establish 
capacity to 
recruit. 
Undertake first 
recruitment for 
Q1 

Email migration to 
Office 365 
Business Intelligence 
Redesign (reports) 
completed 

    Complete 
evaluation of 
concept vehicles 

Draft Quality 
Strategy 2019-
2022 
Establish 
implementation 
plan for quality 
improvement 

Complete quality 
risk assessments 
for all schemes 
Establish 
efficiencies 
pipeline process 

Consultation 
on restructure 
  

Q2 Working parties 
undertaken for 
all areas 

Undertake 
efficiency gains 
to streamline 
recruitment 
and training 
processes. 
Commence 
early offers to 
graduate 
paramedics 

  Initiate review 
and evaluation 
of EOC sites 

Implementation 
plan established 
for full make 
ready 

Implementation 
plan established 
for fleet to 
encompass 
servicing and 
logistics 

Consultation and 
approval of Quality 
Strategy 

Identify further 
efficiencies 
through analysis 
of national data 
through NHSI’s 
model ambulance 
processes 

  
Initiate review 
and evaluation 
of EOC sites 
  

Q3 Rota voting and 
selection 

Review and 
continue with 
targeted 
recruitment. 
Work on 
retention 
schemes 

  Initiation of 
Ipswich station 
construction 
phase 

  Complete 
procurement 
process for new 
fleet 

Commencement 
delivery of QI 
training to build 
faculty 

Establish rolling 
efficiencies 
programme for 
future years 

Implementatio
n of 
restructure 
  

Q4 Rota 
implementation 

  Electronic timesheet 
rollout completion 

Initiation of Bury 
St Edmunds 
construction  
New site 
acquisition for 
Colchester 
station 

New Make 
Ready services 
operational at 
first batch of 
sites. Test 
delivery model 
for full roll out 

Delivery of new 
fleet 1/4/2019 
New vehicles 
servicing process 
and workshops 
implemented 

Training on going Undertake all 
quality risk 
assessments for 
schemes 
oncoming in 
2019/20 

*Performance 
improvement 
schemes and 
efficiencies 
throughout 
year  
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Report Author(s): 
Heather Madden,  
Head of Finance Sponsoring 

Director: 
Kevin Smith, 
Director of Finance & 
Commissioning 

 
Purpose: 
 

Decision Assurance For Information Disclosable X 
  X Non-Disclosable  

 
Executive Summary: 
For the year to date at June 2018, Month 3, Quarter 1, the Trust has generated a surplus of £1.5m.   
 
This is against the plan for a £1.5m surplus at this stage of the financial year and therefore gives a break 
even position for the year to date.   
 
This means the Trust has achieved the target at Quarter 1 to NHSI and should receive the first quarter of 
for the Sustainability and Transformation Funds (STF) - £297k. 
 
There are some variances to plan within individual business units, but at this stage the forecast remains 
that the Trust will meet the challenging surplus target for 2018-2019.   
 
The plan includes an ambitious Cost Improvement Plan (CIP) target of £6.7m.  The plan has been 
formulated to build on the programme started in 2017-2018 and is heavily based on the work commenced 
under external consultants during 2016-2017.  Detailed workbooks are in production and Quality Risk 
Assessments (QRAs) are scheduled for completion by the end of July.  There is some actual progress at 
this early stage of the year but considerable work will be required to achieve these challenging targets.  
This work stream is now managed under the Transformation Structures for the Trust under the Improving 
Values Board.    
 
The Trust is at risk from potential sanctions for 2018-2019 against a determined level of Patient Facing 
Staffing Hours (PFSH) across the year.  This is the only relevant financial sanction risk for 2018-2019. 
 
Activity continues to be lower than anticipated but with the block contract with Commissioners this year 
this does not present a financial risk to the Trust.  

 
 

 
Other Key Issues to Draw to the 
Board’s Attention: 

None 

 
Action Required by the Board: 
To note the Month 3, Quarter 1, position 
 

 
Previously Considered By and Recommendation(s) Made: 
None 
 

 
Related Trust Strategic Objective(s): Please indicate those 

applicable (X): 
Putting into place a new Responsive operating model to deliver sustainable x 

TRUST BOARD 
(Public Session) 

 
 DATE:  25th July 2018  AGENDA ITEM 14 
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performance and improved outcomes for patients 
Maintaining the focus on delivering Excellent high quality care to the patients 
 

x 

Guarantee we have a Patient Focused and engaged workforce 
 

 

Delivering Innovative solutions to ensure we are an efficient, effective and 
economic Service 

x 

Playing our part in the urgent and emergency care system being Community 
Focused in delivering the 5 year forward view 

x 

 
Other: Please indicate if 

applicable (X): 

To ensure effective governance and compliance x 
 

 
 Please answer Yes or No. If yes, please provide appropriate brief details 
Legal Implications  

No 
Regulatory Requirements  

Yes – monthly finance report required by NHSI 
Equality and Diversity Impacts  

No 
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Quarter 1 Headlines 
 
Initial Plan 
 
The Trust set a plan for 2018-2019 to achieve a surplus financial position of £3.1m.  This includes 
£2.0m of STF Funding, so an underlying surplus of £1.1m. 
 
Achievement of STF is predicated on achievement of the surplus of £1.1 which is profiled across the 
financial year by the Regulator.     
 
The principle risks to this plan are as follows:- 

1. A challenging CIP target of £6.7m 
2. Potential for Commissioner sanctions if EEAST is unable to achieve the projected PFSH 

numbers across the year. 
3. A block contract with Commissioners, therefore there will be no additional funding in relation 

to activity levels. 
4. Delivery of all CQUIN requirements. 

 
Quarter 1 
The Trust reports a break even position against plan for Quarter 1, Month 3 of the financial year 
2018-2019.  There are some variances within individual business units.   
 

1. The Emergency Operations Directorate has set a new cost control model for 2018-2019.  
This has been developed within the Emergency Operations team with the support of 
corporate colleagues.  This plans additional resource across the Trust to best meet 
performance within the financial envelope available.   

 
2. The Emergency Operations Directorate did incur a budget and cost control model deficit 

during April due to the additional resources required over the Easter period.  The Trust 
offered an overtime incentive to front line staff for this period and good take up lead to an 
overspend to budget of £(0.7)m.  This has recovered slightly across the following periods in 
that the deficit for this Directorate has reduced to £(0.6). 
 

3. PTS show an actual deficit at M3 of £(45)k.  This is against a planned surplus of £(298)k and 
is therefore a deficit to budget of £(345)k.  One main issue is the relatively new contract for 
Bedfordshire and Hertfordshire.  The problem centres around activity, which appears to be 
under contracted levels and therefore income is adjusted to a level which is considerably 
below plan.  There are also problems for other contracts around KPIs and income levels 
causing a deficit position for PTS 

 
4. The Trust has a CIP plan which has been developed building on the work that commenced 

during the last Financial Year.  It builds on the work undertaken with SSGhealth back in 
2016-2017, but also has additional work streams based on the report by Lord Carter into 
NHS efficiency together with local Trust initiatives.  The detailed plans to meet the individual 
schemes are being drawn up into workbooks and QRAs are due for completion by the end 
on July 2018. We would not expect major CIP achievement at this stage as we would 
anticipate some development time to be required for these plans to take effect.  The full year 
target is £6.7m and the detailed scheme workbooks will include key milestones, savings 
targets and risk assessments.  There has, however, been some progress on CIPs with 
achievement of £1.0m for quarter 1.   



Page 4 of 12 
 
 
 
 
 
 

 
5. Favourable variances mainly centre around staff vacancies and these have enabled the 

Trust to come to the breakeven position. 
 

 
6. Cash balances are at £6.1m.  This is below the plan for £8.3m.  The reason for the Trust 

being behind plan relate to CCG late payments including £1.5m due for 2017-2018 on the 
Bedfordshire and Hertfordshire PTS contract.  This is payment due to EEAST for work 
undertaken during the emergency phase of the contract takeover that was completed.  Our 
forecast for the year remains at plan. 

 
7. Capital expenditure is slightly behind plan due to temporary delays in projects.  Our forecast 

for the year remains at £7.7m.  The trust has recently been successful in its STP capital bid 
for this winter and has been allocated £6.5m.  This announcement was early July and will 
enable the capital works to be undertaken for modification of ten of the eighteen key sites to 
support services for winter 2018/2019, representing the first phase for full transformation. 

 
 

8. CQuIN.  The Trust has submitted Quarter 1 CQuIN scheme reports and evidence, 
Commissioners have agreed that all income as per the weighting schedule is due to be paid 
to the Trust.  
Schemes achieved are: Leadership Development, STP CQUIN (Directory of Services 
management and frequent calling institutions), and Local CQuINs. Ambulance Conveyance 
is not yet due. 
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Key Performance Indicators to 30th June 2018 (Month 3 FY18/19)

Plan Actual Variance

1 Turnover £m 274.7 276.6 69.3 68.5 (0.8) 276.6

2a EBITDA £m 9.5 9.5 3.1 3.3 0.2 9.5

2b EBITDA % 3.5% 3.4% 4.5% 4.8% 0.3% 3.4%

3a Surplus £m 3.1 3.1 1.5 1.6 0.1 3.1

3b Surplus % 1.1% 1.1% 2.2% 2.3% 0.2% 1.1%

4 CIP £m 6.7 6.7 1.0 1.0 0.0 6.7

5a Pay £m 196.3 199.0 48.7 49.1 (0.4) 199.0

5b WTE 5,361 5,361 5,361 4,488 (873) 4,912

5c Non-Pay £m 68.8 68.0 17.4 16.1 1.3 68.0

6 Capital budget £m Delivery of capital plan 7.7 7.7 0.7 0.6 (0.1) 7.7

7a Cash balance £m 7.7 7.7 7.8 6.1 (1.7) 7.7

7b Debtors >90 days £m 0.2 0.2 0.2 0.5 0.3 0.2

7b BPPC % Non-NHS 95.0% 95.0% 95.0% 92.8% (2.2%) 90.0%

8 Rate of return % Asset utilisation 3.5% 3.5% 3.5% 3.5% 0.0% 3.5%

9 Finance & use of resources Risk rating 2 1

Delivery of revenue plan

Management of working capital

KEY PERFORMANCE INDICATORS

KPI Relevance of indicator Opening   
plan  

Year to date position YTD RAG 
Rating

F/cast 
Outturn

Current 
Plan
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Executive Summary - Key Financial Metrics

Plan Actual Variance Plan Actual Variance Plan Forecast Variance
£000 £000 £000 £000 £000 £000 £000 £000 £000

Surplus 558 1,323 765 1,543 1,566 23 3,105 3,105 0

Suppliers paid within 30 days - NHS 95% 79% (16%) 95% 78% (17%) 95% 80% (15%)
Suppliers paid within 30 days - Non NHS 95% 92% (3%) 95% 93% (2%) 95% 90% (5%)

2 2

FY 2018/19

Supplier Days (No. Invoices paid)

Finance and use of resources risk rating

Month 3 - June 2018
Description

Year to Date
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Statement of Comprehensive Income

Plan Actual Variance Plan Actual Variance
O g a  

Plan Current Plan Forecast
£000 £000 £000 £000 £000 £000 £000 £000 £000

Income
22,742 22,699 (43) Revenue from patient care activities 68,111 67,387 (724) 269,073 270,922 270,922

395 382 (13) Other Operating revenue 1,185 1,063 (122) 5,632 5,641 5,641
23,137 23,081 (56) 69,296 68,450 (846) 274,705 276,563 276,563

Operating Expense
(16,326) (15,798) 528 Pay (48,735) (49,092) (357) (196,344) (199,019) (199,019)
(5,719) (5,396) 323 Non Pay (17,415) (16,100) 1,315 (68,843) (68,026) (68,026)

(22,045) (21,194) 851 (66,150) (65,192) 958 (265,187) (267,045) (267,045)

1,092 1,887 795 3,146 3,258 112 9,518 9,518 9,518
4.7% 8.2% (1419.6%) EBITDA margin 4.5% 4.8% (13.2%) 3.5% 3.4% 3.4%

Depreciation & Financial
(443) (475) (32) Depreciation (1,328) (1,426) (98) (5,316) (5,316) (5,316)
(85) (85) 0 PDC Dividend (256) (256) 0 (1,025) (1,025) (1,025)

2 4 2 Financing Income 4 13 9 18 18 18
(8) (8) 0 Financing Costs (23) (23) 0 (90) (90) (90)

0 0 0 Other Gains & Losses 0 0 0 0 0 0
0 0 0 Impairments & revaluation for surplus 0 0 0 0 0 0

(534) (564) (30) (1,603) (1,692) (89) (6,413) (6,413) (6,413)

558 1,323 765 1,543 1,566 23 3,105 3,105 3,105Net Surplus/(Deficit)

Month 3 - June 2018
Description

FY 2018/19

Subtotal

Subtotal

EBITDA

Subtotal

Year to Date
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Divisional Expenditure

Plan Actual Variance Plan Actual Variance Original Plan Current Plan Forecast
£000 £000 £000 £000 £000 £000 £000 £000 £000

Service Delivery
11,813 11,522 291 Emergency Operations 35,275 35,971 (696) 146,295 145,466 145,466
1,918 1,867 51 EOCs 5,755 5,582 173 22,368 22,695 22,695

742 660 82 Special Operations 2,226 2,116 110 8,909 8,909 8,909
1,758 1,663 95 Patient Transport 5,201 5,104 97 20,659 21,019 21,019

0 0 0 Primary Care 0 0 0 0 0 0
16,231 15,712 519 48,457 48,773 (316) 198,231 198,089 198,089

Support Services
176 189 (13) Chief Executive 528 520 8 2,111 2,111 2,111
196 110 86 Finance Directorate 589 443 146 2,355 2,355 2,355
78 100 (22) Commercial Services 234 251 (17) 936 936 936

3,578 3,495 83 Strategy & Sustainability 10,839 10,034 805 43,108 43,109 43,109
854 749 105 Workforce & OD 2,561 2,351 210 10,190 10,243 10,243
488 443 45 Patient Safety 1,464 1,381 83 5,810 5,757 5,757
875 946 (71) Depreciation & Corporate Costs 2,625 3,094 (469) 10,499 10,498 10,498
283 18 265 CQUIN 848 50 798 3,678 3,678 3,678
117 0 117 Trust Reserves 350 0 350 1,400 1,400 1,400

(295) 0 (295) CIP Plans under development in year (738) 0 (738) (6,700) (4,700) (4,700)
6,350 6,050 300 19,300 18,124 1,176 73,387 75,387 75,387

22,581 21,762 819 67,757 66,897 860 271,618 273,476 273,476

23,139 23,085 (54) Income Memorandum 69,300 68,463 (837) 274,723 276,581 276,581

558 1,323 765 1,543 1,566 23 3,105 3,105 3,105

Month 3 - June 2018 Description

Net Position Memorandum

FY 2018/19

Subtotal

Support Services (inc. Reserves)

TOTAL

Year to Date
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Statement of Position

Mar-18 Apr-18 May-18 Jun-18
Actual Actual Actual Actual Plan Variance %
£000 £000 £000 £000 £000 £000

Non Current Assets
Property, Plant & Equip, & Intangibles 51,001 50,757 50,415 50,133 50,408 (275) (0.55%)
Investment Property 980 980 980 980 980 0 0.00%

51,981 51,737 51,395 51,113 51,388 (275) (0.54%)
Current Assets

Inventories 1,054 1,197 1,250 1,303 1,000 303 30.30%
Trade & Other Receivables 20,582 20,193 19,751 18,864 18,070 794 4.39%
Cash & Cash Equivalents 9,144 8,655 5,633 6,068 7,799 (1,731) (22.20%)

30,780 30,045 26,634 26,235 26,869 (634) (2.36%)

82,761 81,782 78,029 77,348 78,257 (909) (1.16%)

Current Liabilities
Trade & Other Payables (30,735) (30,109) (25,757) (24,141) (25,088) 947 (3.77%)
Provisions (2,100) (2,100) (2,100) (1,710) (1,700) (10) 0.59%

(32,835) (32,209) (27,857) (25,851) (26,788) 937 (3.50%)

49,926 49,573 50,172 51,497 51,469 28 0.05%
Non Current Liabilities

Provisions (5,614) (5,615) (5,615) (5,615) (5,614) (1) 0.02%
(5,614) (5,615) (5,615) (5,615) (5,614) (1) 0.02%

