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Executive Summary: 
 
As an NHS Trust, we are legally obligated to produce an annual account of the quality of services provided 
for the previous financial year. This account must contain all key information as defined by NHS England, 
which includes: 
 
• Statements from the Chief Executive Officer and Trust Board. 
• Information on how the healthcare provider measures how well it is doing and continuously improves 

the services it provides and, where possible, it should compare its performance against other similar 
services. 

• A statement from the organisation detailing the quality of the services it provides. 
• Statements and feedback (post 30 day consultation) from the relevant Clinical Commissioning Groups, 

local Healthwatch Boards and Overview and Scrutiny Committees. These groups represent patients 
and the public on healthcare issues. 

• Information on quality priorities for the coming year and how these will be measured. 
• Current Care Quality Commission (CQC) rating and how it will respond to any recommendations made 

following any inspections undertaken within the financial year. 
 
The account has been completed and forwarded to NHS Choices for publication on 30 June 2018.  
 
The attached quality account is the final published document and illustrates the outstanding care and 
compassion offered to the patients we serve, not forgetting the challenges and innovations that the Trust 
have undertaken over the past 12 months. It presents a balanced picture of the Trust’s performance and 
therefore to the best of my knowledge the information contained within this Quality Account for the East of 
England Ambulance Service NHS Trust is a true and accurate record and I commend it to the Board. 

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

The CQC Inspection Report was received by the Trust following the 
publication of the Quality Account, therefore the most recent rating 
was not included in the published version on the NHS Choices 
website. 

 
Action Required by the Board: 
To formally note the final publication of the Quality Report 2017/18 available through NHS Choices 
website. 

 
Previously Considered By and Recommendation(s) Made: 
The Trust Board (Private) approved the final version of the Quality Report 2017/18 for publishing in line 
with statutory requirements noting that the final document may be revised in relation to the Trust’s CQC 
rating and associated actions on 27 June 2018. 
 
The draft report was presented to the Quality Governance Committee on 13 June 2018. 

TRUST BOARD 
(Public Session) 
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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 Yes 

Health Act (2009) 
Health and Social Care Act (2012) 

Regulatory Requirements No 
Equality and Diversity Impacts No 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

   

 
 

 
 

EEAST: Annual Quality Report 2017/18 

June 2018 

 



 

 

   

 
 

 
 

EEAST: Annual Quality Report 2017/18 

June 2018 

Contents  

PART 1 
Page 

 PART 3 
Page 

Introducing the East of England Ambulance Service NHS Trust 
(EEAST) quality accounts and improvements 
 
Statement of accountability: Chief Executive Officer, Robert  
Morton 
 
How quality is embedded in our values, behaviours and strategic 
themes 
 
What is a quality account and what does it mean to EEAST and 
the public we serve? 
 
Our current quality position 
 
Opportunities to learn from the NHS England risk summit 
 
Care Quality Commission 
 
Department of Health Core Quality Indicators 
 
Statement on quality from the Board 

 

4 
 
 

6 
 
 

7 
 
 

11 
 
 

12 
 

13 
 

14 
 

15 
 

21 
 

 Review of 2017/18 
 
You said, we did 
 
Patient experience and feedback 
 
Patient and Public Involvement 
 
Progress on the quality account priorities 2017/18 
 
Performance of the Trust against selected quality metrics 
 
Clinical audit 
 
Participation in research 
 
Other quality successes in 2017/18 
 
Commissioning for Quality and Innovation (CQUIN) 
 
Duty of Candour 
 
Results from the NHS Staff Survey 
 
Statements from the commissioners, HealthWatch and Overview 
and Scrutiny committees  
 
Glossary 
 
 

 
 

27 
 

29 
 

37 
 

38 
 

39 
 

56 
 

57 
 

58 
 

61 
 

64 
 

67 
 

69 
 
 

85 
 
 

PART 2 
 

How we have prioritised our quality improvement initiatives 
 
Priority 1 Patient safety 
 
Priority 2 Clinical effectiveness 
 
Priority 3 Patient experience 

22 
 

23 
 

24 
 

26 



 

          

 
 

 
 

EEAST: Annual Quality Report 2017/18 

June 2018 3 

 

Welcome to the East of England Ambulance Service NHS Trust Quality Account for 2017/18. This document has been approved by the Trust Board and is 
an accurate account of the level of quality of service provided to patients. In developing this Quality Account, we have set out a summary of 
achievements for 2017/18, and goals for 2018/19. 

Improving quality is an overarching priority of the Trust and this report lays out plans for developing future services to improve the quality and safety of 
patient care and patient outcomes. 

In order to help do this, the Quality Account is based on data from a range of sources.  In setting the priorities for 2018/19, we have engaged with staff 

and service users to identify the key clinical areas from 2017/18 on which to build, to further improve quality and meet patient and public expectation. We 

have also acknowledged the core/mandatory priorities for improvement published by the Department of Health (DH). A copy will be submitted to the 

Secretary of State via the NHS website. 

Contributions to this document 

Ipswich and East Suffolk Clinical Commissioning Group (CCG) (the lead commissioner), the Trust User Group, HealthWatch groups and the region’s health 
overview and scrutiny committees (HOSCs) have been asked to provide a commentary on the provision of our quality and care to include within this 
document.. 

Where can you get hold of this document? 