44,312 43,958 44,557 45,882 45,855 27 0.06%

Financed by Taxpayers Equity
Public Dividend Capital 64,831 64,831 64,831 64,831 64,831 0 0.00%
Retained Earnings (23,032) (23,386) (22,787) (21,462) (21,489) 27 (0.13%)
Revaluation Reserve 3,926 3,926 3,926 3,926 3,926 0 0.00%
Other Reserves (1,413) (1,413) (1,413) (1,413) (1,413) 0 0.00%

44,312 43,958 44,557 45,882 45,855 27 0.06%

Jun-18

      Total Non Current Assets

Total Assets Employed

Total Taxpayers Equity

      Total Current Assets

Total Assets

Net Current Liabilities
Non Current Assets plus/less current 
assets/Liabilities

      Total Non Current Liabilities
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Cashflow Statement

YTD Move YTD Plan Variance
Apr-18 May-18 Jun-18 Jun-18 Jun-18 Jun-18
Actual Actual Actual
£000 £000 £000 £000 £000 £000

9,144 8,656 5,633 9,144 9,144 0

Operating Surplus (265) 684 1,412 1,831 1,168 663
(Increase)/decrease in current assets 247 388 834 1,469 2,795 (1,326)
(Increase)/decrease in current liabilities 135 (4,553) (1,358) (5,776) (3,512) (2,264)
(Increase)/decrease in provisions 1 0 (391) (390) (400) 10

118 (3,481) 497 (2,866) 51 (2,917)

Returns on investments and servicing 
finance 5 4 4 13 3 10
Depreciation & amortisation 475 476 475 1,426 886 540
Capital Expenditure (1,086) (22) (541) (1,649) (1,761) 112
Impairments & revaluation for surplus 0 0 0 0 0 0
Proceeds from disposal of plant, 
property and equipment 0 0 0 0 0 0
Dividend paid 0 0 0 0 0 0
PDC received 0 0 0 0 0 0

(606) 458 (62) (210) (872) 662

Movement (488) (3,023) 435 (3,076) (821) (2,255)

8,656 5,633 6,068 6,068 8,323 (2,255)Closing Cash Balance

In Month Movement

Opening Balance

Cash inflow/outflow from operating 
activities

Cash inflow/outflow from financing
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Capital Expenditure

Plan Actual Variance Plan Actual Variance Plan Forecast Variance
£000 £000 £000 £000 £000 £000 £000 £000 £000

Business as usual Capital Expenditure
110 68 42 IT Projects and Intangibles 190 252 (62) 929 929 0

0 1 (1) *1 Make Ready Projects 0 4 (4) 4,393 4,393 0
125 19 106 Other Building Projects 208 159 49 546 546 0

0 0 0 Plant & Equipment Projects 0 0 0 1,359 1,359 0
265 105 160 Transport Projects 338 142 196 432 432 0

500 193 307 736 557 179 7,659 7,659 0

*Key projects within category include: Business as usual: CRL 5,316              

*1 Provision for Make Ready Depots budget of £4,243k Applied for additional 2,343              
Planned total CRL: 7,659              
Planned Spend 7,659              

STP application announced 6 July STP: 
STP applied for Winter 6,500              
Planned STP spend 6,500              

Depreciation, Amortisation and disposals

Plan Actual Variance Plan Actual Variance Plan Forecast Variance
£000 £000 £000 £000 £000 £000 £000 £000 £000

103 104 (1) IT 299 320 (21) 1,155 1,206 (50)
86 102 (16) Land & Buildings 262 305 (43) 1,053 1,091 (39)
3 3 0 Fixtures & Fittings 9 9 0 34 36 (1)

238 216 22 Plant & Equipment 728 647 81 2,776 2,879 (102)
7 42 (35) Transport 23 127 (104) 324 341 (17)
9 9 0 Amortisation of Licenses 18 18 0 108 108 0

446 476 (30) 1,338 1,426 (88) 5,451 5,661 (210)
Asset Disposals 

0 0 0 Disposal: loss /(gain) 0 0 0 0 0 0
0 0 0 0 0 0 0 0 0

Plan and Forecast Variance:   Actual depreciation is slightly higher than plan due to the outcome of the revaluation for depreciation. 

FY 2018/19

Capital Expenditure

Month 3 - June 2018 Description Year to Date

Total

BAU: Current month and YTD transactions:  Currently the position arises from spend on IT based ARP enabling projects and Airbox, proactive and reactive estates 
maintenance work and Chelmsford aircon and fire suppression spends. Expenditure is slightly behind the profiled spend due to timing on  vehicles completion

Month 3 - June 2018
Description

Year to Date FY 2018/19

BAU: Plan and Forecast Variance: Capital expenditure is expected to meet forecast.  The requested CRL increases are yet to be confirmed, with applications for 
utilisation of previous unspend CRL (£360k) and the anticipated STF earned during the year which can not be recognised as expenditure in year (£1,983k). The most 
susceptible areas to fluctuation are the development of the Make Ready depot in Ipswich and the identification and acquisition of the next depot location. 

Total

STP:  The succesful STP winter bid of £6.5m will enable the capital works to be undertaken for modification of ten of the eighteen key sites to support services for winter 
2018/2019, representing the first phase for full transformation. 
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Divisional WTE

Plan Contract Paid
WTE WTE WTE

Service Delivery
A&E 3,557 3,010 3,233
HEOCs 584 529 566
Special Operations 132 128 139
Patient Transport 629 419 457
Primary Care 0 0 0

4,902 4,086 4,395

Support Services
Chief Executive 27 24 24
Finance 36 32 31
Commercial Services 25 51 56
Strategy & Sustainability 133 112 124
Workforce & OD 138 97 101
Patient Safety 92 85 84
CQUIN 8 1 1

459 402 421

5,361 4,488 4,816TOTAL

Description
Month 3 - June 2018

Subtotal

Support Services
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Report Title: Quality Governance Committee Report 

 

Report Author(s): Sarah Boulton 
Chair 

Sponsoring 
Director: 

 

 
Purpose: 
 

Decision Assurance For Information Disclosable X 
 X X Non-Disclosable  

 
Executive Summary: 

The purpose of this report is to provide an update on and assurance gained following discussions at the 
Quality Governance Committee. Approvals and decision are also noted in the report.  
 

 
Other Key Issues to Draw to the 
Board’s Attention: 

 
N/A 

 
Action Required by the Board: 
To receive the report and note the assurance gained, the information updates provided and the decisions 
made 
 

 
Previously Considered By and Recommendation(s) Made: 
 
N/A 

 
 
Related Trust Strategic Objective(s): 

Please indicate those 
applicable (X): 

Putting into place a new Responsive operating model to deliver sustainable 
performance and improved outcomes for patients. 

 

Maintaining the focus on delivering Excellent high quality care to the patients.  
Guarantee we have a Patient Focused and engaged workforce.  
Delivering Innovative solutions to ensure we are an efficient, effective and 
economic Service. 

 

Playing our part in the urgent and emergency care system being Community 
Focused in delivering the 5 year forward view. 

 

 
 
Other: 

Please indicate if 
applicable (X): 

 
To ensure effective governance and compliance. 

 
X 

 
 Please answer Yes or No. If yes, please provide appropriate brief details 
Legal Implications None 

 
Regulatory Requirements No 

 
Equality and Diversity Impacts None 

 
 
 

TRUST BOARD 
(Public Session) 

 
 25 July 2018  AGENDA ITEM 15i 
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The Quality Governance Committee met on the 13th June. The meeting was chaired by 
Sarah Boulton, Trust Chair, in Tony McLean’s absence as QGC Chair. 
 
Sufficient assurance 
 
The committee received assurance on plans in place, actions taken and monitoring of key 
metrics in relation to the following issues: 
 

• Thematic Review of Serious Incidents – continuation of monitoring of the action plan 
• Surge Plan 
• Quality Report 

1. incident reporting – 25 Sis have been reporting year to date with a further 4 
declared to date. Near misses account for 50% of cases. Timescales are 
generally good, though it was noted that timescales for Duty of Candour have 
increased with plans in place to address this. Harm remains low against the rising 
number of incidents. The outcome of a national piece of work on learning from 
SIs will be reflected.  

2. the timescale for responding to complaints 
3. ACQIs – compliance achieved in 6 out of 8 ACQIs. PPCI < 50 mins and Stroke < 

60 mins were not achieved at year end. Stroke Care Bundle exceeded target with 
100% compliance on a number of occasions in the year. 

• Medicines Management Policy – this has been signed off through the Medicines 
Management Board and CGSG 

• Enhanced policy compliance as evidenced in the Controlled Drugs Project Report 
• BAF in relation to the clinical risks is reflective of the current quality and safety 

organisational profile as discussed in relation to SR2 and SLB corporate register 
risks relevant to QGC 

• The patient safety and patient experience elements of lessons learnt from ARP 
implementation 

 
Further assurance required 
 
The committee received assurance on a number on plans in place, actions taken and 
monitoring of key metrics and asked for further work to be completed and reported to the 
next QGC in relation to the following issues: 
 

• The outcome of the work ongoing into identifying best practice data in relation to the  
welfare process  

• Deep dive into safeguarding referrals from County Councils 
• A report to be completed which highlights the main failings in relation to the rollout of 

needle safe IM devices and vial opening equipment 
• There has been an improvement in the incident backlog over the last 3 months with 

trajectories in place to fully resolve the situation 
• Deep dive into how learning from non-serious incidents is embedded to be discussed 
• PTS – the committee were disappointed with some areas of low performance noted 

in relation to PTS contracts and noted the significant change in arrangements to 
address this 
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Reports from Committees reporting to QGC 
The committee noted the forthcoming review into the governance and reporting 
arrangements for QGC and its reporting sub-committees which follows changes to the 
leadership of the Quality directorate and learnings from the soon to be published CQC and 
Deloitte reports. 
 

• Clinical Quality and Standards Group (CQSG) 
Updates were received and assurance gained on: 
1. EOC risk profile 
2. Reviewed Terms of Reference for CQSG 
3. PAS 
4. Reporting challenges with the on line audit system 
5. Areas of non-compliance in respect of legionella, asbestos and fire safety 
6. Findings in relation to sharps incidents 
7. The risk issues, category 1 re-triage decision and the Management of Abusive 

callers process in EOC 
 

Information Updates for noting 
• CQC and Well Led assessment process 
• Annual Claims Summary 
• Clinical Audit Update Report 
• 3 Qserve practitioners have completed their training which will help to drive forward 

the Quality Improvement Strategy. The committee offered its congratulations to them 
 
Policies and Annual Reports Approved 

• IPC Policy 
• IPC Audit Policy 
• Safeguarding Annual Report 
• DIPC Annual Report 

 
Committee Approval 
The committee formally approved the following items: 

• Clinical Audit Programme 
• Quality Account 2017/18 
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Report Title: Report from Chair of Remuneration Committee 

 

Report Author(s): 
Lizzy Firmin 
Chair of the Remuneration and 
Terms of Service Committee 

Sponsoring 
Director: 

Sarah Boulton 
Chair 

 
Purpose: 
 

Decision Assurance For Information Disclosable X 
 X  Non-Disclosable  

 
Executive Summary: 
2 meetings of Remuneration Committee were held on 13 and 27 June 2018. 
 
The Committee discussed and approved the appointment of Tracy Nicholls as the Director of Clinical 
Quality and Improvement and Lindsey Stafford Scott as the Deputy Chief Executive and the terms and 
conditions of the appointments. 
 
The redundancies due to the restructure of the service delivery and portfolio alignment of the Executive 
directors were also approved. 

 
Other Key Issues to Draw to the 
Board’s Attention: 

 
 

 
Action Required by the Board: 
The Trust Board is asked to note the report.  

 
Previously Considered By and Recommendation(s) Made: 
N/A. 

 
Related Trust Strategic Objective(s): Please indicate those 

applicable (X): 
Putting into place a new Responsive operating model to deliver sustainable 
performance and improved outcomes for patients 

 

Maintaining the focus on delivering Excellent high quality care to the patients 
 

X 

Guarantee we have a Patient Focused and engaged workforce X 
Delivering Innovative solutions to ensure we are an efficient, effective and 
economic Service 

 

Playing our part in the urgent and emergency care system being Community 
Focused in delivering the 5 year forward view 

 

 
Other: Please indicate if 

applicable (X): 
To ensure effective governance and compliance X 

 
 Please answer Yes or No. If yes, please provide appropriate brief details 
Legal Implications No 
Regulatory Requirements NHSI require CEO Appraisal ratings to be submitted for approval within 

VSM Pay Guidance 
Equality and Diversity Impacts No 

 

TRUST BOARD 
(Public Session) 

 
 25 July 2018  AGENDA ITEM 15v 



 

Page 1 of 10 

 
Report Title: Board Assurance Framework 

 

Report Author(s): E. de Carteret, Head of the 
Portfolio Office 

Sponsoring 
Director: 

Wayne Bartlett-Syree, Director of 
Strategy and Sustainability 

 
Purpose: 
 

Decision Assurance For Information Disclosable X 
  X Non-Disclosable  

 
Executive Summary: 
The document provides detail on the five strategic risks agreed by the Board, in line with the new 
organisational Strategic Objectives. Also included is an update in regards to the Principal risk escalated to 
the BAF, pertaining to partnership working.  

The function of the Trust Board is to consider the Strategic Risks in relation to the following: 
 

• Consideration of the Strategic risks when receiving information regarding elements of Trust 
business, to consider the potential impact decisions may have 

• To seek assurance – or challenge – the mitigating actions identified, based upon information 
received through other reports and channels 

• To utilise the Board Assurance Framework to assist in the planning of Board meetings and 
intended business  

 
Pages 3-4 contain a summary overview of the strategic risk profile, including a progress update against 
key mitigating actions for each risk as well as a rationale for the current score. The principal risk escalated 
to the BAF has been separated and is shown below the strategic risks for ease of identification.  
 
Pages 5 to 10 provide more detail as to the risk context and full listing of mitigating actions underway for 
each of the BAF risks, and includes the anticipated date to reach the target score. 
 
 
Two of the five strategic risks remain with a residual score of >15 (red), with the remainder amber. The five 
strategic risks to the organisation remain static in score this month, predominantly due to key actions not 
yet completed, along with additional intelligence from the CQC inspection report enabling an additional 
objective view on the risks at the present time. It is anticipated that two of the risks (SR3 and SR5) are 
likely to reduce in residual score by October, in light of the impact of the actions to be completed at that 
time. 
 
A full suite of actions are in place to further mitigate the risks, a summary of which are outlined in the 
report below. Full detail of each of the strategic risks will be tabled at the relevant committees for analysis, 
oversight and scrutiny, and to provide the Board with assurance. 
 

 
Other Key Issues to Draw to the 
Board’s Attention: 

 

 
Action Required by the Board: 
Note the steps being taken and progress made to mitigate the strategic risks 
 

 
Previously Considered By and Recommendation(s) Made: 
BAF has been reviewed by the Executive Leadership Board on 19 July 2018. All Directors have 

TRUST BOARD 
(Public Session) 
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undertaken individual reviews of the BAF through 1:1 meetings with the Head of Portfolio Office in July 
2018, in line with the Risk Management Strategy 

 
Related Trust Strategic Objective(s):  
Putting into place a new Responsive operating model to deliver sustainable 
performance and improved outcomes for patients 

X 

Maintaining the focus on delivering Excellent high quality care to the patients X 
Guarantee we have a Patient Focused and engaged workforce X 
Delivering Innovative solutions to ensure we are an efficient, effective and 
economic Service 

X 

Playing our part in the urgent and emergency care system being Community 
Focused in delivering the 5 year forward view 

X 

 
Other:  
To ensure effective governance and compliance X 

 
  
Legal Implications Health and Social Care Act,  
Regulatory Requirements Care Quality Commission, specifically Safe and Well-Led 
Equality and Diversity Impacts None noted 
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Board Assurance Framework Summary – July 2018 

The following table gives an overview of the Trust’s strategic risks, their current status and the anticipated date when the risk will be mitigated to 
the required level. It also provides a narrative update on progress in regards to the mitigating actions and rationale for the residual risk score: 

Risk Title Risk Owner Assurance/Committee 
Review 

Inherent 
Risk Score 

I x L 

Residual 
Risk Score I 

x L 

Target Risk 
Score 

Risk Review Details 

SR1. Failure to deliver 
agreed contractual 
standards within the 
Ambulance Response 
Programme 

Kevin Brown, 
Director of 
Service 
Delivery 

Performance and 
Finance Committee 

20 15 10  Risk reviewed by Kevin Brown, Director of Service Delivery. Risk score remains the same in light of 
the need to continue to focus upon improving performance to our highest acuity patients, and the 
need to increase patient facing staff hours. Additional controls have been added in the form of 
oversight and scrutiny of the change processes being undertaken. Issues with capacity, recruitment 
and retention within the EOCs, predominantly in relation to call handler and ECAT roles have been 
escalated as causes, due to the impact delays in the control room have on C1 performance. 
Accordingly a rapid action plan is in situ, being monitored by ELB. The hospital handover escalation 
process is currently under review and refresh, for approval in July and is therefore on track for 
completion; this will be followed by a review of V2's effectiveness ahead of winter. Focus is on 
forecasting and planning to put out the required net PFSH levels to support delivery, and to make 
efficiency gains which will positively impact upon performance. A focused suite of actions are being 
delivered via OPID with SLB oversight for assurance. Fleet transformation and Building Better Rotas 
are both progressing well and are on track for delivery of efficiencies within the highlighted timescales. 

  
 

  

      

SR2. Failure to achieve 
continuous quality 
improvements and high 
quality care delivery 

Tracy 
Nicholls - 
Director of 
Clinical 
Quality and 
Improvement 

Quality Governance 
Committee 

15 12 6 Risk reviewed by Tracy Nicholls, Director of Clinical Quality and Improvement. Risk score remains the 
same as although ACQIs indicate sustained success in the non-timed domains, concerns in relation to 
delays and the impact (both within A&E and PTS) bring a continued level of risk. Embedding of the 
Mental Health Strategy and increased knowledge and understanding of the mental capacity act, in 
addition to completion of the NHS Protect action plan and progression of the medicines management 
plan, results in further controls being added to mitigate the risk. New actions focus upon analysis of 
the clinical risk pertaining to PTS delays, as well as discussion and planning around 
interdependencies between clinical, performance and finance that have the potential to impact upon 
patient safety.  
The CQC Inspection Report was received in July 2018 which highlights improvements in 
understanding of staff for MCA and an improvement incident reporting and learning from incidents 
identified. Also of note is the positive move within EOC and PTS areas, with a 'good' rating in many 
areas. 
Work is still required on inconsistencies of application of processes and policies across the Trust 
which will remain a focus. 

  
 

  

      

SR3. Failure to 
establish a culture of 
engagement and 
accountability that is 
patient focussed 

Lindsey 
Stafford-
Scott, 
Director of 
People and 
Culture 

People and Culture 
Committee 

16 12 8  Risk reviewed by Director of People and Culture on 10 July 2018. Risk score to remain the same in 
light of the need to make further progress on key actions. Uplift in resources within the People and 
Culture team will now enable rapid progression. The CQC inspection report outlined the need to focus 
upon improved engagement of staff across the Trust and as such, emphasis is being placed upon 
review of the engagement strategy as well as implementing a learner engagement role to support 
students. The establishment of an overarching performance management framework is progressing, 
with a draft capability policy being reviewed by policy group. Work on the competency requirements of 
leaders at every level of the organization are the next steps, which will then enable establishment of 
balanced scorecards for robust monitoring of delivery across all aspects of the organisation 
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SR4: Failure to deliver 
an efficient, effective 
and economic service 

Kevin  Smith 
- Director of 
Finance 

Quality Governance 
Committee 

25 12 8 Reviewed by Director of Finance and Commissioning. Risk score to remain the same due to the need 
to complete review and detail within the CIP schemes, which is due for completion by end of July. 
Confirmation that the in-year STP capital bid for £6.5m was successful has been received, which will 
support implementation of make ready across 10 sites in this financial year. Further bids are in train 
for funding for the next five year period, which if successful will allow enablers such as fleet, estates, 
make ready to be implemented to gain efficiencies. The transformation programme plan will be 
published at Board in July which will support increased assurance and scrutiny on the transformation 
and the efficiency enablers within it. Additional focus upon financial stewardship is in the process of 
being implemented which will support the establishment of an ongoing pipeline process to recognition 
of efficiency schemes, not relying on the CIP model as the sole source of schemes. 

  
 

  

      

SR5. Failure to maintain 
sound programme 
systems and 
governance processes 
to support 
transformation delivery 

Wayne 
Bartlett-
Syree, 
Director of 
Strategy and 
Sustainability 

Trust Board 20 16 9 Risk reviewed by the Director of Strategy and Sustainability on 9 July 2018.  Risk score remains the 
same however a number of actions are now nearing completion which will enable review of the 
residual score - in particular publication of the transformation programme plan and programme 
resourcing will provide the ability to strengthen the change processes. The £6.5m successful STP 
capital bid is significant in enabling make ready transformation to progress significantly within this 
financial year. New actions include the arrangement of change OD training and support for the 
programme board chairs, as well as a gateway zero health check on the transformation programme in 
quarter three. 

  
 

  

      

 
The following gives an overview of the principal risks escalated to the BAF, along with detail on progress since the last report: 
 

Inability to work in 
partnership effectively 

Lindsey 
Stafford-
Scott, 
Director of 
People and 
Culture 

People and 
Culture 
Committee 

15 15 10 Risk reviewed by Director of People and Culture. Risk score remains the same in light of the ongoing 
relationship issues with existing officials and the level of collective grievances being seen. However, significant 
progress is being made through work with regional branch and it is therefore anticipated that the risk score will 
reduce in September 2018, once new officials are in situ and amended arrangements are in place. 

  
 

  

      
 
The key for delivery confidence rating of actions in the main section of the BAF (pages 6-11) is as follows: 
 

 Green The action will be delivered successfully on time, within budget and to the level of quality required. There are no major problems or barriers that threaten 
delivery 

 Green/Amber Successful delivery of the action is probable, but constant focus is required to ensure it remains on track and risks do not materialise 

 Amber Successful delivery is feasible, but significant issues and risks exist that require focussed attention. However these appear resolvable and can be managed with 
the action still running to time and within budget. 

 Amber/Red Successful delivery of the action is in doubt due to significant issues and risks in a number of key areas. Urgent action is needed to determine whether these 
can be resolved. 

 Red Successful delivery of the action appears unachievable. There are major issues which do not appear to be manageable. The project needs re-basing or its 
viability re-assessing 
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SR1: Failure to deliver agreed contractual standards within the Ambulance Response Programme 
Risk Description Strategic Objective 

Following implementation of ARP in October 2017, fundamental changes to operational practice and a greater level of 
investment to fill the recognised capacity gap is required in order to realise the full benefits. Due to the recognised 
under-funding and capacity gap, there is a need to focus upon delivery of the performance trajectories outlined in the 
ISR, along with the agreed level of Patient-Facing Staff Hours whilst recruitment is underway. The current risks 
underpinning SR1 include staffing levels, ratio of RRVs to DSAs, abstractions, increased activity acuity, arrival to 
handover delays, and financial capacity, as well as reputation in light of the national context. New risks relate to EOC 
capacity to manage calls, in particular call handler and clinician recruitment and retention. 

Putting into place a new responsive operating model 
to deliver sustainable performance and improved 
outcomes for patients 

Owner Committee 
Director of Service Delivery Performance and 

Finance 

Risk Score Detail to Date Assurance of controls Target Risk Score Post-Mitigation 
 Likelihood Impact Score  Likelihood Impact Score 
Inherent 4 5 20  

Moderate 
When mitigated 2 5 10 

Last month 3 5 15 Mitigated score to be achieved 
by 

March 2019 
This month 3 5 15 

Mitigating Actions Owner Due 
Continue and Increase recruitment of staff. Recruitment progression with overachievement of offers accepted but a shortfall in new staff 
in post based on the planned trajectory – recovery plans in place 

Director of People 
and Culture 

June 2019 

Complete review of surge plan to align with ARP. Review has been completed action cards being reviewed and tested with planned 
completion in September. Amended action therefore moves from May to September. 

Medical Director September 
2018 

Identify and implement operational efficiencies in order to support the delivery of performance improvement in line with the 
implementation of ARP and its associated trajectories. Efficiencies being focussed on but limited impact at present. Looking at meal break 
arrangements and clinically safe on scene times to support. ISR dashboard being developed for improved analysis 

Director of Service 
Delivery 

March 
2020 

Plan and implement rota changes, in line with ‘building better rotas’, working with industry experts to support delivery of ARP. On track, 
with working parties underway and ongoing throughout the summer.   

Director of Service 
Delivery 

March 
2019 

Complete Fleet transformation process to provide increased ambulances and a sustainable fleet – ambulance specification being 
drafted following consultation and moving to tender process. On track 

Director of Strategy 
and Sustainability 

March 
2020 

Support regulators and the wider NHS economy on reducing arrival to handover delays to improve ambulance availability for patients in 
the community. V2 of the handover process for approval in July, and will then move to a review of the new process by October 

Director of Service 
Delivery 

July 2018 

Working with partners to find ways to better manage demand both in terms of reducing 999 demand, but also through alternative 
schemes and care pathways. Led by lead commissioners and monitored through OPID, limited progress at present   

Director of Service 
Delivery 

March 
2019 

Deliver required patient facing staff hours through a suite of actions to reduce sickness, training and other abstractions to support 
delivery. Actions ongoing with action plan in place through OPID, being monitored for assurance via Senior Leadership Board. 

Director of Service 
Delivery 

March 
2019 

Engage with the PAS market to support the mid-long term delivery of ARP standards whilst recruiting. 9 month contract award complete, 
in the process of working to reduce dropped shifts and increase PAS availability 

Director of Strategy 
and Sustainability 

March 
2019 

Deliver actions within the EOC recruitment and retention plan to strengthen ability to deliver performance and response to patients 
ahead of the winter period 

Director of Service 
Delivery 

October 
2018 
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SR2: Failure to achieve continuous quality improvements and high quality care delivery 
Risk Description Strategic Objective 

Inability to successfully focus upon safety and quality improvements due to pressures financially and 
operationally would limit the progress made by the organisation in relation to governance and the Quality 
and Safety Strategy. This could lead to an inability to provide safe, consistent and high quality care to 
patients across the region. This would have regulatory and reputational implications for the organisation. 
Current risks include hospital handover delays and the resulting delays in ambulance attendance, current 
clinical scope of the workforce, and the transition to a new service model.  

 
Maintaining the focus on delivering excellent, high quality care 
to our patients 

Owner Committee 
Director of Clinical Quality and 
Improvement 

Quality Governance 

Risk Score Detail to Date Assurance of 
controls 

Target Risk Score Post-Mitigation 
 Likelihood Impact Score  Likelihood Impact Score 
Inherent 3 5 15  

Moderate 
When mitigated 2 3 6 

Last month 4 3 12 Mitigated score to be achieved by April 2018  
This month 4 3 12 

Mitigating Actions Owner Due 
Create an aggregated improvement plan encompassing all reviews to ensure thematic review and robust oversight and 
scrutiny of improvements required – PID in place for implementation project, awaiting action identification to commence 
build 

Director of Strategy and 
Sustainability 

July 2018 
 

Deliver against ePCR trajectory– Trajectories in situ with 50% areas overachieving, equipment and monitoring issues to 
be resolved to support compliance and trajectory recovery in other areas. 

Director of Service Delivery September 
2018 

Delivery of the Medicines Management Strategy and action plan. Good roll out with seven sites left due to estates and 
equipment issues. Action plan being updated, estates issues being resolved 

Director of Clinical Quality 
and Improvement 

July 2018 
 

Undertake a deep dive thematic analysis into PTS quality and safety to gain assurances and identify any areas for 
further improvement, following the CQC inspection 

Director of Clinical Quality 
and Improvement 

September 
2018 

Establishment of a stroke care plan, against the new ARP code sets. ACL taking a Trust-wide review focussing on 
onset times, on scene times and times/distance to HASU. Date amended to reflect committee meeting date 

Director of Clinical Quality 
and Improvement 

September 
2018 

Establish 2018-2021 Quality Strategy to continue focus on continuous improvement and QI methodologies – in draft, 
consultation commencing. This will include QI methodologies and support the development of QI from Board to road. 

Director of Clinical Quality 
and Improvement 

September 
2018 

Complete volunteer training for conflict resolution in line with final aspect of NHS Protect inspection. Training package 
in situ 

Director of Clinical Quality 
and Improvement 

September 
2018 

Establish mortality review process and methodology to enhance patient safety monitoring – initial mortality review 
process drafted and support gained for working party, with quality leads from commissioners 

Director of Clinical Quality 
and Improvement 

August 2018 

Review Clinical Development and Effectiveness Group to link to quality improvement processes, to support innovation Director of Clinical Quality 
and Improvement 

March 2019 
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SR3: Failure to establish a culture of engagement and accountability that is patient focussed 
Risk Description Strategic Objective 

Failure to develop a robust culture in relation to accountability will have a detrimental effect on the culture 
within the organisation. This can lead to inconsistent practice and a lack of confidence in the management 
structure, leading in turn to patient safety and staff welfare issues. It is important to note the CQC’s rating of 
‘outstanding’ for care from staff, identifying that whilst there are clear cultural issues requiring redress, staff 
continue to deliver consistently high standards. Current risks for SR3 include inconsistent practices across 
the Trust, lack of a robust performance management framework, backlog in employee relations cases, 
varied leadership application and recognition of insufficient staff engagement. Key strategies and 
frameworks now in situ, with focussed work on delivery of the strategies.  

Guarantee we have a patient-focussed and engaged 
workforce 
 

Owner Committee 
Director of People 
and Culture 

Quality Governance 

Risk Score Detail to Date Assurance of 
controls 

Target Risk Score Post-Mitigation 
 Likelihood Impact Score  Likelihood Impact Score 
Inherent 4 4 16  

Moderate 
When mitigated 2 4 8 

Last month 3 4 12 Mitigated score to be achieved by January 2019 
This month 3 4 12 

Mitigating Actions Owner Due 
Development of a performance management framework is underway with six further elements planned for delivery, 
between June 2018 and March 2019.  

Director of People 
and Culture 

March 2019 
 

Completion of the Recruitment Action Plan identified within the recruitment review. Delay with completion due to HR 
capacity. Additional support now identified and actions progressing –evaluating for amended completion date 

Director of People 
and Culture 

June 2018 

Undertake culture audit evaluation now process established. Focussing on review of appraisal, compassionate 
conversations and dignity at work, led by external provider.  

Director of People 
and Culture 

December 
2018 

Finalisation of talent management and succession planning processes. Some progression but delays due to CQUIN 
confirmation process. Board workshop complete, commencing review on role outlines and processes. Currently evaluating for 
an amended completion date 

Director of People 
and Culture 

July 2018 

Development of a Performance Management (capability) Policy –Policy drafted, to move through policy group Director of People 
and Culture 

October 2018 

Refresh and re-implement Employee Engagement Strategy to support improved engagement, as outlined as required 
within the CQC inspection report. Includes a longer term action to develop a Learner Engagement Officer. 

Director of People 
and Culture 

August 2018 

Create an aggregated improvement plan encompassing all reviews to ensure thematic review and robust oversight and 
scrutiny of improvements required 

Director of Strategy 
and Sustainability 

July 2018 

Review director portfolios and group governance arrangements to support improved capacity and capability, meeting the 
governance needs of the organisation, in line with the CQC and governance reviews undertaken 

All Directors March 2019 
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SR4: Failure to deliver an efficient, effective and economic service 
Risk Description Strategic Objective 

The recognition of historic underfunding of the service has led to significant negotiation for an increased contract value, to 
enable transformation of the organisation and allow delivery of high quality care, meeting the ambulance response 
standards. As a result, the Trust now needs to undertake large scale change throughout all areas, in order to transform 
its systems and processes safely, for benefits to both patient and staff to be realised. Delivery of the financial plan is 
essential, as well as the transformation changes within budget, whilst also seeking 2.5% efficiency savings to ensure best 
value for the public pound. Risks to establishment of the Trust as an efficient and economic service include the cost of 
transformation and the capacity pressures in situ as a result of a lean support structure under the Carter target, as well as 
the challenge to seeking viable efficiencies whilst undertaken large scale change. 