This Quality Account is available on the NHS website from 30th June at http://www.nhs.uk or write to: 
 
East of England Ambulance Service NHS Trust Headquarters, 
Whiting Way, 
Melbourn, 
Cambridgeshire 
SG8 6EN 
Tel: 0845 601 3733 
 

If you require this document in another format or language, please contact our Patient Advice Liaison Service (PALS) on 0800 028 3382 or by emailing 

eaeasnt.feedback@nhs.net 

http://www.nhs.uk/aboutNHSChoices/professionals/healthandcareprofessionals/quality-accounts/Pages/about-quality-accounts.aspx
mailto:eaeasnt.feedback@nhs.net
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PART 1 

Introducing the 
East of England 
Ambulance 
Service NHS Trust 
Quality Accounts 
and Improvements 

Our Trust provides emergency and urgent care 
services throughout Bedfordshire, 
Cambridgeshire, Essex, Hertfordshire, Norfolk 
and Suffolk. 

During 2017/18 we also provided non-emergency 
patient transport services for patients needing 
non-emergency transport to and from hospital, 
treatment centres and other similar facilities 
within Cambridgeshire, Great Yarmouth and 
Waveney, north, south and west Essex, Suffolk 
and Bedfordshire and Hertfordshire. 

We cover an area of approximately 7,500 sq 
miles with a resident population of almost six 
million people. 

We employ more than 4,000 staff operating from 
130 sites and are supported by more than 1,500 
dedicated volunteers.  

There is an emergency operations centre (EOC) at 
each of the three locality offices in Bedford, 
Chelmsford and Norwich with regional telephony 
availability, and the Trust Headquarters is in 
Melbourn, Cambridgeshire. 
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The eastern region is made up of both urban and rural areas with a diverse population.  As well as a resident 
population of nearly six million people, several thousand more tourists enjoy visiting our area in peak seasons 
each year. Our area also contains major airports including London-Luton and London-Stansted which increase 
the number of people in our region on a daily basis. 
 
We have four areas of service provision: 

Response to 999 calls as an emergency and urgent care service 
In 2017/18, our emergency operations centre received 1,163,513 contacts from the public. 

On average, nearly 3,200 emergency 999 calls come into the ambulance service every day and are answered and managed in our 
emergency operations centre (EOCs). 

The call handler records information about the nature of the patient’s illness or injury using sophisticated software to make sure they get the right k ind 
of medical help.  This is known as triaging, and allows us to ensure that the most seriously ill patients can be prioritised and get the fastest and most 
appropriate response. 

Once this key information is established, the response will be selected from a range of care providers including a single clinician in a fast response car, a 
double staffed emergency ambulance dispatched on blue lights, or a clinical assessment conducted over the phone by an appropriate clinician for 
patients with conditions that do not require a face to face response. This response would include advice over the phone from a paramedic/nurse or a 
referral to their GP, pharmacist or walk-in centre. 
 
Scheduled Care Service – Patient Transport Service 
We provide a non-emergency Scheduled Care Service, more commonly known as the Patient Transport Service (PTS) to and from home to outpatient 
appointments at hospitals or other care centres around the region to help people who need assistance because of their medical condition or age.  
 

Special and partnership operations 
The Trust operates two hazardous area response teams (HART) and has a resilience and emergency planning department who work closely with critical 
care charities and community volunteers to respond to a variety of emergency situations. 
 

Commercial services 
We operate a number of services which generate income for the Trust. These include training for blue -light drivers and first aid at work. In addition 
there is a contact centre and a medical service which cover events, festivals and medical repatriation.   
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Statement of Accountability 
 

As Accountable Officer and Chief Executive of the Trust, I have responsibility for maintaining the performance and 

standards achieved within our services, and to support an environment of continuous quality improvement. 

This is the 10th Quality Account produced by the East of England Ambulance Service NHS Trust, in line with the 

requirements of the Health and Social Care Act 2012. The Quality Account contains details mandated by the regulations 

and also identifies the measures that the Trust, in association with our NHS and public partners, has decided will best 

demonstrate the work that has been done to improve the standards and quality of clinical care. The results of these 

measures show that much work has been undertaken this year to improve the quality of care to patients; however, 

there are areas in which the Trust needs to improve to ensure all patients have a positive experience in using the 

ambulance service. 

As Accountable Officer, it is also my responsibility to ensure both the quality and accuracy of the data within this Quality 

Account and to confirm that it presents a balanced picture of the Trust’s performance. Therefore to the best of my 

knowledge the information contained within this Quality Account for the East of England Ambulance Service NHS Trust 

is a true and accurate record. 

 

Robert Morton 

Chief Executive Officer 
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How quality is embedded in our values, 
behaviours and strategic themes 
 

In 2015/16, the Trust established its Quality and Safety Strategy. The 
three-year strategy focuses on key themes set out in the Francis Report, 
and has established an ambitious target of reducing avoidable harm by 
50% in three years, in line with the national Sign up to Safety 
campaign. The 2017/18 financial year was the final year of the strategy 
with the overarching objective: 

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. 
 

A summary of progress in relation to the sub-objectives is as follows: 

 
 
 
 
 

 
Sub-objective 1: Honesty 
This focuses upon openness, honesty and transparency, in relation to 
patients, staff and the public. 
 
To deliver this section of the strategy, the Trust has developed it staff’s 
understanding of the Duty of Candour and ability to discharge this 
statutory requirement when appropriate. The Duty of Candour was 
rightly made compulsory following the Francis report and requires all 
NHS-funded healthcare providers to contact a patient or their next of 
kin when a patient safety incident has occurred and significant harm 
has been caused. This supportive measure is designed to offer an 
apology for the occurrence of the incident and to explain the steps that 
the provider is going to take to learn from the incident and prevent a 
reoccurrence. The Trust is pleased to report that since the start of the 
strategy, the Duty of Candour has been successfully discharged to 
patients and staff involved in all serious incidents, regardless of the 
harm that was caused, where contact was able to be made.  Exceptions 
to this were cases where the patient or their next-of-kin could not be 
traced. The Duty of Candour Policy also sets out the other 
circumstances when the Trust will discharge its duty for non-serious 
incidents too. 
 