Delivering innovative solutions to ensure we are 
an efficient, effective and economic service 

Owner Committee 
Director of Finance 
and Commissioning 

Performance and 
Finance 

Risk Score Detail to Date Assurance of 
controls 

Target Risk Score Post-Mitigation 
 Likelihood Impact Score  Likelihood Impact Score 
Inherent 5 5 25  

Moderate 
When mitigated 2 4 8 

Last month 3 4 12 Mitigated score to be achieved by March 2020 
This month 3 4 12 

Mitigating Actions Owner Due 
Establish the Transformation Programme plans underpinning delivery of the priorities and ISR. The transformation governance 
process and board has been established with plans in draft. For publication at the July Trust Board in live with governance 
processes 

Director of Strategy 
and Sustainability 

July 2018 

Identify and implement suite of efficiency programmes including aspects such as reducing handover delays, out of service and 
on scene times. Efficiencies being focussed on but limited impact at present. Looking at meal break arrangements and clinically 
safe on scene times to support. ISR dashboard being developed for improved analysis 

Director of Service 
Delivery 

March 2019 

Consult on and implement review of service delivery structure that enables engagement with other parties to proactively 
manage patient need and demand. Underway and on track for completion on time 

Director of Service 
Delivery 

October 
2018 

Establish CIP programmes to ensure achievement of 2.5% CIP for 2018/19. CIP plans and values in place, intending on a 
completion date of 31 July for all schemes to be quality risk assessed and workbooks to be in situ, in line with operating plan 
requirements 

Director of Finance 
and Commissioning 

July 2018 

Undertake enabler schemes for transformation via the Strategic Change Programme Board, as per the programme plan in situ. 
Focuses on estate, fleet and IM&T transformation. On track with capital bid approval from STPs.  

Director of Strategy 
and Sustainability 

March 2019 

Implement a continuous cyclical approach to efficiency identification and implementation not focussed upon quality and value 
for money, via the Improving Value Programme Board 

Director of Finance 
and Commissioning 

December 
2018 

Implement the Procurement Strategy and associated policies to improve financial management and bring efficiencies Director of Strategy 
and Sustainability 

March 2019 

Undertake a review of financial stewardship and roll out training to managers, to support development of an efficiency pipeline Director of Finance 
and Commissioning 

October 
2018 
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SR5: Failure to maintain sound programme systems and governance processes to support transformation delivery 
Risk Description Strategic Objective 

Successful transformation is underpinned by robust programme governance that aligns with business as usual governance 
processes within the organisation. Core principles within the framework are focussed upon engagement, risk management, 
resourcing, benefits realisation, strategy and quality assurance. Whilst the Trust is well aligned to partners and stakeholders 
through previous work, focus is required on maximising relationships and processes to support the transformational requirements, 
to enable the Trust to meet its objectives. Failure to ensure transformation takes place collaboratively and within sound systems of 
control will impact on quality and timeliness of transformation and the benefits being realised, as well as affecting investment in the 
Trust. In turn, this will risk long term financial sustainability, preventing achievement of the Trust’s strategic objectives. Current risks 
underpinning SR5 include conflicting stakeholder views, and the alignment of STPs and the subsequent impact on delivery, as well 
as the need to strengthen the effectiveness of the portfolio office and programme management across the transformation plans.  

Playing our part in the urgent and 
emergency care system being community 
focussed in delivering the 5 year forward 
view 

Owner Committee 
Director of Strategy 
and Sustainability 

Performance and 
Finance 

Risk Score Detail to Date Assurance of 
controls 

Target Risk Score Post-Mitigation 
 Likelihood Impact Score  Likelihood Impact Score 
Inherent 5 4 20  

Moderate 
When mitigated 3 3 9 

Last month 4 4 16 Mitigated score to be achieved by April 2019 
This month 4 4          16 

Mitigating Actions Owner Due 
Undertake transformation programme health checks pertaining to both full gateway zero review, and engagement processes to 
give assurance on the processes being employed 

Director of Strategy and 
Sustainability 

October 
2018 

Participate in NHSI’s ambulance improvement programme. Five key areas being developed, with engagement at Trust level on 
each with NHSI and NHSE. Using the model ambulance when available to identify further opportunities for improvement 

Director  of Strategy and 
Sustainability 

October 
2018 

Continue to develop the Portfolio Office function to ensure delivery of transformation plans. Recruitment to temporary and 
substantive posts delayed but now being progressed. Programme plan in situ and monitoring arrangements in place  

Director  of Strategy and 
Sustainability 

June 2018 

Establish the Trust’s engagement plan to support a robust approach to engagement and consultation throughout both business as 
usual and transformation – drafted and for approval by August 

Director of People and 
Culture 

June 2018 

Identification of programme resourcing to support delivery of the transformation plans within the 2018/19 year Director of Strategy and 
Sustainability 

June 2018 

Establish the Transformation Programme Plan and Annual Operating Plan 2018/19. For publication at Board in July in line with 
governance processes 

Director of Strategy and 
Sustainability 

July 2018 

Create a culture of delivery that supports continuous improvement at all levels through the organisation, through the application of 
existing systems and processes. Arranging OD support for programme board chairs by October 2018 

Director of Strategy and 
Sustainability 

April 2019 

Undertake stakeholder mapping, aligning to the programme plan and the six business units within the Trust Director of Communications 
and Engagement 

October 
2018 

Support the national Ambulance Improvement Programme, utilising the model ambulance when available to identify further areas 
for improvement 

Director of Strategy and 
Sustainability 

October 
2018 
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Risk 1563: Inability to work in partnership effectively 
Risk Description Strategic Objective 

There has been a history of challenging partnership working relationships within the current voluntary 
recognition agreement with UNISON. This resulted in the Trust serving notice in 2017 in order to renegotiate 
a new agreement which is more in keeping with the Trust’s Visions and Values so that staff are fully 
supported and appropriately represented during formal discussions with the Trust. Whilst significant headway 
was made and a new voluntary recognition agreement was signed in December 2017, relationships between 
the Trust and the local EEAS UNISON branch leadership have not improved causing the Trust to reconsider 
whether there is an alternate solution for industrial relations which will be more supportive of partnership 
working that best benefits staff. Since then regional branch have moved into a supervisory role to support 
improvements. 

Guarantee we have a patient-focussed and 
engaged workforce 

Owner Committee 
Director of People and 
Culture 

People and Culture 

Risk Score Detail to Date Assurance of 
controls 

Target Risk Score Post-Mitigation 
Likelihood Impact Score Likelihood Impact Score 

Inherent 3 5 15 
Moderate 

When mitigated 2 5 10 
Last month 3 5 15 Mitigated score to be achieved by September 2018 
This month 3 5          15 

Mitigating Actions Owner Due 
Re-deploy existing officials in line with regional branch requirements, supporting the instatement of 
new officials  

Director of People and Culture 
August 2018 

Agree block arrangements for new officials, in order to facilitate early-onset of strong partnership 
working  

Director of People and Culture August 2018 

Reinstate formal arrangements and negotiation processes with new union representatives, to 
improve staff engagement and involvement 

Director of People and Culture September 2018 
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Report Title: Care Quality Commission Inspection Report and Quality Improvement Plan 

 

Report Author(s): 
L Andrews 
Head of Quality Improvement Sponsoring 

Director: 
T Nicholls 
Director of Clinical Quality and 
Improvement 

 
 
Purpose: 
 

 
Decision 

 
Assurance 

 
For Information 

 
Disclosable         

 
X 

 X X Non-Disclosable       
 

 
Executive Summary: 
 
Following the Francis Report into the failures of care at Mid Staffordshire NHS Foundation Trust, and the 
government’s response to the report, the Care Quality Commission (CQC) has introduced a more wide-
ranging approach to inspecting health care providers. The main purpose of inspections is to assess the 
quality of care delivered to patients. In making this assessment, the CQC now also provides an analysis of 
the leadership and organisational culture of providers. 

 
The Trust has recently received its unannounced Core Services inspection from the CQC which 
commenced on the 6th to the 8th March 2018.  As the Trust is the first to be inspected using the CQC’s new 
methodology, there then followed a further announced Well Led inspection on the 27th to the 29th March 
2018.  The Trust subsequently received the draft report in line with regulatory process which was reviewed 
by the Quality Improvement team for matters of factual accuracy. This resulted in over 100 matters of 
factual accuracy being returned to the CQC with one key aspect of performance standards being a major 
point of contention. The report reflected that the Trust was failing national standards of performance, 
however, the letter from Professor Jonathan Benger from NHS England combined with the Independent 
Service Review findings were in direct contradiction with this statement and, therefore, it was felt to be a 
matter of substantial factual inaccuracy.  
 
The Trust does recognise that its performance must improve which it does not dispute. Performance 
improvement is set against a determined trajectory which is robustly monitored by our commissioners, but 
the inference within the CQC report seemed incongruous with these facts. 
 
The final ratings outcome for the Trust was Requires Improvement and, whilst the rating remains the same 
from the Trust’s last inspection, the comparison of the matrix grid’s show improvement in a positive 
direction. 
 
 
 
 
 
 

 
TRUST BOARD 
(Public Session) 

 
 25 JULY 2018  AGENDA ITEM 17 
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Matrix Grid from 2016 Inspection 

Matrix Grid from 2018 Inspection 

It was further contended by the Trust that some of the individual ratings were not reflective of the evidence 
we had submitted and these were also contested, particularly around the domain for Caring. 

The final report was published on the 4th July 2018.  Whilst the appendices were amended with many of 
our evidenced statements, the issue remains around the reporting of performance and as such, 
correspondence has been undertaken with the CQC at the highest level to outline the implications, not only 
for the Trust, but for other ambulance services nationally in maintaining this narrative. 

Moving forward from the CQC inspection in March and subsequent release of the report, areas have been 
identified for continued improvement which include “must do’s” and “should do’s.” These have been 
formatted into the Quality Improvement Plan attached. This Quality Improvement Plan will be absorbed in 
to a single overarching Trust-wide Integrated Improvement Plan in the coming months. 

The Plan will be reviewed at the Senior Leadership Board and exceptions against agreed timeframes will 
be escalated with regular updates available for Trust Board and external stakeholders and regulators. 
The previous CQC Action Plan will need to be formally signed off and closed upon approval of the Quality 
Improvement Plan. 

The CQC will apply their new methodology for inspection by regular monitoring and annual review of 
organisations and the Trust welcomes the CQC in its monitoring phase of the Trust and its associated 
regulated activities.   
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Other Key Issues to Draw to the Board’s Attention: None. 

Action Required by the Board: 

For the sign-off and formal closure of the CQC Quality Report (2016) Trust-wide action plan and service 
line specific plans.  

To approve the Trust-wide Quality Improvement Plan which will be formally implemented on the date of 
submission to the CQC at 20 July 2018. 

Previously Considered By and Recommendation(s) Made: 

Related Trust Strategic Objective(s): 
Please indicate 
those applicable (X): 

Putting into place a new Responsive operating model to deliver sustainable 
performance and improved outcomes for patients 

X 

Maintaining the focus on delivering Excellent high quality care to the patients X 
Guarantee we have a Patient Focused and engaged workforce X 
Delivering Innovative solutions to ensure we are an efficient, effective and 
economic Service X 
Playing our part in the urgent and emergency care system being Community 
Focused in delivering the 5 year forward view X 

Other: 
Please indicate if 

applicable (X): 
To ensure effective governance and compliance with regulated activities. X 

Please answer Yes or No. If yes, please provide appropriate brief details 
Legal Implications Failure to comply with Health & Social Care Act 2012 

Regulatory Requirements Transport services, triage and medical advice provided. 
Remotely Treatment of disease, disorder or injury Regulation 12 HSCA 
(RA) Regulations 2014 Safe care and treatment. 

Transport services, triage and medical advice provided remotely 
Treatment of disease, disorder or injury Regulation 17 HSCA (RA) 
Regulations 2014 Good governance. 

Transport services, triage and medical advice provided remotely. 
Treatment of disease, disorder or injury Regulation 18 HSCA (RA) 
Regulations 2014 Staffing. 

Equality and Diversity Impacts 



We plan our next inspections based on everything we know about services, including whether they appear to be getting
better or worse. Each report explains the reason for the inspection.

This report describes our judgement of the quality of care provided by this trust. We based it on a combination of what
we found when we inspected and other information available to us. It included information given to us from people who
use the service, the public and other organisations.

This report is a summary of our inspection findings. You can find more detailed information about the service and what
we found during our inspection in the related Evidence appendix.

Ratings

Overall rating for this trust Requires improvement –––

Are services safe? Requires improvement –––

Are services effective? Requires improvement –––

Are services caring? Outstanding

Are services responsive? Requires improvement –––

Are services well-led? Requires improvement –––

We rated well-led (leadership) from our inspection of trust management, taking into account what we found about
leadership in individual services. We rated other key questions by combining the service ratings and using our
professional judgement.

EastEast ofof EnglandEngland AmbulancAmbulancee SerServicvicee
NHSNHS TTrustrust
Inspection report

Unit 3, Whiting Way
Melbourn
Royston
Hertfordshire
SG8 6NA
Tel: 08456013733
www.eastamb.nhs.uk

Date of inspection visit: Unannounced 6-8 March
2018 and an announced inspection between 27-29
March 2018
Date of publication: This is auto-populated when the
report is published

1East of England Ambulance Service NHS Trust Inspection report This is auto-populated when the report is published



Background to the trust

East of England Ambulance Service NHS Trust (EEAST) covers the six counties of Bedfordshire, Cambridgeshire, Essex,
Hertfordshire, Norfolk and Suffolk. This is an area which has a population of around 6 million people and covers
approximately 7, 500 square miles. The trust employs around 4000 staff and 1500 volunteers. The trust was formed in
2006 following the amalgamation of 3 ambulance services.

The trust has 19 commissioning CCG’s of which one is the lead commissioner. The trust covers an area including six STP
areas and more than 17 A and E delivery boards.

EEAST provides an emergency service to respond to 999 calls; patient transport service (PTS) in various locations across
the trust for non-emergency patients between community provider locations or their home address and emergency
operation centres (EOC), where 999 calls were received, clinical advice is provided and emergency vehicles dispatched if
needed. There is also a Hazardous Area Response Team (HART).

The trust serves an ethnically and geographically diverse population including rural, coastal and urban environments.
There are areas of high deprivation in Essex, Bedfordshire and Norfolk.

We inspected EEAST as part of our new methodology inspection programme. As part of our inspection we visited trust
premises including offices, training areas, fleet workshops, specialist units such as Hazardous Area Response Team
(HART), ambulance stations and emergency operations centres. We also visited hospital and other health care locations
to speak with patients and staff about their experiences of the ambulance service.

Overall summary

Our rating of this trust stayed the same . We rated it as Requires improvement –––Same rating–––

What this trust does
The trust provides a range of services including emergency and urgent care and patient transport services. There are
three emergency operations centres (EOC), located in Bedford, Norwich and Chelmsford. Calls coming into the EOC are
responded to using a form of triage based on a new set of measures called the ambulance response programme (ARP).
The four new categories enable call handlers more time to assess 999 calls that are not immediately life threatening, and
callers whose needs indicate when a faster response is required.

There are over 90 ambulance stations, out of which ambulance crew may be dispatched. They may also be sent directly
to callers from previous call out locations or emergency departments where they take patients to.

Key questions and ratings
We inspect and regulate healthcare service providers in England.

To get to the heart of patients’ experiences of care and treatment, we ask the same five questions of all services: are they
safe, effective, caring, responsive to people's needs, and well-led?

Where we have a legal duty to do so, we rate the quality of services against each key question as outstanding, good,
requires improvement or inadequate.

Where necessary, we take action against service providers that break the regulations and help them to improve the
quality of their services.

Summary of findings
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What we inspected and why
We plan our inspections based on everything we know about services, including whether they appear to be getting
better or worse.

During the past year we have held regular engagement meetings with the trust. This enabled us to have continued
oversight of the trust activities and progress it was making against the action plan from our previous inspection. This
information was used together with other data to inform our inspection.

This inspection included the core service areas of emergency operations centres (EOC) and emergency and urgent care
(E&UC) and patient transport services (PTS). These core services had a number of areas which required improvement or
where we considered there to be risk.

In addition we undertook a well-led inspection.

What we found
At this inspection we found the trust had made some progress in areas including safeguarding, staff understanding of
the Mental Capacity Act and incident reporting procedures. However, we also found that the trust did not meet national
ambulance response standards and there was inconsistency in the use of process and procedure across the trust. Staff
told us they did not always feel valued, particularly after an exhausting winter and there were a number of concerns
regarding the governance in the trust including the ongoing temporary management structure.

Overall trust
Our rating of the trust stayed the same. We rated it as requires improvement because:

• We rated safe in the emergency operations centre (EOC) and patient transport service (PTS) as good with emergency
and urgent care (EUC) as requires improvement. EOC was good for effective while EUC and PTS requires
improvement. EUC was rated outstanding for caring with EOC and PTS rated as good for caring. EOC and PTS were
good for responsive with EUC rated as requires improvement. EOC were rated as good for being well led and EUC and
PTS were rated as requires improvement.

• We rated well-led for the trust overall as requires improvement.

Are services safe?
Our rating of safe stayed the same. We rated it as requires improvement because:

• Due to a high volume of day to day work and the trust in periods of REP 3, mandatory training rates were below
trajectory at 85% against a target of 95%. There were variations in the training rates across the trust. None of the
ambulances we inspected held restraints for use with children on trolleys, however the trust knew this was an issue
and were in the process of ordering new equipment and organising training for the staff team to use the equipment
properly.

• There remained an identified commissioned capacity gap between the staff currently employed by the trust and the
number needed to meet increasing demands for services.

• Staff experienced excessive hand-over times at some acute hospitals, which challenged the trust’s resources and
reduced the ability to meet the service demand in a timely manner.

• Staff did not always manage medication in line with the trust policy and medicines were not always stored safely or
audited effectively.

• PTS did not complete vehicle deep cleaning intervals specified by the trust.

Summary of findings
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• There were high sickness rates and vacancies in the EOC’s.

However:

• Staff knew how to report incidents across the core services; managers shared learning from incidents in EUC and EOC
though evidence of this was not as strong in PTS. The trust carried out comprehensive investigations, feeding back to
patients and families where appropriate.

• Staff understood their roles and responsibilities in relation to safeguarding adults and children. The trust had up to
date safeguarding policies and procedures that reflected current best practice guidance and staff reported concerns
appropriately.

• The environments were visibly clean and well maintained and were conducive to a good working environment.

• There were appropriate methods and processes to respond and manage risks to patients.

• The service planned for emergencies and staff understood their roles if one should happen.

Are services effective?
Our rating of effective stayed the same. We rated it as requires improvement because:

• The service was underachieving in previous national response targets. There were significant delays in response by
the service during the winter period. Since the inspection the trust has received extra funding to improve the
response rates.

• The service introduced the new Ambulance Response Programme in November 2017. The initial results demonstrate
that the trust was not meeting the new standards. However trusts will not be held to account for these standards until
after our inspection.

• Managers did not always appraise staff’s work performance and hold supervision meetings with them to provide
support and monitor the effectiveness of the service. Appraisal rates at different bases were variable but remained
below the anticipated target.

• We were not assured sufficient training was in place to support staff or that supervision and appraisals were
undertaken in order to provide staff effective guidance and training opportunities. In PTS services appraisal
completion varied in different stations and not all volunteer drivers had completed a driving assessment.

• From October 2016 to September 2017 the trust’s proportion of Face Arm Speech Test (FAST) positive patients
assessed face to face that arrived at NHS trusts with a hyper acute stroke centre within 60 minutes was slightly lower
than the England average, ranging from 44.6% to 57.6% compared to the average of 50% to 58.7%. The trust
performed worse for eight months; November 2016, February 2017 and April 2017 to September 2017.

However:

• Staff provided care and treatment based on national guidance and evidence.

• Managers monitored the effectiveness of care and treatment through local and national audits.

• Staff worked together as a team for the benefit of patients.

• Staff understood their roles and responsibilities under the Mental Health Act 1983 and the Mental Capacity Act 2005.
They knew how to support patients experiencing mental ill health and those who lacked the capacity to make
decisions about their care.

• PTS monitored the effectiveness of the service and used the findings to improve them. The service monitored their
performance against the key performance indicators set out by their commissioners in order to make improvements.

Summary of findings
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• Staff in different roles and organisations worked well together as a team to benefit patients. Crews and control centre
staff supported each other and worked well with staff from other organisations to prove effective care.

• From February 2017 to October 2017, the proportion of calls from patients for whom locally agreed frequent caller
procedure is in place was lower than the England average for all months. The trust reported a proportion of calls from
frequent callers of 0.4% for all months apart from October 2017 where this dropped to 0.2%.

Are services caring?
Our rating of caring stayed the same. We rated it as outstanding because:

• Staff in the emergency and urgent care service displayed outstanding patient centred care and we saw evidence of
staff going the extra mile to ensure that patients were cared for.

• Staff had been under intense pressure in the six-month period prior to or inspection. All staff we spoke with were
caring and respectful of the patients they cared for. A number told us they were frustrated that they were not able to
provide the best possible care for patients due to the pressures they faced.

• Staff cared for patients with compassion, treating them with dignity and respect.

• Patients, families and carers gave positive feedback about their care.

• Staff involved patients and those close to them in decisions about their care and treatment.

• Staff provided emotional support to patients to minimise their distress.

Are services responsive?
Our rating of responsive stayed the same. We rated it as requires improvement because:

• Between November 2016 and November 2017, there was an average delay of over 15 minutes reported from arrival at
the hospital to handover to hospital staff. At times of increased demand handover times were much longer.

• The trust were slow to implement an escalation policy in order to reduce hospital handover delays despite working
with trusts to formulate the plan before the winter period commenced.

• Since our last inspection in April 2016, the trust had implemented its Dementia Strategy 2017 – 2020. However, the
majority of ambulance staff we spoke to had not received training or guidance in supporting patients with dementia.
Most staff in EOC had however received the training.

However:

• There were examples of service planning to meet local needs; for example the patient safety intervention team (PSIT)
to support trust staff experiencing extended waiting times within hospital emergency and urgent care departments.

• A number of NHS trusts we visited had a hospital ambulance liaison officer (HALO) present in the emergency and
urgent care department to support NHS trust and ambulance staff with patient flow. NHS trust staff we spoke with
said this role worked closely with the staff team to achieve positive patient outcomes and improve patient flow
through the department.

• The trust trained staff as mental health champions to offer staff additional guidance in relation to supporting patients
with mental health needs.

• The trust comprehensively managed complaints and ensured staff had opportunities to learn from when things went
wrong without fear of retribution.

• PTS managers worked with their commissioners to improve services and address the unmet needs of patients when
they found gaps in the commissioned services.

Summary of findings
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• People could access PTS when they needed it. Patients that met the commissioner’s criteria for patient transport
services could access the service easily.

• The service took into account patients’ individual needs.

• PTS took complaints and concerns seriously, investigating them and providing feedback following a concern.

• Trust hear and treat performance had improved since our last inspection and was in line with the national average.

• From November 2017 to January 2018, East of England Ambulance Service Trust median time to answer calls was one
second. This was better than the England average in December 2017 which was five seconds.

Are services well-led?
Our rating of well-led stayed the same. We rated it as requires improvement because:

• Staff described a culture of low morale, late shift finishes, and disengagement between front line staff and the senior
management team.

• The majority of staff we spoke with felt the temporary management roles contributed to a lack of leadership,
openness, and staff engagement.

• Whilst the emergency operations centre staff remained focused on providing quality care for the patients, and
respected and valued their colleagues, the majority of staff said that executives were not always visible.

• All staff we spoke with knew of the national targets for response times, however due to changes in the prioritisation of
emergency calls many staff felt they attended calls that did not require a blue light ambulance.

• In PTS the approach to service delivery and improvement was reactive and focused on short term issues.

• All staff in the EOC we spoke with knew of the national targets for response times. However, due to changes in the
prioritisation of emergency calls many staff felt some calls were not categorised correctly and therefore did not
require a blue light ambulance.

• In the EOC staff felt increasing pressure and workload on the service was negatively affecting morale.

However:

• The trust had governance, risk management, and quality measures to improve patient care, safety, and outcomes.

• The trust quality report and quality dashboard consisted of a wide range of quality and safety indicators, which
provided the board with an understanding of the trust’s safety position.

• The trust had clear service performance measures, and used its ambulance clinical quality indicators (ACQI) to report
and monitor performance locally and at board level

• In the EOC’s the majority of staff we spoke with felt the senior managers followed the values of the trust and staff felt
that the leadership team promoted a culture of openness and staff engagement.

• Frontline staff and managers respected and valued their colleagues.

Ratings tables
The ratings tables show the ratings overall and for each key question for each core service, and for the whole trust. They
also show the current ratings for services or parts of them not inspected this time. We took all ratings into account in
deciding overall ratings. Our decisions on overall ratings also took into account factors including the relative size of
services and we used our professional judgement to reach fair and balanced ratings.

Summary of findings
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Outstanding practice
We found four examples of outstanding practice.

For more information, see the outstanding practice section of this report.

Areas for improvement
We issued three requirement notices to the trust. Our action related to a breach of a legal requirement at a trust-wide
level.

For more information, see the Areas for improvement and Regulatory action section of this report.

What happens next
We will check that the trust takes the necessary action to improve its services. We will continue to monitor the safety
and quality of services through our continuing relationship with the trust and our regular inspections.

Outstanding practice

• The clinical app was an excellent resource for staff in ensuring they had the most up to date clinical guidance and
access to information about care pathways in different areas of the trust.

• There was some excellent local engagement by middle and senior managers with health oversight and scrutiny
committees at local authorities.

• The Freedom to Speak Up Guardians were passionate about giving staff any support they needed to raise concerns
and have them addressed. They were supported by the board in their work and had developed excellent links with
other guardians and the national guardian’s office. They had been recognised by the national guardian’s office as an
exemplar service.

• The trust introduced an escalation policy to reduce the times of handover delays. Whilst this was introduced late in
winter it is seen as good practice to have an identified escalation tool in place. The trust also introduced a Patient
Safety Intervention Team (PSIT) to ensure that handover delays were minimised. The PSIT team were able to
commence investigations whilst awaiting in the emergency department.

Areas for improvement

Action the trust MUST take to improve

Trust wide

• The trust must ensure that it reviews risk registers and the governance of their review at subcommittee.

Emergency and Urgent Care

• The trust must ensure that it improves performance and response times for emergency calls.

• The trust must ensure that staff are appropriately mentored and supported to carry out their role including
appraisals.

• The trust must ensure that processes and procedures are consistently applied across the trust.

Summary of findings
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Patient Transport Services

• The trust must ensure that staff are appropriately mentored and supported to carry out their role including
appraisals.

Action the trust SHOULD take to improve

• The trust should ensure that staff complete mandatory training to meet the expected target.

• The trust should ensure that medicines management is consistent across the trust.

• The trust should ensure that it reviews structures and the number of staff in interim and seconded positions.

• The trust should ensure that it improves recruitment and retention of staff in EOC’s.

• The trust should ensure that it reviews ‘line’ and relief rota’s.

• The trust should ensure that it continues to work with partners and stakeholders to improve handover times at
hospitals.

• The trust should ensure the roll out programme continues to ensure that child safety restraints are in place in all
vehicles.

• The trust should ensure that it increases visibility of the executive team and senior managers.

Is this organisation well-led?

Our comprehensive inspections of NHS trusts have shown a strong link between the quality of overall management of a
trust and the quality of its services. For that reason, we look at the quality of leadership at every level. We also look at
how well a trust manages the governance of its services – in other words, how well leaders continually improve the
quality of services and safeguard high standards of care by creating an environment for excellence in clinical care to
flourish.

We rated well led at the trust as requires improvement because:

• After a period of stability there were two vacancies on the board at the time of our inspection. This was for the
medical director and director of nursing. There was interim staff in these positions with recruitment taking place to fill
the substantive positions.

• There was a fit and proper persons policy in place and process for appointment of new directors. However, there was
no evidence that a director’s continued fitness over time was considered.

• There were strategies in place for a number of key areas of the trust. It was clear that these strategies were reliant on
each other. There were concerns as to the sustainability of some strategies. For example, the estates strategy was
planned over the following seven years though we were told that, due to constraints, the strategy may take longer to
implement.

• Staff told us that they felt undervalued in their roles. There had been a period of relentless demand that had left staff
feeling tired and unappreciated. There were ongoing problems with late finishes with a half of all shifts finishing late.

• There were large numbers of staff working relief shifts. Many staff told us that this negatively impacted their work/ life
balance and support they received at work.

Summary of findings
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• We found large numbers of middle and senior managers in interim and seconded positions. Some had been in these
positions for years and others told us that their substantive post no longer existed. Staff told us that this affected
morale for those in this position and there was a lack of consistency.

• The trust risk register was lengthy and was contributed to by sub risk registers. Some risks did not have further
actions taken or identified. The board subcommittee responsible for reviewing risk told us they did not review the
whole risk register as it was too large. We were concerned that not all risks were being properly scrutinised.

• There remained inconsistencies in how processes were managed across the organisation. The trust had recently
moved to a two division structure (East and West) to address the ongoing issues relating to these inconsistencies and
cultural issues but we found this still to be the case.

• There was a lack of formality in how processes were managed. We found inconsistencies in medicines management
where staff had adapted processes locally for a variety of reasons. Over the winter period it transpired there was no
formal executive on call rota though this has since been addressed. National guidance was not always followed fully.

• Following a review of the winter period 2017/ 18 it became clear that the trust had adapted the national guidance on
Resource Escalation Action Plan (REAP). This was likely as the trust had ‘normalised’ REAP level three within the
organisation following a sustained period at that level. For example, the guidance required the suspending of all
training however this had not occurred. At escalation to REAP level four, mutual aid should have been requested.
EEAST moved to REAP level 4 on 31st December 2017. EEAST identified all other ambulance providers to be at REAP
level 3 or 4 and a board paper stated mutual aid was not available. However, no request was made for mutual aid
through NHS England or other body as required by guidance. Following the risk summit in January the trust revised
their response to REAP levels in line with national guidance.

• Staff survey results were consistently below other ambulance trusts though there had been improvement in two
measures since the 2016 survey; in incident reporting and staff receiving appraisals. We were aware the trust had
carried out other methods of measuring staff engagement and welfare including a cultural survey.

However,

• The leadership of the organisation was aware of the challenges the trust faced and was focused on improving the
service to patients as well as improving working conditions and experience for staff.

• The executive team worked towards a clear vision. An independent service review (ISR) had been completed and
identified a capacity gap over the next few years. The trust was actively working with commissioners to gain
agreement to address this.

• The executive team had been proactive in engaging partners in many areas though it remained challenging due to the
number of stakeholders that needed to be engaged with.

• The trust had Freedom to Speak Up Guardians who were passionate about giving staff any support they needed to
raise concerns and have them addressed. They told us that they were supported by the board in their work and have
developed excellent links with other guardians and the national guardian’s office.

• The Board Assurance Framework was regularly reviewed and was fit for purpose. We observed a public and private
board meeting. We found there to be good challenge of executives and that papers were sufficiently detailed to allow
the board to make decisions about performance, finance and staffing amongst others.

• The trust board considered reports from a number of committees including quality governance, audit committee and
people and culture amongst others. There was a clear route for information to be escalated to the board. Sub
committees within the trust had monthly meetings to discuss performance, risk, safety and quality. Representatives

Summary of findings
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attended them from the core service areas including emergency ambulance services, patient transport services and
supporting clinical and non-clinical services. Chairs and other members of sub committees we spoke with on the
inspection could describe the escalation of information from the services through board sub committees to the
board.

• There was a comprehensive incident reporting system in place as well as a framework for investigation of serious
incidents (SI’s). The trust had recently reviewed assistance in investigating a number of SI’s over the winter period
2017/18. All incidents reported were reviewed and 10% of which on average were considered as SI’s. SI’s were
investigated in line with national guidance. The 3-day reports for each SI over the winter period was shared with the
coroner which is good practice.

• The trust had invested in information technology through the use of mobile apps and the introduction of electronic
patient records.

• The trust had invested in a quality improvement team who led on all aspects of quality improvement across clinical
and non-clinical areas.

• There had been improvements in some areas in the core services since our last inspection. There was improved
incident reporting and staff had an improved knowledge of safeguarding and the Mental Capacity Act.

Summary of findings
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Ratings tables

Key to tables

Ratings Not rated Inadequate Requires
improvement Good Outstanding

Rating change since
last inspection Same Up one rating Up two ratings Down one rating Down two ratings

Symbol *

Month Year = Date last rating published

* Where there is no symbol showing how a rating has changed, it means either that:

• we have not inspected this aspect of the service before or

• we have not inspected it this time or

• changes to how we inspect make comparisons with a previous inspection unreliable.