To reach this achievement, the Trust has invested considerably in 
education and promoting awareness of the Duty of Candour via a 
number of methods. This has included providing a bespoke Duty of 
Candour training course to 35 delegates in April 2017 to cascade 
knowledge and skills sets to best support patients and their families 
when something has gone wrong. Additionally, a payslip attachment 
was circulated to all members of staff in the same month. Duty of 
Candour training is attended by university students at some of our 
partner higher education institutes and is delivered to all new starters 
at the Trust during their induction training. Significant communication 
has been delivered via internal publications and social media. 
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The Trust has recently developed its patient safety intranet page, which 
includes a dedicated section on the Duty of Candour and staff 
responsibility when involved in or witnessing a patient safety incident. 
 
All serious incidents investigation reports are made available to 
members of staff through ambulance station notice boards, serious 
incident folders and the patient safety intranet page to name a few. 
This is to allow staff the freedom to learn from such investigations and 
to ensure that they are widely accessible. 
 
 
 
Sub-objective 2: Responsive 
Levels of harm are monitored on a daily basis for both complaints and 
adverse incidents by the Safety and Risk Team and are reported 
through the SI and incident reporting process to the relevant groups 
and committees. 
 
Serious incidents involving harm to patients has reduced throughout 
the three-year strategy. In the 2017/18 financial year, 71% of all 
serious incidents were near miss incidents, where no significant harm 
was caused to the patient or staff member involved. These serious 
incidents are declared as such to ensure that learning can be 
implemented to reduce the risk of similar incidents occurring and 
causing harm. The remaining 29% were deemed to have caused harm 
which demonstrates an improvement from the 66% of serious 
incidents causing significant harm reported in the 2014/15 financial 
year, prior to the implementation of the strategy, and the 56% 
reported in 2016/17. 
 
Innovations which were introduced within the period of the strategy 
include: 

 The Trust’s Clinical Manual app – the first of its kind in the 
country –launched in September 2016 to better enable staff 
and volunteers access to guidelines, policies and procedures at 
the patient’s bedside, to strengthen decisions and confidence 

 Development of the Emergency Clinical Advice and Triage 
(ECAT) centre within the control centres helping increase the 
clinical support available to our service users and is reflected in 
the increased hear and treat rates 

 Sharing of information and learning from incidents both 
internally and nationally to ensure that lessons are implemented 
at all ambulance trusts. Nationally, a database has been 
established which all trusts can access and contribute to, in 
order to distribute important information following an incident. 
Internal sharing has also been improved and A4 summaries of 
serious incident investigations are now made available as well 
as electronic versions of the investigation reports. These have 
received incredible feedback from staff who find the format an 
easily digestible way to learn from incidents. 

 
 
 
Sub-objective 3: Support 
The mentorship process for students has been established with a large 
number of mentors now trained. The Consultant Paramedic conducts 
mentorship meetings in order to improve the delivery of mentorship to 
existing students, as well as to establish a practical way in which 
supervision can be achieved for all clinical staff.  
 
There has been significant work on the availability and delivery of free 
training to clinicians, in order to increase individual’s ability to increase 
their skills.  Development of the online LearnZone will enable higher 
levels of training from a mandatory and professional update 
perspective.  
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The Clinical Advice Line (CAL) has also been improved to support 
operational staff to remote assistance in decision making, and the 
identification of the most appropriate pathways to meet the patient’s 
needs. 

Learning from Incidents events have been introduced in conjunction 
with our partner higher education institutes. These events introduce 
learning in a safe and supportive environment for those attending and 
help embed learning which has been identified following incident 
investigations. All staff are able to attend, including student paramedics 
who are still undergoing their training at universities. 

The Trauma Risk Management (TRiM) capability of the Trust has 
improved across the period of the strategy, providing the opportunity 
for all staff a free and confidential counselling service following a 
particularly traumatic call. If deemed necessary by managers and 
consent is gained, members of staff are referred to this service, itself 
run by trained members of EEAST staff. The service can then make 
recommendations and further referrals as required. The Trust’s 
wellbeing team and services have also considerably improved during 
this time. 
 
 
 
Sub-objective 4: Safe 
Since March 2015, ninety-nine percent of all SIs reported have been 
investigated and submitted to the commissioners on time, through a 
centralised team of investigators working across the region.  
 
Our in-house publication ‘Safety Bulletin Clinical Quality Matters’, was 
a great success for increasing learning awareness from incidents and 
complaints.  This is currently being reviewed to ensure it meets the 
ongoing Trust direction of quality improvement in the future. 

As previously stated, the Trust has launched Learning from Incidents 
(LFI) events where incidents are discussed to help embed the learning 
which has been identified. We also learn from success and this is 
included in such events. To date, the attendance at such events has 
been good and we are working with our higher education institutions 
to ensure that the next generation of paramedics also benefits from 
these events. 

The launch of a Medicines Management Strategy has provided a 
consistent approach to improvements in this area, both in terms of 
security, stocking and medicines used.  

All actions identified within the strategy for Infection, Prevention and 
Control and the Mental Capacity Act work streams have been 
completed. 

The Trust agreed a new tender to deliver enhanced conflict resolution 
training for staff and volunteers. The delivery of this training will be 
throughout 2018, to ensure that all Trust people are trained to deal 
with volatile situations, improving their safety. 