Ratings for the whole trust

Safe Effective Caring Responsive Well-led Overall

Requires
improvement

Jul 2018

Requires
improvement

Jul 2018

Outstanding

Jul 2018

Requires
improvement

Jul 2018

Requires
improvement

Jul 2018

Requires
improvement

Jul 2018

The rating for well-led is based on our inspection at trust level, taking into account what we found in individual services.
Ratings for other key questions are from combining ratings for services and using our professional judgement.

same-rating––– same-rating same-rating––– same-rating same-rating–––

same-rating––– same-rating––– same-rating––– same-rating––– same-rating––– same-rating–––
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Ratings for ambulance services

Safe Effective Caring Responsive Well-led Overall

Emergency and urgent care
Requires

improvement

Jul 2018

Requires
improvement

Jul 2018

Outstanding

Jul 2018

Requires
improvement

Jul 2018

Requires
improvement

Jul 2018

Requires
improvement

Jul 2018

Patient transport services
Good

Jul 2018

Requires
improvement

Jul 2018

Good

Jul 2018

Good

Jul 2018

Requires
improvement

Jul 2018

Requires
improvement

Jul 2018

Emergency operations centre
Good

Jul 2018

Good

Jul 2018

Good

Jul 2018

Good

Jul 2018

Good

Jul 2018

Good

Jul 2018

Overall
Requires

improvement

Jul 2018

Requires
improvement

Jul 2018

Outstanding

Jul 2018

Requires
improvement

Jul 2018

Requires
improvement

Jul 2018

Requires
improvement

Jul 2018

Overall ratings are from combining ratings for services. Our decisions on overall ratings take into account the relative
size of services. We use our professional judgement to reach fair and balanced ratings.

same-rating––– same-rating––– upone-rating downone-rating same-rating––– same-rating–––

upone-rating same-rating––– same-rating––– upone-rating same-rating––– same-rating–––

upone-rating same-rating––– downone-rating same-rating––– same-rating––– same-rating–––

same-rating––– same-rating––– same-rating––– same-rating––– same-rating––– same-rating–––
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Requires improvement –––Same rating–––

Key facts and figures
The main role of emergency and urgent care services is to respond to emergency 999 calls, 24 hours a day, 365 days a
year. East of England Ambulance Service NHS Trust (EEAST) provides an emergency and urgent care service to a
population of 5.8 million people across the East of England. This encompasses the counties of Bedfordshire,
Cambridgeshire, Essex, Hertfordshire, Norfolk, and Suffolk and includes 17 acute NHS trusts and 19 Clinical
Commissioning Groups (CCGs).

The trust covers a total area of 7,500 square miles and has over 4,000 employees, 63% of its staff work in the
emergency and urgent care teams. EEAST works closely with other emergency services, including the police, fire
service, and coastguard to provide emergency services during major incidents. It also provides paramedic services for
the East Anglian Air Ambulance (EAAA), a local air ambulance charity that flies from its Norwich and Cambridge bases.

The trust has approximately 362 front line ambulances, 202 marked response cars, and 46 Hazardous Area Response
Team (HART) major incident, resilience vehicles.

On average, EEAST responds to a 999 call every 40 seconds, amounting to an average of 2,158 calls per day and over
787,670 calls per year. This can increase to 3,000 calls per day during certain times of the year such as New Year’s Eve
and other significant events. EEAST supports the work of 878 voluntary community and emergency first responders
across the region who give basic lifesaving interventions prior to the arrival of the ambulance crew; this is co-
ordinated by EEAST.

During the inspection, we visited over 20 ambulance stations across the trust, in both towns and rural areas. We
spoke with over 130 staff in various roles including paramedics, trainee paramedics, emergency medical technicians,
emergency care assistants, supervisors, senior locality managers, duty locality managers, pharmacy staff, and
ambulance fleet assistants. We observed ambulance crews treating patients. We spoke with patients, where
appropriate to do so, and their relatives. These patients had used the service in their own homes or for conveyance to
emergency and urgent care departments at NHS trusts.

We inspected ambulances and reviewed patient care records. We visited NHS trusts in areas serviced by EEAST and
observed the interaction between ambulance, emergency and urgent care department staff. We spoke with staff in
the emergency and urgent care departments and asked their experience of working with EEAST staff.

Summary of this service

Our rating of this service stayed the same. We rated it as requires improvement because:

• Due to the high volume of day-to-day work, staff did not routinely complete mandatory training. The trust did not set
a compliance target, and compliance amongst emergency and urgent care staff was 61.2%.

• None of the ambulances we inspected held restraints for use with children on trolleys, however the trust knew this
was an issue and were in the process of ordering new equipment and organising training for the staff team to use the
equipment properly.

• Twelve out of 25 staff teams exceeded the trust’s 5% sickness target from November 2016 to October 2017, staff
morale was low. Staff experienced late shift finishes, which remained an unresolved issue for the trust since our last
inspection in April 2016, despite the trust engaging with staff to trial innovative ways of reducing these.

Emergency and urgent care
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• Staff experienced excessive hand-over times at some acute hospitals, which drained the trust's resources and
reduced the ability to meet the service demand.

• Staff did not manage medication in line with the trust policy and medicines were not always stored safely or audited
effectively.

• The service was underachieving in previous national response targets. There were significant delays in response by
the service during the winter period. Since the inspection the trust has received extra funding to improve the
response rates.

• The service introduced the new Ambulance Response Programme in November 2017. The initial results demonstrate
that the trust was not meeting the new standards. However, trusts will not be held to account for these standards
until after our inspection.

• Managers did not always appraise staff’s work performance and hold supervision meetings with them to provide
support and monitor the effectiveness of the service. Appraisal rates at different bases were variable but remained
below the anticipated target.

• From October 2016 to September 2017 the trust’s proportion of Face Arm Speech Test (FAST) positive patients
assessed face to face that arrived at NHS trusts with a hyper acute stroke centre within 60 minutes was slightly lower
than the England average, ranging from 44.6% to 57.6% compared to the average of 50% to 58.7%. The trust
performed worse for eight months; November 2016, February 2017 and April 2017 to September 2017.

• Between November 2016 and November 2017, there was an average delay of over 15 minutes reported from arrival at
the hospital to handover to hospital staff.

• Since our last inspection in April 2016, the trust had implemented its Dementia Strategy 2017 – 2020. However, the
majority of ambulance staff we spoke to had not received training or guidance in supporting patients with dementia.

• Temporary management roles contributed to a lack of leadership, openness, and staff engagement.

• Whilst staff remained focused on providing quality care for the patients, and respected and valued their colleagues,

• All staff we spoke with knew of the national targets for response times, however due to changes in the prioritisation of
emergency calls many staff felt they attended calls that did not require a blue light ambulance.

However:

• Staff knew how to report incidents; managers shared learning from incidents and the trust carried out comprehensive
investigations, feeding back to patients and families where appropriate.

• Staff understood their roles and responsibilities in relation to safeguarding adults and children. The trust had up to
date safeguarding policies and procedures that reflected current best practice guidance and staff reported concerns
appropriately.

• The trust set quality performance targets, and reviewed these regularly against internal and external targets.

• The environments were visibly clean and well maintained and were conducive to a good working environment.

• There were appropriate methods and processes to respond and manage risks to patients.

• Staff provided care and treatment based on national guidance and evidence.

• Managers monitored the effectiveness of care and treatment through local and national audits.

• Staff worked together as a team for the benefit of patients.

Emergency and urgent care
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• Staff understood their roles and responsibilities under the Mental Health Act 1983 and the Mental Capacity Act 2005,
this was an improvement since our last inspection. They knew how to support patients experiencing mental ill health
and those who lacked the capacity to make decisions about their care.

• Staff cared for patients with compassion, treating them with dignity and respect.

• Patients, families, and carers gave positive feedback about their care.

• Staff involved patients and those close to them in decisions about their care and treatment.

• Staff provided emotional support to patients to minimise their distress.

• There were examples of service planning to meet local needs; for example the patient safety intervention team (PSIT)
to support trust staff experiencing extended waiting times within hospital emergency and urgent care departments.

• A number of NHS trusts we visited had a hospital ambulance liaison officer (HALO) present in the emergency and
urgent care department to support NHS trust and ambulance staff with patient flow. NHS trust staff we spoke with
said this role worked closely with the staff team to achieve positive patient outcomes and improve patient flow
through the department.

• The trust trained staff as mental health champions to offer staff additional guidance in relation to supporting patients
with mental health needs.

• The trust comprehensively managed complaints and ensured staff had opportunities to learn from when things went
wrong without fear of retribution.

• The trust had governance, risk management, and quality measures to improve patient care, safety, and outcomes.

• The trust quality report and quality dashboard consisted of a wide range of quality and safety indicators, which
provided the board with an understanding of the trust's safety position.

• The trust had clear service performance measures, and used its ambulance clinical quality indicators (ACQI) to report
and monitor performance locally and at board level

Is the service safe?

Requires improvement –––Same rating–––

Our rating of safe stayed the same. We rated it as requires improvement because:

• Due to a high volume of day to day work and the trust in periods of REAP 3, mandatory training rates were below
trajectory at 85% (beginning of March 2017) against a target of 95% (end of March 2017). Mandatory training rates
varied across the service. Twelve out of 25 staff teams exceeded the trust’s 5% sickness target from November 2016 to
October 2017. However this increased during the winter period.

• Staff experienced late shift finishes, which remained an unresolved issue for the trust since our last inspection in April
2016. Staff experienced excessive hand-over times at some acute hospitals, which impacted upon the trust's
resources and reduced the ability to meet the service demand.

• Staff did not manage medication in line with the trust policy and medicines were not always stored safely or audited
effectively.

However:

Emergency and urgent care
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• Staff knew how to report incidents; managers shared learning from incidents and the trust carried out comprehensive
investigations, feeding back to patients and families where appropriate.

• Staff understood their roles and responsibilities in relation to safeguarding adults and children. The trust had up to
date safeguarding policies and procedures that reflected current best practice guidance and staff reported concerns
appropriately.

• The trust set quality performance targets, and reviewed these regularly against internal and external targets.

• The environments were visibly clean and well maintained and were conducive to a good working environment.

• There were appropriate methods and processes to respond and manage risks to patients.

Is the service effective?

Requires improvement –––Same rating–––

Our rating of effective stayed the same. We rated it as requires improvement because:

• The service was underachieving in previous national response targets. There were significant delays in response by
the service during the winter period. Since the inspection the trust has received extra funding to improve the
response rates.

• The service introduced the new Ambulance Response Programme in November 2017. The initial results demonstrate
that the trust was not meeting the new standards. However trusts will not be held to account for these standards until
after our inspection.

• Managers did not always appraise staff’s work performance and hold supervision meetings with them to provide
support and monitor the effectiveness of the service. Appraisal rates at different bases were variable but remained
below the anticipated target.

• From October 2016 to September 2017 the trust’s proportion of Face Arm Speech Test (FAST) positive patients
assessed face to face that arrived at NHS trusts with a hyper acute stroke centre within 60 minutes was slightly lower
than the England average, ranging from 44.6% to 57.6% compared to the average of 50% to 58.7%. The trust
performed worse for eight months; November 2016, February 2017 and April 2017 to September 2017.

However:

• Staff provided care and treatment based on national guidance and evidence.

• Managers monitored the effectiveness of care and treatment through local and national audits.

• Staff worked together as a team for the benefit of patients.

• Staff understood their roles and responsibilities under the Mental Health Act 1983 and the Mental Capacity Act 2005.
They knew how to support patients experiencing mental ill health and those who lacked the capacity to make
decisions about their care.

Is the service caring?

OutstandingUp one rating

Our rating of caring improved. We rated it as outstanding because:

Emergency and urgent care
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• Staff cared for patients with compassion, treating them with dignity and respect.

• Patients, families and carers gave positive feedback about their care.

• Staff displayed outstanding patient centred care and we saw evidence of staff going the extra mile to ensure that
patients were cared for.

• Staff involved patients and those close to them in decisions about their care and treatment.

• Staff provided emotional support to patients to minimise their distress.

Is the service responsive?

Requires improvement –––Down one rating

Our rating of responsive went down. We rated it as requires improvement because:

• Between November 2016 and November 2017, there was an average delay of over 15 minutes reported from arrival at
the hospital to handover to hospital staff. The delay in handover times increased during the winter period impacting
on the responsiveness of the trust to patients waiting at home. The trust recognised this and had implemented
strategies to resolve this but it was not until after our inspection that this began to improve significantly.

• There were significant delays in responding to patient calls over the winter period which meant that the service was
not responsive to the needs of patients. This was in part due to delays at handover and in part to the demand on the
service which had not been fully anticipated.

• Whilst the service had planned for the winter period, the demand for services coupled with the extensive delayed
arrival to handover times seen across a very challenged winter period impacted on their ability to fully meet the
demand.

• Since our last inspection in April 2016, the trust had implemented its Dementia Strategy 2017 – 2020. However, the
majority of ambulance staff we spoke to had not received training or guidance in supporting patients with dementia.

However:

• There were examples of service planning to meet local needs; for example the patient safety intervention team (PSIT)
to support trust staff experiencing extended waiting times within hospital emergency and urgent care departments.

• A number of NHS trusts we visited had a hospital ambulance liaison officer (HALO) present in the emergency and
urgent care department to support NHS trust and ambulance staff with patient flow. NHS trust staff we spoke with
said this role worked closely with the staff team to achieve positive patient outcomes and improve patient flow
through the department.

• The trust trained staff as mental health champions to offer staff additional guidance in relation to supporting patients
with mental health needs.

• The trust comprehensively managed complaints and ensured staff had opportunities to learn from when things went
wrong without fear of retribution.

Is the service well-led?

Requires improvement –––Same rating–––

Emergency and urgent care
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Our rating of well-led stayed the same. We rated it as requires improvement because:

• Some staff at some bases described a culture of low morale, late shift finishes, and disengagement between front line
staff and the senior management team. This was variable across bases and across staff members.

• The majority of staff we spoke with felt the senior managers did not follow the values of the trust and that the
temporary management roles contributed to a lack of leadership, openness, and staff engagement.

• Whilst staff remained focused on providing quality care for the patients, and respected and valued their colleagues,
the majority of staff told us the senior team were not visible around the trust.

• All staff we spoke with knew of the national targets for response times, however due to changes in the prioritisation of
emergency calls many staff felt they attended calls that did not require a blue light ambulance. The trust had raised
the issue with categorisation of patients under the ARP model at a national level.

However:

• The trust had governance, risk management, and quality measures to improve patient care, safety, and outcomes.
Staff felt sighted on the issues that managers reported through their governance routes.

• The trust quality report and quality dashboard consisted of a wide range of quality and safety indicators, which
provided the board with an understanding of the trust's safety position.

• The trust had clear service performance measures, and used its ambulance clinical quality indicators (ACQI) to report
and monitor performance locally and at board level. Staff were able to discuss these performance figures with our
inspection team.

Emergency and urgent care
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Good –––Same rating–––

Key facts and figures
The Emergency Operations Centre (EOC) received and triaged emergency 999 calls from members of the public and
other emergency services. It provided advice and dispatched ambulances to emergencies as appropriate. The EOC
provided assessment and treatment advice to callers who did not need an ambulance response, a service known as
‘hear and treat’. EOC staff gave callers advice on self-care, made the patient an appointment with a general
practitioner (GP), or directed them to other services.

On average, EEAST responded to a 999 call every 40 seconds, amounting to an average of 2,158 calls per day and over
787,670 calls per year. This could increase to 3,000 calls per day during certain times of the year such as New Year’s
Eve and other significant events.

The EOC also managed requests by health care professionals to convey people either between hospitals or from the
community into hospital. The trust had three emergency operations centres (EOC) in Bedford, Chelmsford and
Norwich. There were good communications between the three centres and all answer calls for the region in peak
demand. The incident command desk (the coordinated response for major incidents) is in Chelmsford.

We inspected all three EOC sites during our inspection. We spoke to 31 staff across all three sites including emergency
call handlers, emergency medical dispatchers (EMD), clinicians (including paramedics and nurses), team leaders,
duty managers and senior managers. We listened to over 20 emergency calls and observed how staff treated and
responded to patients during emergency 999 calls.

Summary of this service

Our rating of this service stayed the same. We rated it as good because:

• Staff knew how to report incidents; managers shared learning from incidents and the trust carried out comprehensive
investigations, feeding back to patients and families where appropriate.

• Mandatory and safeguarding training rates had improved since our last inspection with 88% of EOC staff completing
the trust professional update training.

• Staff understood their roles and responsibilities in relation to safeguarding adults and children. The trust had up to
date safeguarding policies and procedures that reflected current best practice guidance and staff reported concerns
appropriately.

• Staff provided care and treatment based on national guidance and evidence and managers monitored the
effectiveness of care and treatment.

• Staff were competent to fulfil their roles and worked together as a team for the benefit of patients.

• The regional coordination centre provided effective support for complex and major incidents across the region and
links in with national requests for mutual aid.

• Staff cared for patients with compassion, treating them with dignity and respect.

• Staff involved patients and those close to them in decisions about their care and treatment.

• Staff provided emotional support to patients to minimise their distress.

Emergency operations centre
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• The trust planned and provided services in a way that met the needs of local people.

• The service took account of patients’ individual needs.

• The service treated concerns and complaints seriously, investigated them and learned lessons from the results, and
shared them with all staff.

• The trust had a vision for what it wanted to achieve and workable plans to turn it into action developed with
involvement from staff, patients, and key groups representing the local community.