The Trust-led campaign, Don’t Choose to Abuse, was a big success 
following its launch in November 2017. This focused on violence and 
aggression towards emergency services staff.  It was featured in 
regional and national media via a number of news and current affairs 
television programmes.  

Risk assessments relating to violence and aggression, estates and the 
environment, as identified within our NHS Protect audit, were 
undertaken in order that the Trust better understands the local risks 
and is able to manage them.  
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Sub-objective 5: Listens 
This sub-section of the strategy was designed to ensure that the voices 
of patients and the Trust’s staff are heard and actions are taken to 
improve the service delivered. In order to complete this section, a 
number of actions have been taken. 

Patient ‘discovery interviews’ are vitally important and use patients’ 
experiences to develop the service delivered. Such interviews have 
linked in with the Trust’s delivery of the Duty of Candour and videos 
have are produced as a result of these interviews. 

The Community Engagement Group, which is made up of volunteers, 
convenes regularly and members often attend other groups and 
committees, including the meeting of the Board, to give ‘critical friend 
advice’ to the Trust. 

A number of staff engagement events have been provided across the 
three-year period and work to improve issues such as late finishes, staff 
support, and rota design have been implemented through a project 
called `Building Better’ rotas. 

The Trust has continued to develop its safe process of discharging 
patients. This is reflected in the decreased number of non-conveyance 
incidents across the period of the strategy. The message to 
communicate with, and refer to, other healthcare providers or 
pathways is consistently pushed with our clinicians when they 
discharge a patient. The Single Point of Contact phone number also 
increases staff’s ability to refer to a patient’s GP, especially out of 
hours.  
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What is a Quality Account and what 
does it mean to EEAST and the 
people we serve? 
 

 

 

 

 

 

 

 

The content is defined by NHS England and includes outcome results against specific indicators under five headings: 

 

1. Preventing people from dying prematurely 

2. Enhancing quality of life for people with long term conditions 

3. Helping people to recover from episodes of ill health or following injury 

4. Ensuring that people have a positive experience of care 

5. Treating and caring for people in a safe environment and protecting them from avoidable harm 
  

A Quality Account is a mandatory report about the quality of 

services an NHS healthcare trust provides, and is required to be 

completed in line with the Health and Social Care Act (2012).  

Quality reports and accounts are set against the framework of 

three overlapping key themes which can be used to define 

quality of care. 
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Our current quality position  
It is right that any public service organisation can be challenged and held to account if patient safety is ever in question.  Without that 

challenge and scrutiny organisations are unable to grow, learn and respond to public and patient concerns in a meaningful and 

transparent way.  

The Trust has continued in its ambition to provide the high quality, outstanding care to patients and that has been reflected in the 

positive patient survey results. 

However, it has not been a year without its challenges.  In January 2018, The Trust was invited to a Risk Summit, chaired by NHS England 

in order to determine the facts around allegations of poor patient safety.   A number of Serious Incidents were declared which has 

allowed those patients and families, the Trust and its regulators, to understand what had happened and how lessons could be learned – 

more information is provided on the following page. 

Now at the end of that process, I am pleased to say that whilst the Trust recognise that providing health care is not without risk and we 

acknowledge that we do not get it right every time and for every patient, the allegations were far from the truth.  Despite this, some key findings have led to a 

number of actions, not only locally but, working with our lead Clinical Commissioning Group, we have a number of lessons which we feel will support other 

ambulance and health and social care providers across the system in readiness for the future.  The Trust is sincerely sorry to any of our patients that have been 

affected by the wider system challenges and by the timeliness of the ambulance responses as a consequence. 

Furthermore, during this year, the Trust has been inspected by the Care Quality Commission (CQC) both for Core Services and the Well Led domains.  Our Trust is 

the first ambulance service to be inspected against the CQCs new methodology and we were pleased to welcome the inspectors and showcase the changes and 

improvements made since their last inspection.   Our staff were honest and welcoming with the inspection teams and were proud to show the compassionate and 

high quality care they give to our patients, whether that be on the front line, in the Emergency Operations Centres, Patient Transport Services, our volunteers or any 

one of our valuable and essential support services who keep the functions of the organisation focused on patient care. 

I am also pleased to report that our draft Quality Improvement Strategy is out for consultation and is evidence that a wider paradigm shift is taking place. Our 

strategy focuses on three key points; a sustainable process to embed quality improvement in all aspects of Trust business, a reduction in clinical variation and to 

establish a quality improvement faculty.  We also intend to provide staff with an introduction to quality improvement as we know that this is where our best ideas 

can emanate from.  

The past year has been one of success, challenge and innovation and I passionately believe that with our focus on looking to the future of quality improvement and 

continuing to learn from patients and staff, we will further reduce the opportunity for avoidable harm and help the delivery of continued high-quality and 

compassionate care to our communities across the East of England. 

Tracy Nicholls 
Director of Clinical Quality and Improvement 
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Opportunities to learn from the NHS England Risk Summit 
The winter of 2017/18 was a difficult and challenging period for the Trust and across the NHS and for all ambulance services across the country.  The Trust faced 
unprecedented demand and nationally, ambulance arrival to hospital handover times rose by 72% compared with 2014/15 figures.1 The Trust capacity gap has 
been formally recognised following an independent review and we are now able to move forward with recruitment.  The Trust is extremely sorry to any patient who 
experienced delays over this period and is working hard with its health partners striving towards ensuring that delays are managed across the health service. 
 