• Frontline staff and managers respected and valued their colleagues.

• The majority of staff we spoke with felt the senior managers followed the values of the trust and staff felt that the
leadership team promoted a culture of openness and staff engagement.

Is the service safe?

Good –––Up one rating

Our rating of safe stayed the same. We rated it as good because:

• Staff knew how to report incidents; managers shared learning from incidents and the trust carried out comprehensive
investigations, feeding back to patients and families where appropriate.

• Mandatory and safeguarding training rates had improved since our last inspection with 88% of EOC staff completing
the trust professional update training.

• Staff understood their roles and responsibilities in relation to safeguarding adults and children. The trust had up to
date safeguarding policies and procedures that reflected current best practice guidance and staff reported concerns
appropriately.

• The trust set quality performance targets, and reviewed these regularly against internal and external targets.

• The environments were visibly clean and well maintained and were conducive to a good working environment.

• There were appropriate methods and processes to respond and manage risks to patients.

• Staff kept appropriate records of patients’ care and treatment. Records were clear, up-to-date and available to all
staff providing care.

However;

• There was high sickness rates and vacancies in the EOC’s.

Is the service effective?

Good –––Same rating–––

Our rating of effective stayed the same. We rated it as good because:

• Emergency Clinical Advice & Triage (ECAT) staff provided care and treatment based on national guidance and
evidence.

• Managers monitored the effectiveness of care and treatment through local and national audits.

Emergency operations centre
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• The regional coordination centre provided effective support for complex and major incidents across the region and
links in with national requests for mutual aid.

• Staff worked together as a team for the benefit of patients.

• The service made sure staff were competent for their roles. Managers appraised staff’s work performance and held
supervision meetings with them to provide support and monitor the effectiveness of the service.

• Staff understood their roles and responsibilities under the Mental Health Act 1983 and the Mental Capacity Act 2005.
They knew how to support patients experiencing mental ill health and those who lacked the capacity to make
decisions about their care.

• From February 2017 to October 2017, the proportion of calls from patients for whom locally agreed frequent caller
procedure is in place was lower than the England average for all months. The trust reported a proportion of calls from
frequent callers of 0.4% for all months apart from October 2017 where this dropped to 0.2%.

However:

• Since September 2017, the percentage of abandoned calls handled by the trust was higher than the England average,
peaking in September 2017 with 1.6% of calls abandoned compared to the England average of 1.1%.

• From February 2017 to October 2017, the trust consistently had a higher proportion of patients who re-contacted the
service within 24 hours following closure with telephone advice than the England average. The trust’s proportion of
re-contacts ranged from 7.7% to 10.1% compared to the England average of 6.1% to 8.6%.

Is the service caring?

Good –––Down one rating

Our rating of caring went down. We rated it as good because:

• Staff cared for patients with compassion, and treated them with dignity and respect.

• Staff involved patients and those close to them in decisions about their care and treatment.

• Staff provided emotional support to patients to minimise their distress.

Is the service responsive?

Good –––Same rating–––

Our rating of responsive stayed the same. We rated it as good because:

• Trust hear and treat performance had improved since out last inspection and was in line with the national average.

• From November 2017 to January 2018, East of England Ambulance Service Trust median time to answer calls was one
second. This was better than the England average in December 2017 which was 5 seconds.

• The trust planned and provided services in a way that met the needs of local people.

• The service took account of patients’ individual needs.

• The service treated concerns and complaints seriously, investigated them and shared learned lessons from the results
with all staff.

Emergency operations centre
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• Since our last inspection in April 2016, the trust had implemented its Dementia Strategy 2017 – 2020. All staff we
spoke to had received training or guidance in supporting patients with dementia. Data provided by the trust prior to
inspection stated 88% of EOC staff had received the training by October 2017.

Is the service well-led?

Good –––Same rating–––

Our rating of well-led stayed the same. We rated it as good because:

• The majority of staff we spoke with felt the senior managers followed the values of the trust and staff felt that the
leadership team promoted a culture of openness and staff engagement.

• The trust engaged well with patients, staff, the public and local organisations to plan and manage appropriate
services, and collaborated with partner organisations effectively.

• The trust had a vision for what it wanted to achieve and workable plans to turn it into action developed with
involvement from staff, patients, and key groups representing the local community.

• Frontline staff and managers respected and valued their colleagues.

• The trust had governance, risk management, and quality measures to improve patient care, safety, and outcomes.

• The trust quality report and quality dashboard consisted of a wide range of quality and safety indicators, which
provided the board with an understanding of the trust's safety position.

However:

• All staff we spoke with knew of the national targets for response times. However, due to changes in the prioritisation
of emergency calls many staff felt some calls were not categorised correctly and therefore did not require a blue light
ambulance.

• Staff felt increasing pressure and workload on the service was negatively affecting morale.

Emergency operations centre
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Requires improvement –––Same rating–––

Key facts and figures
Patient transport services (PTS) provide non-emergency transport for adults and children who are unable to use
public or other transport due to their medical condition. This includes those attending outpatient clinics, discharge
from hospital wards and those who need treatment such as chemotherapy or renal dialysis.

East of England Ambulance Service (EEAST) is commissioned to provide PTS in Cambridgeshire, Norfolk, North Essex,
South Essex, West Essex, Bedfordshire, and Hertfordshire. EEAST had lost the contract to supply PTS in Suffolk, Great
Yarmouth, and Waveney from 1 April 2018. Due to the change of provider in these areas, we did not visit PTS stations
in Suffolk, Great Yarmouth, and Waveney areas. The clinical commissioning groups in Bedfordshire and Hertfordshire
had awarded the trust a contract to supply PTS in October 2017, due to the insolvency of the previous provider.

The trust employed 508 staff consisting of 440 patient facing staff, 61 call centre staff and seven managerial support
staff. The patient facing roles consisted of ambulance care assistants and transport drivers who had not undertaken
ambulance care assistant training. The trust had volunteer drivers who supported PTS with patient journeys.

The last comprehensive inspection of PTS took place in May 2016 where the service was rated as requires
improvement overall. Safe, effective, responsive well-led and were rated as requires improvement and caring was
rated as good.

We undertook an inspection of the whole core service. Our inspection was unannounced (staff did not knew we were
coming).

Before the inspection visit, we reviewed information that we hold about the service and information we requested
from the trust.

During the inspection visit, the inspection team, visited four PTS stations, two PTS control centres and the trust’s
head office. We spoke with 27 members of staff, including senior managers, ambulance liaison officers, ambulance
care assistants, PTS drivers and support staff including planers and control room staff. We spoke with seven patients
and three relatives and carers. We observed seven patient journeys.

Summary of this service

Our rating of this service stayed the same. We rated it as requires improvement because:

• Patient transport services remained as requires improvement overall. The questions of effectiveness, and well-led
stayed the same as requires improvement. Caring remained good and responsive and safe improved from requires
improvement to good. There were concerns with safety aspects relating to vehicle cleaning and staffing within the
service. The performance against key performance indicators was variable but had improved. The service had
governance processes in place for the oversight of risk, safety, and quality but we had concerns that this information
was not shared effectively with staff.

Is the service safe?

Good –––Up one rating

Our rating of safe improved. We rated it as good because:

Patient transport services
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• Staff recognised incidents and understood their responsibilities to ensure they reported incidents. We reviewed
incidents that showed two similar incidents six months apart. In both cases, crews had left patient property and
patient identifiable information with another patient. After the first incident the trust told us that they introduced a
discharge checking list and had shared this with the private provider named in the first incident.

• The service had suitable premises and equipment and looked after them well.

• Staff understood how to protect patients from abuse and the service worked well with other agencies to do so. Staff
received training on how to recognise and report abuse and they knew how to apply it.

• The service planned for emergencies and staff understood their roles if one should happen.

However:

• The service did have plans in place to prevent the spread of healthcare associated infections and, despite those plans,
PTS did not complete vehicle deep cleaning intervals specified by the trust in some areas. However, the service had
improved vehicle cleaning processes since the last inspection.

Is the service effective?

Requires improvement –––Same rating–––

Our rating of effective stayed the same. We rated it as requires improvement because:

• We were not assured that the trust made sure staff were competent to work in their roles. Managers had not
completed annual appraisals for all staff in all areas. Appraisal completion varied in different stations across this
service from 28% to 86%.

• Whilst new volunteer drivers received driver assessments those in post prior to 2009 had not had a driver assessment
unless the trust had received complaints or they had been involved in incidents.

However

• PTS monitored the effectiveness of the service and used the findings to improve them. The service monitored their
performance against the key performance indicators set out by their commissioners in order to make improvements.

• Staff in different roles and organisations worked well together as a team to benefit patients. Crews and control centre
staff supported each other and worked well with staff from other organisations to prove effective care.

• Staff mostly understood their roles and responsibilities under the Mental Health Act 1983 and the Mental Capacity Act
2005. Staff received mental health and mental capacity training.

Is the service caring?

Good –––Same rating–––

Our rating of caring stayed the same. We rated it as good because:

• We rated caring as good because staff treated patients with dignity, respect, kindness and compassion. Staff involved
their patients in decisions related to their care and supported patients in making those decisions.

• Staff cared for patients with compassion. Our observations and feedback from patients confirmed that staff treated
them well and with kindness.

Patient transport services
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• Staff provided emotional support to patients to minimise their distress.

• Staff involved patients and those close to them to make decisions about their care and treatment.

Is the service responsive?

Good –––Up one rating

Our rating of responsive improved. We rated it as good because:

• The trust planned and provided services in a way that met the needs of local people. PTS managers worked with their
commissioners to improve services and address the unmet needs of patients when they found gaps in the
commissioned services.

• Patients that met the commissioner’s criteria for patient transport services could access the service easily.

• The service took into account patients' individual needs and PTS staff were aware of the needs of individuals and
could tailor care to meet these.

• PTS took complaints and concerns seriously, investigating them and providing feedback following a concern.

However

• The trust did not always meet the 25 day complaints response time.

Is the service well-led?

Requires improvement –––Same rating–––

Our rating of well-led stayed the same. We rated it as requires improvement because:

• The leadership, governance, and culture did not always support the delivery of high quality person centred care. The
trust did not have effective systems to disseminate relevant information to staff about safety and quality.

• Staff satisfaction was mixed. Improving the culture or staff satisfaction was not seen as a high priority. Staff did not
feel actively engaged or empowered. Teams worked in silos and feedback from staff was not always acted upon in a
timely way.

• The approach to service delivery and improvement was reactive and focused on short term issues.

• The sustainable delivery of quality care was put at risk by the financial challenge of success bidding for contracts to
supply services to their commissioners.

However

• Teams at local level work cohesively together and ambulance liaison officers supported their staff.

Patient transport services
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Action we have told the provider to take
The table below shows the legal requirements that the service provider was not meeting. The provider must send CQC a
report that says what action it is going to take to meet these requirements.

For more information on things the provider must improve, see the Areas for improvement section above.

Please note: Regulatory action relating to primary medical services and adult social care services we inspected appears
in the separate reports on individual services (available on our website www.cqc.org.uk)

This guidance (see goo.gl/Y1dLhz) describes how providers and managers can meet the regulations. These include the
fundamental standards – the standards below which care must never fall.

Regulated activity
Transport services, triage and medical advice provided
remotely

Treatment of disease, disorder or injury

Regulation 12 HSCA (RA) Regulations 2014 Safe care and
treatment

Regulated activity
Transport services, triage and medical advice provided
remotely

Treatment of disease, disorder or injury

Regulation 17 HSCA (RA) Regulations 2014 Good
governance

Regulated activity
Transport services, triage and medical advice provided
remotely

Treatment of disease, disorder or injury

Regulation 18 HSCA (RA) Regulations 2014 Staffing

Regulation

Regulation

Regulation

This section is primarily information for the provider

Requirement notices
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The team was led by Fiona Allinson, Head of Hospital Inspection, CQC and Mark Heath, Inspection Manager, CQC.

An executive reviewer, supported our inspection of well-led for the trust overall.

The team included one further inspection manager, five inspectors, two assistant inspectors, three pharmacy inspectors
and eight specialist advisers.

Executive reviewers are senior healthcare managers who support our inspections of the leadership of trusts. Specialist
advisers are experts in their field who we do not directly employ.

Our inspection team
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Core
Service Recommendation

Current Status
R/A/G

Description of
Current Position

Action Required if 
Amber/Red

Operational 
Lead

Executive/
Divisional

Lead
Deadline

Working Group
(where

monitoring will
take place) Notes

EUC
Improve performance and response times 
for emergency calls.

G
Hitting soft trajectory 
targets against higher 
than usual demand

Continued recruitment of 
staff. Long-standing 
capacity gap (ORH)

Deputy 
Directors for 
Service Delivery

Kevin Brown On-going
Senior Leadership 
Board

OPG meets every Tuesday, is 
supported by a Forecasting 
and
Planning meeting (minuted). 
There is
evidence of Red performance
improvement and Red tail 
breaches being managed.

EUC/EOC
Ensure that there are adequate numbers 
of suitable skilled and qualified staff to 
provide safe care and treatment

A

Continuous recruitment 
programme with no plans 
to decrease for the next 
two years.
EOC CCORDS and ECAT 
continue recruitment.

Continued commitment to 
recruit. Support from HR 
Recruitment Team and 
operational and support 
service staff for recruitment 
activities. Continued 
commitment for funding for 
CCORD and ECAT staff 
towards the Clinical Hub 
model

Recruitment & 
Resourcing 
Manager

Lindsey 
Stafford- 
Scott/Kevin 
Brown

2018
Senior Leadership 
Board

Skill mix is planned and 
reviewed on
a shift by shift basis with 
changes
made as required. Will remain 
open
and next review will follow
publication of the independent
service review.

All Trust staff
Ensure staff are appropriately mentored
and supported to carry out their role
including appraisals.

G

EADR appraisal rate 
closely monitored at local 
level to meet trajectory. 
Focus on mentorship and 
clinical support.

Agreed EADR process with 
agreed trajectories. 
Mentorship process agreed 
for all localities.

All Heads of 
Departments

Kevin Brown Jun-17
Senior Leadership 
Board

Operational pressures have 
limited
additional training. In line with
trajectory, staff aware of 
planned
dates for EADR's.

EUC, EOC, PTS
Ensure staff complete
mandatory training
(professional updates).

G

PU and Mandatory 
Training dependant on 
operational performance. 
Can be postponed when 
demand increases.

Agreed trajectories for 
completion of PU and 
Mandatory Training by 
service line.

All Heads of 
Departments

Sandy Brown on-going
Clinical Quality & 
Safety Group

Area specific plans have been
submitted with trajectories.
Notification sent to staff with 
planned
dates.

EUC, EOC, PTS
Ensure that incidents are
reported consistently and
learning fed back to staff.

G

Reporting has increased 
over time but assurance 
on learning from incidents 
is more challenging to 
evidence. Feedback 
mechanism now in place 
on Datix.

Agreed process for 
dissemination of feedback 
at local levels.
Quality assure learning by 
triangulation and review.

All Heads of 
Departments

Kevin Brown On-going

Clinical Quality & 
Safety 
Group/Quality 
Governance 
Committee

Risk registers in place.

EUC, EOC, PTS

Ensure that all staff are aware of 
safeguarding procedures and there is a 
consistent approach to reporting 
safeguarding.

G
Reporting has increased 
and is at its highest 
recorded levels.

Focused review and gap 
analysis.
Continued Safeguarding 
training for all staff and 
volunteers.

Safeguarding 
Lead

Sandy Brown May-17

Clinical Quality & 
Safety 
Group/Quality 
Governance 
Committee

On-going information 
dissemination
at all levels to ensure full
safeguarding systems and 
process.
Freedom to speak up 
guardians
appointed and Trust launch 
planned
March 2017.

EUC, EOC, PTS

Ensure that medicines management is 
consistent across the trust and that
medicines are stored and managed 
according to regulation and legislation.

G
Aligned to a
consistent
approach.

On going review of current 
systems.

Head of 
Medicines 
Management Tom Davis On going

Medicines 
Management 
Group/Clinical 
Quality & Safety 
Group

A consistent/safe approach 
Trust wide for controlled drugs 
which has moved away from 
personal issue.

PTS
Ensure that all vehicles and equipment are 
appropriately cleaned and maintained.

G

Deep cleaning utilising 
existing ambulance fleet 
assistants at locality 
depots.

Immediate trajectory and 
plan for cleaning schedule.

Head of Non 
Emergency 
Services

Kevin
Brown/Wayne 
Bartlett-Syree

Jul-17 Infection 
Prevention and 
Control 
Group/Clinical 
Quality & Safety 
Group

Audit results and assurance 
visits
reflect a much improved 
picture in
this area.

EUC, EOC, PTS
Ensure all staff are aware of their 
responsibilities under legislation including 
the Mental Capacity Act 2005

G

Differing understanding 
amongst staff regarding 
capacity and the MCA

Develop training 
plan/delivery methods and 
quality assurance for 
communication.

Safeguarding 
Lead/Area 
Clinical Lead for 
MH

Sandy Brown Jul-17

Clinical Quality & 
Safety 
Group/Quality 
Governance 
Committee

On core training and PU

EUC, PTS
Ensure records are stored securely on 
vehicles.

G

On-going monitoring 
continues with no 
identified cases following 
inspection.

Communication already 
issued, but will require close 
monitoring locally.

Deputy 
Directors for 
Service Delivery

Kevin 
Brown/Sandy 
Brown

Jan-17

Clinical Quality & 
Safety 
Group/Quality 
Governance 
Committee/SLB

These were isolated cases of 
patient care records found 
stored insecurely on vehicles 
immediate action taken
at time of inspection, 
awareness
stickers placed in the cab of all 
vehicles and ongoing 
monitoring
continues.

PTS

The Trust should consider how all risks 
associated with PTS can be captured and 
reviewed on the risk register. G

Contract
competition drives 
business

Complete review of risk
register against current
practice.

Head of Non 
Emergency 
Services Kevin Brown Jan-17

SLB/Clinical Quality 
& Safety 
Group/Audit 
Committee

On-going monitoring and 
review by department leads 
and safety and risk
lead.

EUC, EOC
The Trust should improve the numbers of 
patients offered hear and treat services.

G
Capacity of clinicians 
within EOC limits ability to 
deal with volume of calls

Increased recruitment of 
clinicians.
Review clinical hub model 
for inclusion of hear and 
treat potential calls.

Clinical Lead 
Emergency 
Operations 
Centre

Kevin 
Brown/Gary 
Morgan

On going 
monitoring

SLB/Clinical Quality 
& Safety 
Group/Executive 
Team

Project groups in place and
significant progress in this 
direction
with data to support it 
available.

EUC, EOC, PTS
Ensure all staff are aware of their 
responsibility under Duty of Candour 
requirements.

G

Duty of Candour 
embedded in 
investigations, gap with 
staff understanding the 
terminology - do 
understand Being Open.

To renew communications 
to staff.
To consider various 
methods of communication 
and quality assurance for 
triangulation.

Safety and Risk 
Lead

Sandy Brown Mar-17

Clinical Quality & 
Safety 
Group/Quality 
Governance 
Committee

Continued awareness and
information being provided. 
Specific
section on Duty of Candour to 
be
placed on the Trust Clinical 
manual
APP.

Red No evidence available to demonstrate the 
recommendation is met

Amber
Description of current positon and evidence 

available demonstrates the recommendation is 
partially met/is being implemented

Green

Description of current position and evidence 
available demonstrates the recommendation is

met
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Senior Leadership board

Monthly

Gap Analysis and Action Plan

Status Key:
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Core 
Service Action Required if Amber/Red Updates SLB Lead Executive/

Divisional Lead Deadline Domain (KLOE)

Trust Revew actions against the Risk 
Management Strategy Emma de Carteret Wayne Barlett-

Syree Q3 2018/2019 WELL LED

Trust 

The service was underachieving 
in previous national response 
targets. There were significant 
delays in response by the 
service during the winter period. 
Since the inspection the trust 
has received extra funding to 
improve the response rates. 
The service introduced the new 
Ambulance Response 
Programme in November 2017. 
The initial results demonstrate 
that the trust was not meeting 
the new standards. 

Iimplement the Workforce Plan and 
associated investment arising from 

the recommendations from the 
Independent Service Review

Deputy Directors of 
Service Delivery and 
People and Culture

Kevin 
Brown/Lindsey 
Stafford Scott

Q1 2019/2020 as per timeline set out in the Independent 
Service Review EFFECTIVE

Lewis Andrews

Launch Date:
Hyperlink to Report:
Leads:

Report Title: Trust wide improvement plan
4th July 2018
https://www.cqc.org.uk/provider/RYC/reports

Group/Committee Responsible:
Review Date:

Senior Leadership 
Board   

Reviews of all risk registers to 
be undertaken and the 
governance of their review at 
subcommittee assured. 

The trust risk register was 
lengthy and was contributed to 
by sub risk registers. Some 
risks did not have further 
actions taken or identified. The 
board subcommittee 
responsible for reviewing risk 
told us they did not review the
whole risk register as it was too 
large. We were concerned that 
not all risks were being properly 
scrutinised.

Key Point Raised 
Working Group 
(where monitoring will 
take place)

Description of Current Position

SLB & ELB 

Improve performance and 
response times for emergency 
calls  

Senior Leadership 
Board   

11 07 18 for ELB to approve and populate 

Gap Analysis and Action Plan

https://www.cqc.org.uk/provider/RYC/reports
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Core 
Service Action Required if Amber/Red Updates SLB Lead Executive/

Divisional Lead Deadline Domain (KLOE)Key Point Raised 
Working Group 
(where monitoring will 
take place)

Description of Current Position

Trust 

Managers did not always 
appraise staff’s work 
performance and hold 
supervision meetings with them 
to provide support and monitor 
the effectiveness of the service. 
Appraisal rates at different 
bases were variable but 
remained below the anticipated 
target. We were not assured 
sufficient training was in place 
to support staff or that 
supervision and appraisals were 
undertaken in order to provide 
staff effective guidance and 
training opportunities. In PTS 
services appraisal
completion varied in different 
stations and not all volunteer 
drivers had completed a driving 
assessment.

Address the capacity gap identified in 
the Independent Service Review that 

continues to be a barrier to staff 
abstraction

Deputy Directors of 
Service Delivery and 
People and Culture

Kevin 
Brown/Lindsey 
Stafford Scott

Q4 2020/2021 as per the Workforce Plan recommended 
in the Independent Service Review EFFECTIVE

E&UC Ensure line managers address non 
compliance with existing Trust policy

Deputy Directors of 
Service Delivery Kevin Brown Immediate WELL LED

Red

Amber

Grey

Senior Leadership 
Board   

Ensure that processes and 
procedures are consistently 
applied across the trust. 

Senior Leadership 
Board   

Must Do

Should do
To improve

Status Key:

Ensure that staff are 
appropriately mentored and 
supported to carry out their role 
including appraisals. 

There remained inconsistencies 
in how processes were 
managed across the 
organisation. The trust had 
recently
moved to a two division 
structure (East and West) to 
address the ongoing issues 
relating to these inconsistencies 
and
cultural issues but we found this 
still to be the case. Staff did not 
always manage medication in 
line with the trust policy and 
medicines were not always 
stored safely or audited 
effectively.
 There was a lack of formality in 
how processes were managed. 
We found inconsistencies in 
medicines management
where staff had adapted 
processes locally for a variety of 
reasons. National guidance was 
not always followed fully. 
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Core 
Service Action Required if Amber/Red Updates SLB Lead Executive/

Divisional Lead Deadline Domain (KLOE)Key Point Raised 
Working Group 
(where monitoring will 
take place)

Description of Current Position



Core 
Service

Action Required if 
Amber/Red Updates SLB Lead Executive/

Divisional Lead Deadline Domain (KLOE)

Trust

Address the capacity 
gap identified in the 
Independent Service 

Review that continues 
to be a barrier to staff 

abstraction

Deputy Directors of Service Delivery and 
People and Culture

Kevin 
Brown/Lindsey 
Stafford Scott

Q4 2020/2021 as per the 
Workforce Plan 

recommended in the 
Independent Service Review

SAFE

Trust

Ensure line managers 
address non 
compliance with 
existing Trust policy

Deputy Directors of Service Delivery Kevin Brown Immediate SAFE

Trust

Complete the 
implementation of the 
re-organisation of 
Service Delivery 
Structures

Deputy Directors of Service Delivery and 
People and Culture

Kevin 
Brown/Lindsey 
Stafford Scott

Q4 2018/2019 WELL LED

Trust

Implemement a robust 
sickness management 
process and 
implement a retention 
plan in EOC

Deputy Directors of Service Delivery/ 
Deputy Director of People and Culture

Kevin 
Brown/Lindsey 
Stafford-Scott

Q4 2018/2019  SAFE

Trust

Complete the 
implementation of the 
Building Better Rotas 
Project

Deputy Directors of Service Delivery/ 
Deputy Director of People and Culture

Kevin 
Brown/Lindsey 
Stafford-Scott

Q4 2018/2019 WELL LED

Trust RESPONSIVE

Trust

Complete the 
distribution of 
paediatric stretcher 
harnesses for front line 
vehicles

Deputy Director of Operations Support/ 
Deputy Directors of Service Delivery

Wayne Barltett-
Syree/Kevin 

Brown
Q4 2018/2019 SAFE

Trust Contiunue to roll out 
staff engagement plan Executive Directors and Senior Managers Chief Executive No end date WELL LED

None of the ambulances we inspected 
held restraints for use with children on 
trolleys, however the trust knew this was 
an issue and were in the process of 
ordering new equipment and organising 
training for the staff team to use the 
equipment properly.

Senior 
Leadership 

Board

Increase visibility of the 
executive team and senior 
managers. 

Ensure that staff complete 
mandatory training to meet the 
expected target 

We were not assured sufficient training 
was in place to support staff or that 
supervision and appraisals were 
undertaken in order to provide staff 
effective guidance and training 
opportunities. In PTS services appraisal 
completion varied in different stations 
and not all volunteer drivers had 
completed a driving assessment. 
Mandatory training rates were below
trajectory at 85% against a target of 
95%. There were variations in the 
training rates across the trust.

Senior 
Leadership 

Board

We found large numbers of middle and 
senior managers in interim and 
seconded positions. Some had been in 
these positions for years and others told 
us that their substantive post no longer 
existed. Staff told us that this affected 
morale for those in this position and 
there was a lack of consistency. The 
majority of staff we spoke with felt the 
temporary management roles 
contributed to a lack of leadership, 
openness, and staff engagement.

Executive 
Leadership 

Board

Improve recruitment and 
retention of staff in EOC’s.

There were high sickness rates and 
vacancies in the EOC’s.

Senior 
Leadership 

Board

Complete a review of ‘line’ and 
relief rota’s 

There were large numbers of staff 
working relief shifts. Many staff told us 
that this negatively impacted their work/ 
life balance and support they received at 
work.

EEAST 
Transformation 
Oversight Board

Ensure that child safety 
restraints are in place in all 
vehicles. 

Executive 
Leadership 

Board

Gap Analysis and Action Plan

Key Point Raised Description of Current Position

Working Group 
(where 
monitoring will 
take place)

Continue to work with 
partners and stakeholders to 
improve handover times at 
hospitals. 

Between November 2016 and November 
2017, there was an average delay of 
over 15 minutes reported from arrival at 
the hospital to handover to hospital staff. 
The delay in handover times increased 
during the winter period impacting on the 
esponsiveness of the trust to patients 
waiting at home. The trust recognised 
this and had implemented
strategies to resolve this but it was not 
until after our inspection that this began 
to improve significantly. There were 
significant delays in responding to 
patient calls over the winter period which 
meant that the service was not 
responsive to the needs of patients. This 
was in part due to delays at handover 
and in part to the demand on the service 
which had not been fully anticipated.

Senior 
Leadership 

Board

Ensure that medicines 
management is consistent 
across the trust. 

Staff did not always manage medication 
in line with the trust policy and 
medicines were not always stored safely 
or
audited effectively.

Review structures and the 
number of staff in interim and 
seconded positions. 

Arrival to Handover Delays are the responsibility of Acute Hospital Providers as per guidance from NHS England and NHS Improvement. This Trust continues to 
escalate our concerns about the impact of Arrival to Handover Delays on our ability to respond to patients in the community.                             This Trust has 
been responsive to the lack of progress on addressing this issue by implementing strategies to address patient safety,  for example the patient safety 
intervention team (PSIT), Load Levelling and a Delayed Handover Protocol.



Red

Amber

Green

Status Key:

No evidence available to demonstrate the recommendation is met

Description of current positon and evidence available demonstrates the recommendation is 
partially met/is being implemented

Description of current position and evidence available demonstrates the recommendation is 
met
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Report Title: 2017/18 ANNUAL REPORT, ANNUAL ACCOUNTS, ANNUAL GOVERNANCE 
STATEMENT (INCLUDING THE HEAD OF INTERNAL AUDIT OPINION)  

 

Report Author(s): Laila Abraham 
Trust Secretary 

Sponsoring 
Director: 

Sarah Boulton 
Trust Chair 

 
Purpose: 
 

Decision Assurance For Information Disclosable         X 
X   Non-Disclosable       

 
Executive Summary: 
The Audit Committee at its meeting on 23 May 2018 considered the Annual Report, Annual Accounts and 
Annual Governance Statement for 2017/18.  At the Private Trust Board meeting on 23 May 2018 the Trust 
Board considered the recommendations made by the Audit Committee and: 
 
a) Noted that: 
 
• subject to the adequate resolution of the outstanding matters External Auditors Ernst and Young LLP, 

anticipated being in a position to issue an unqualified audit opinion.  
• regarding Value for Money, External Auditors Ernst and Young LLP had no matters to report regarding 

the Trust’s arrangements to secure economy, efficiency and effectiveness in the use of resources. 
• The financial statements have been prepared on a ‘going concern’ basis and in accordance with the 

Department of Health Group Accounting Manual.  
• the Head of Internal Audit Opinion, awards ‘moderate’ assurance to the Trust’s internal controls; 
• progress made with the Annual Report for 2017/18.and the information that needs to be included to 

completion the annual report 
 

b) Endorsed the Audit Committee’s recommendation to adopt the: 
 
• Annual Accounts for 2017/18 
• Annual Governance Statement 2017/18; 
• Annual Report for 2017/18 

 
Other Key Issues to Draw to the 
Board’s Attention: 

 

 
Action Required by the Board: 
The Trust Board is asked to formally record in public the resolutions made at its private meetings on 23 
May 2018, as defined in the Executive Summary above in respect of the approval of the Annual Report, 
Annual Accounts, Annual Governance Statement and Head of Internal Audit Opinion for 2017/18.  

 
Previously Considered By and Recommendation(s) Made: 
Audit Committee, 23 May 2018: the Audit Committee: 
a) Annual Accounts: 

• reviewed the paper in conjunction with the full annual accounts; 

TRUST BOARD 
(Public Session) 

 
 25 July 2018  AGENDA ITEM 18 
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• confirmed that the accounts have been prepared on a ‘going concern’ basis; 
• agreed to recommend that the Trust Board approves the Annual Accounts for 2017/18. 

 
b) Annual Governance Statement: 

• independently reviewed the Chief Executive’s Annual Governance Statement for 2017/18 
• confirmed reasonable assurances have been in place throughout the year and that there is an 

effective system of internal control to manage the principal risks identified by the Trust;  
agreed to recommend adoption by the Trust Board. 
 

c) Annual Report: 
• considered the 2017/18 Annual Report; 
• agreed to recommend adoption by the Trust Board, subject to inclusion of the figures discussed 

and consideration of comments  
 

Trust Board, 23 May 2018: the Trust Board: 
i) considered the verbal report by the Chair of the Audit Committee updating Members on the Audit 

Committee’s deliberations following its meeting held on 23 May 2018, and endorse 
recommendations made to adopt the: 

a) 2017/18 Annual Governance Statement, subject to the suggested amendment 
b) 2017/18 Annual Accounts; 

ii) noted progress on the Annual Report; 
iii) requested additions and amendment to the Annual Report; 
iv) noted that these documents will formally be presented to the Public at the Annual Public Meeting to 

be held on 25 July 2018. 
 

Related Trust Strategic Objective(s): Please indicate 
those applicable (X): 

Putting into place a new Responsive operating model to deliver sustainable 
performance and improved outcomes for patients 

 

Maintaining the focus on delivering Excellent high quality care to the patients 
 

 

Guarantee we have a Patient Focused and engaged workforce 
 

 

Delivering Innovative solutions to ensure we are an efficient, effective and 
economic Service 

 

Playing our part in the urgent and emergency care system being Community 
Focused in delivering the 5 year forward view 

X 

 
Other: Please indicate if 

applicable (X): 
To ensure effective governance and compliance X 

 
 

 Please answer Yes or No. If yes, please provide appropriate brief details 
Legal Implications No 

 
Regulatory Requirements NHS Manual of Accounts; Companies Act Disclosures 

 
Equality and Diversity Impacts No 
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