In line with previous years, the Patient Safety team undertook a review of cases where a prolonged delay to a patient had been identified.  Before the Trust was 
able to examine the cases in detail, the same data was leaked to local MPs and the media.  This resulted in the Trust being invited to a Risk Summit for detailed 
scrutiny by both NHS England and NHS Improvement.  A number of actions came out of the initial meeting, one of which was to declare the 22 incidents that were 
under review as Serious Incidents in order to help maximise the learning.  I would like to reiterate sincere thanks to those patients and their relatives who engaged 
with us during the discharge of Duty of Candour and whose contributions have been so invaluable to the process. 
 

As well as our internal Serious Incident investigations, a further Risk Summit action was for an independent review of harm to be completed by a panel of senior 
medical and clinical experts to ascertain the levels of harm that should be reported on the National Learning and Reporting System used by all NHS Trusts.  This was 
an entirely separate process to the investigations.  The Clinical Commissioning Groups, led by the Trust’s lead commissioner, Ipswich and East Suffolk CCG, 
provided the scope and outline for this process and supported the Trust in its capacity for the investigations. 
 

Once completed, the investigations and the harm review culminated in a number of actions on a local, regional and national scale.  The Trust has recognised this as 
an opportunity to tackle further periods of high demand and, with the support of NHSE and NHSI, to work with system partners to ensure that as much of the 
learning is put in place as quickly as possible.  The areas below are the key elements of local learning with their associated actions: 
 

If any patient or a member of their family has any concerns, please contact our Patient Experience team at eoeasnt.feedback@nhs.net or on 0800 028 3382. 
 

Learning Actions 

To ensure capacity and demand is forecast well in advance to enable the safest response to patients.   The Trust has ensured focus on forecasting and planning is maximised and monitored 
through weekly interrogation. 

To ensure early escalation of hospital handover delays through the appropriate chain to ensure 
opportunities for early action and response. 

With the support of NHSE, the Trust has led the development of a regional Arrival to 
Hospital Handover for use by all Acute Trusts.   

To ensure the Trust support the continued reduction in handover to clear times which will enable crews 
to respond quickly to call waiting in the community.   

The Trust has seen a continued reduction in this figure and will continue monitoring this. 

To review the use of the unfunded Patient Safety Intervention Teams (PSIT) teams and Hospital 
Ambulance Liaison Officers (HALO) with commissioner colleagues, alongside the launch of the Hospital 
Handover process agreed by the Trust and NHSE. 

PSIT teams have now ceased but HALOs continue in hospitals across the region which are 
challenged. 

Expedite recruitment of additional EOC staff to reduce human factors issues brought about through 
reduced staffing. To also support staff for coding issues and the management of the stack when at 
surge.   

The Trust has a recruitment plan for EOC and has already provided one-to-one support 
for call handlers and dispatchers on escalation, patient safety and use of clinicians within 
the room for guidance. 

Further work is needed to ensure that directory of services are up to date and actively utilised.   The Trust is working with its commissioners and has been publicising MiDoS to staff to 
support increased usage.   

To review with the CCGs the process of inter hospital transfers and to provide some education 
regarding the requirement of a `paramedic ambulance’ to provide the transfer. 

NHS England are expected to release guidance in the near future 

1. http://www.cqc.org.uk/publications/themed-work/under-pressure-safely-managing-increased-demand-emergency-departments   

mailto:eoeasnt.feedback@nhs.net
http://www.cqc.org.uk/publications/themed-work/under-pressure-safely-managing-increased-demand-emergency-departments
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Care Quality Commission 
 

The Trust is required to register with the Care Quality Commission (CQC) 

and has been registered as a provider of services since 1st April, 2010 with 

no conditions on registration. 

The CQC has not taken enforcement action against the Trust during 2017/18 and 

has not participated in any special reviews or investigations by the CQC during 

the reporting period. 

The Trust was inspected in early Spring in line with the new CQC inspection 

regime and at the time of publication, we are waiting for our report. 

The previous inspection report in April 2016 was published on 9th August in the 

same year.  The full report can be found here:  

http://www.cqc.org.uk/provider/RYC  

The CQC inspects organisations through five Key Lines of Enquiry (KLoE) to 

determine whether: 

 we are safe 

 we are effective 

 we are caring 

 we are response to people’s needs 

 we are well-led. 

The Trust received Outstanding for the Caring domain and Requires Improvement for Safe, Effective, Responsive and Well-led.     
 

The report cited a number of recommendations for us around topics such as; learning from incidents, safeguarding, medicines management, 

cleanliness and maintenance of vehicles and equipment, staff responsibilities in relation to the Mental Capacity Act (2005) and Duty of Candour and 

secure storage of records on vehicles. 

At the time of publication of this document, the Trust was awaiting imminent publication of its most recent CQC report following an inspection in 

March 2018. 

http://www.cqc.org.uk/provider/RYC
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In addition to these recommendations, they also added that we should consider how risks associated with PTS are captured and reviewed and that we 

should improve the numbers of patients offered hear and treat services. 

A number of these topics have been aligned with our priorities for the coming year and within our strategic objectives - all actions and other relevant 

comments from the report have been included within our CQC action plans.  These plans, which are monitored and reviewed by the Chief Executive 

Officer and Head of Quality Improvement, have been published at website www.eastamb.nhs.uk 

 

 

What is being done to improve against all domains? 

Our Quality Improvement Team will move from the previous focus on areas of compliance and to align with the objectives of the Quality Improvement 

Strategy which is due for release in October 2018. 

The team will support embedding quality improvement in all aspects of Trust business which includes staff, patient and stakeholder engagement.  A 

reduction of clinical variation, along with embedding and establishing a Quality Improvement Faculty, will be key drivers. 

Following the release of the 2018 CQC inspection report, the Deputy Director of 

Clinical Quality will establish a Quality Improvement Plan based around findings 

and opportunities to continue to improve. 

Findings from the previous CQC visit and the CQC report are continually 

monitored and, during internal reviews, findings are checked against the current 

action plans to ensure improvement continues as required.  Improvement plans will 

also be shared with colleagues from NHS Improvement (NHSi) and the CQC once 

compiled from findings of the 2018 inspection. 

 

  

http://www.eastamb.nhs.uk/
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Department of Health Core Quality Indicators 

All NHS organisations are required to report against a set of Core Quality Indicators 

(CQIs) relevant to their type of organisation. For ambulance trusts, both 

performance and clinical indicators are set as well as indicators relating to patient 

safety and experience. 

Where information is publicly available, organisations are also required to 

demonstrate their performance against other ambulance services within the year. 

 

 

 

 
 
 
 
 
 
 
 
 

 

 

 

 

AMBULANCE RESPONSE TIMES (RED 1 & RED 2)  
 The percentage of Red 1 and Red 2 telephone calls resulting in an 

emergency response by the Trust that were responded to within 

eight minutes of receipt of that call during the reporting period. 

 The percentage of telephone calls resulting in an ambulance 

response by the Trust at scene of the emergency within 19 

minutes of the receipt of that call during the reporting period. 

It should be noted that on 18th October, EEAST moved to the new 

Category 1 – 4 standards outlined within the Ambulance Response 

Programme and as such, will be reporting two separate datasets 

against time performance related standards. 

Further information can be found on pages 39-41. 

AMBULANCE CLINICAL OUTCOMES: ACUTE ST-ELEVATION MYOCARDIAL INFARCTION (STEMI) AND STROKE 

Patients who undergo a pre-hospital assessment for STEMI (heart attack) or stroke,   who are given specifically tailored care and placed on a treatment 

pathway that begins en route to hospital and continues after admission, have a higher incidence of improved overall outcome. This way of working 

helps people to recover from episodes of ill health or injury and supports the NHS as a whole to reduce the number of patient s dying prematurely. 

The core indicator requirements for the 2017/18 Quality Account: 

 The percentage of patients with a pre-existing diagnosis of suspected ST elevation myocardial infarction who received an appropriate care bundle 

from the Trust during the reporting period 

 The percentage of patients with suspected stroke, assessed face to face and who received an appropriate care bundle from the Trust during the 

reporting period. 

An appropriate care bundle is a package of clinical interventions such as oxygen therapy and the giving of relevant drugs tha t are known to benefit 

patients’ clinical outcomes. 
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In May 2015, we joined the national initiative Sign up to Safety with a commitment to 
implement its five pledges:  

 

1. ‘Putting safety first’ - establishing a Quality and Safety Strategy 

    focusing the first year’s actions on cardiac conditions and appropriate          
    management of patients under the Mental Capacity Act. 

 

2. ‘Continually learning’ - Improving the quality and timeliness of incident and Serious Incident (SI) 

     investigations, ensuring that lessons identified are completed 

implementing a ‘Stop the Line’ process for any staff member to escalate 
safety concerns directly to executive level for immediate resolution 

establishing a ‘Putting Quality on the Map’, focusing on good practice 
and sharing this with areas where improvements are required. 

 

3. ‘Being honest’ -   implementing and monitoring Duty of Candour for all occasions where harm has occurred 

improving the feedback provided to staff following incidents and SIs through the publication of investigation reports and the 
development of a Clinical Bulletin. 

 

4. ‘Collaborating’  -  establishing a robust mechanism for sharing incidents reported by our staff relating to other providers with the organisation  
     involved to ensure learning across the NHS 

ensuring that lessons from SIs, trends in incidents and complaints, are shared with ambulance trusts nationally, in order to assist in a 
consistent approach to learning and avoidance of repeat issues across the country. 

 

5. ‘Being supportive’ - establishing a robust mentorship and supervision process for students and qualified clinicians to facilitate continuous learning  
    and development 

ensuring the Trust has in place a suite of up to date, robust clinical guidelines, to enable clinicians to provide quality care. 
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The aim of Sign up to Safety is to reduce avoidable harm to patients by 50% over three years, through continuously improving the quality of care we provide. 
Significant headway has been made through the above actions, which are managed through the Trust’s three-year Quality and Safety Strategy. 

 
 

A patient safety incident (PSI) can be of a clinical or non-clinical nature. This chart shows the actual impact seen for each PSI since 1st April, 2014: 
 

 
 
Of all incidents reported in the 2017/18 financial year, 98.9% were graded as no harm or near miss incidents – evidencing proactive reporting so that steps can be 
taken to improve the service without harm occurring.  
 

This compares to 92.4% in 2016/17, suggesting a significant reduction in the proportion of incidents causing harm to patients, in spite of an increase in incident 
reporting which is consistent with the intentions within the Quality and Safety Strategy.   
 

Learning from deaths 
Only 1.1% of incidents (nine cases) reported resulted in severe harm, compared with 1.4% in the previous financial year, and it is this level of incidents that the 
Quality and Safety Strategy was designed to decrease.  Although in these cases significant harm caused was directly attributable to care delivered, no cases were 
deemed to be directly attributable to a patient’s death.
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The percentage of staff employed by, 
or under contract to, the Trust during 
the reporting period who would be 
happy with the standard of care 
provided it a friend or relative needed 
treatment. 
 
EEAST 2017   66% 

(2016 – 64%) 

Average for 
ambulance trusts  68% 

(2016 - 70%) 
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Data quality 

Data quality continues to be a significant focus and is monitored through the 

Information Management Group. As well as a Data Quality Policy, we also 

have a CAD Data Quality Policy which supports the activities of the Data Audit 

Team who complete various audits to ensure regular checks are done to verify 

information reported outside of the organisation. 

The Information Management Group, chaired by the Director of Strategy and 

Sustainability who is also the Senior Information Risk Owner, meets bi-

monthly and links with the Information Governance Group which also meets 

bi-monthly and provides assurance for all aspects relating to information. 

The Trust has a number of processes in place to ensure that data included 
within the Quality Account is accurate and provides a balanced view.  These 
include: 

 clinical data and outcomes 

 Checked and verified by the Clinical Audit Manager prior to 
submission to the national audit programmes 

 Monthly checks of the Department of Health statistical reports to 
ensure latest comparative data is included 

 Assurance through internal governance processes to Board Level via 
the Integrated Board Report 

 Information Governance Toolkit 

 Assurance provided through Information Governance Group to Trust 
Board via the Audit Committee 

 regular scrutiny of processes and information through: 

 Quality Governance Committee 

 Clinical Commissioning Groups contracting requirements 

 Information Management Group. 

 

 

NHS Number and General Medical Practice code 

validity 

Ambulance trusts are excluded from this requirement therefore no records 

were submitted during 2017/18 to the Secondary Uses Service for inclusion in 

the Hospital Episode Statistics. 

 

Clinical coding error rate 
As an ambulance service, EEAST was not subject to the Payment by Results 
clinical coding audit during 2017/18 by the Audit Commission  
 

Information Governance Toolkit  
The toolkit is an online assessment produced by the Department of Health 

(DH) and administered by NHS Digital.  It draws together legal requirements 

and central NHS guidance for information security best practice, and presents 

them as a set of specific information governance requirements. 

The toolkit requires NHS organisations to carry out an annual self-assessment 

against each of these requirements, and enables them to ascertain whether 

information is handled correctly and protected from unauthorised access, loss, 

damage and destruction.  The ultimate aim is to demonstrate that the 

organisation can be trusted to maintain the confidentiality and security of 

personal information. 

EEAST’s Information Governance Assessment Report overall score for 2017/18 

was 66% and was graded Satisfactory. 

 

  
 

The Information Governance Toolkit is available on the NHS Digital website: 

https://digital.nhs.uk  

https://digital.nhs.uk/
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Statement on quality from the Board 
 
Welcome to the East of England Ambulance Trust NHS Trust’s Quality Account for 2017/18.  

During the last year we have continued to improve the quality of care provided to stroke and ST Elevation Myocardial Infarction (STEMI) patients and are 

achieving consistently high scores, above national averages for both care bundles, demonstrating we are an organisation with a clear focus on performance 

management to deliver on all our priorities for patients. 

It must be remembered this has happened in a year where we changed the categories within which we respond to patients. The Ambulance Response 

Programme (ARP), which went live for EEAST in mid-October, helps to improve the ‘right response for that patient’ approach, and has also altered the target 

times within which we should reach our patients. From go-live of ARP to 31
st
 March, the mean average time to reach our most seriously ill patients in 

category one was eight minutes 46 seconds; the target time is seven minutes. 

We should also take a moment to reflect on the severe pressure experienced by the NHS during the winter months, and how this brought about an increase 

in activity and an impact on patients and staff. 

We continue to improve our response to safeguarding issues through our Freedom to Speak up Guardian (F2SU) process for staff and volunteers. Patient 

safety also involves working with NHS partners across the system to improve processes, and following a risk meeting in January, measures including 

improving the times taken for ambulances to leave hospital and get back out on the road to support patients in the community 

were introduced. We reflect a little more on this in the Quality position section on page 13. 

Most importantly, the feedback we receive from our patients through their feedback to the Patient Experience team and via other channels including social 

media is that consistently, around 95% would rate our service as good and recommend us to friends and family. 

At the time of publication, we also await the findings from the latest CQC inspection of Core Services and a Well-Led review that occurred in early Spring, 

more detail of which can be found on pages 14 and 15. 

Providing the best possible quality of care to patients is at the heart of what we do every day and our staff and volunteers deliver this at a time when we are 

experiencing growing pressures on the ambulance service. This is supported by our commissioners who, by providing increased funding for 2018/19, will 

give us the opportunity to increase our workforce to the required level to meet standards and therefore increase our response and the quality of care we 

deliver to our patients. 

Robert Morton 

Chief Executive Officer 
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PART 2 

How we have prioritised our quality 
improvement initiatives 
The Quality Account for 2018/19 will continue to focus on the core priorities 

which match the mandatory indicators for ambulance trusts set by the 

Department of Health (DH) as outlined in Part 1. 

We will also be continuing with our priorities as set in 2017/18: 

 Infection Prevention and Control – Improvements within the vehicle 

deep cleaning target for all operational areas 

 Safety Walkabout Audit tool within Patient Transport Services (PTS) 

 Recognition and management of Acute Coronary Syndrome patients 

 Emergency Care Practitioners (ECP) usage of antimicrobial drugs 

 Continuation of implementing both the Dementia and End of Life 

Care strategies. 

Stakeholder engagement 

A range of stakeholders including health and overview scrutiny committees 

and clinical commissioning groups (CCGs) have supported our decision to 

continue with this focus. 

An opinion poll setting out our proposed priorities was published on both 
our website and our intranet.  Almost 400 responses were received with the 
majority of people agreeing with our proposed priorities.   

Additional priorities we were asked to consider and our response to these are 
outlined in the table: 

 

 

 

Suggestion Our response 

Sepsis This has been a local priority for three years, however as this 
topic is due to be included as a national Ambulance Clinical 
Quality Indicator (ACQI) programme, the Trust made a 
decision to cease including as a local priority and ensure data 
is submitted at a national level where comparisons of delivery 
of care can also be made with other ambulance trusts. 

Harder to reach 
groups 

Improve access and understanding the patient experience of 
children. (Providing easy read documentation) – the Trust has a 
number of EasyRead documents which are currently under 
review and a bespoke children’s survey is also planned. 

Mental health Patient experience; understanding more about service 
experiences of people experiencing psychological 
distress/mental health conditions/suicidal thoughts.  This has 
been disseminated to our Patient Experience Lead to review 
and consider as part of the Patient Experience programme for 
2018/19. 

Patient and carer 
education / 
public health 
Identification of 
loneliness (not 
just older people) 

Spinal immobilisation (specifically cauda equine), 
understanding and awareness of miscarriage and working 
more closely with the community nursing service were also 
suggested. These will be discussed at the Trust’s Clinical 
Development and Effectiveness group to determine as to 
whether there is capacity to include them within the year or to 
propose as part of the 2019/20 priorities. 

Introduction of a 
Quality 
Improvement 
Strategy 

Although the Trust has a Safety and Quality Strategy, this is 
now in its final year and the Trust will be introduce a new 
strategy in 2018.  A suggestion will be made to the Director of 
Clinical Quality and Improvement and the Head of Quality 
Improvement as to whether the current strategy can evolve 
into a Quality Improvement one rather than re-launch a revised 
Safety and Quality Strategy. 
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Priority 1 Patient safety 
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Priority Why we have chosen this 

priority 

What we are trying to 

improve 

What success will look like 

Infection Prevention and Control – 
Improvements within the Patient 
Transport Service (PTS) vehicle 
cleaning target for all operational 
areas 

Concerns raised through our 
internal monitoring processes 
indicate that vehicle cleaning 
targets are not being met 

Improved compliance with national 
guidance in the frequency of 
vehicle deep cleans leading to 
improved patient safety in relation 
to Infection Prevention and 
Control 

95% of vehicles to be compliant 
with the deep cleaning schedule 

Introduction of a quarterly Safety 
Walkabout Audit tool within 
Patient Transport Services (PTS) 

Audits are already completed by 
both the emergency and urgent 
service and the emergency 
operations centres and we 
acknowledge that routine 
monitoring of PTS is not included. 
This will include PTS within this 
routine monitoring process and 
create an overall Trust position 

 

Regular monitoring of patient and 
PTS staff quality and safety 

To identify areas for future 
improvement 

Quarterly report produced with 
associated actions for completion 
and evidence for the PTS CQC 
portfolio in future inspections 

First two quarter outcomes to be 
used as a benchmark on which to 
set future quarterly targets 

How we will monitor progress: Progress reported bi-monthly to the Quality Governance Committee 

Responsible Lead: Tracy Nicholls -  Director of Clinical Quality and Improvement 

Date of completion:  31st March, 2019 

 

  



 

          

 
 

 
 

EEAST: Annual Quality Report 2017/18 

June 2018 24 

Priority 2 Clinical effectiveness 
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Priority Why we have chosen this 

priority 

What we are trying to 

improve 

What success will look like 

Continuation from 2017/18 in the 
implementation of an End of Life 
Care Strategy 

We acknowledge that most people 
who are reaching the end of their 
life would prefer to be cared for at 
home.  We are committed to 
supporting patients and their 
families/carers to enable them to die 
with dignity and in line with their 
wishes where possible 

Care and experience for people 
and their families/carers at the 
end of their life 

Making decisions on care in 
emergency situations more 
appropriate and comfortable to 
make and implement for our 
ambulance staff 

Completion of year two aims of 
the strategy which include: 

 patient/family satisfaction 
surveys and analysis of 
complaints and concerns 
relating to end of life care to 
improve the experience for 
patients and their families 

 introduction of end of life 
champions across the Trust 
 

Recognition and management of 
Acute Coronary Syndrome (ACS) 
patients 

ACS is a manageable condition 
which, if treated in a timely 
manner, can limit the damage to 
the heart caused by a reduction in 
blood flow. 

ACS can be identified by our staff 
through thorough history taking 
and assessment prior to 
administering a consistently high 
level of treatments to meet this 
aim. 

The differentiation between those 
patients who would benefit from 
emergency care at hospital and 
those with lower acuity chest 
pain, suitable to be seen in 
primary care. 

Reduction in SIs reported for non-
conveyed patients who are 
subsequently confirmed with ACS.  

Publication of Chest Pain 
Management Guidance 

Improvement in compliance on 
2017/18 audit, namely: 

 correct identification and 
documentation of true ACS 
cases 

 increase in the number of ACS 
patients who received pain 
relief  
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 Priority Why we have chosen this 

priority 

What we are trying to 

improve 

What success will look like 

 Emergency care practitioner usage 
of antimicrobial drugs 

We acknowledge the occurrence of 
antimicrobial resistance to 
infections has become a cause for 
concern globally. In response to 
this, the National Institute of 
Clinical Excellence (NICE) has 
introduced a quality standard for 
antimicrobial stewardship which the 
Trust is adopting to ensure that 
these drugs are administered 
appropriately. 

Good practice in relation to when 
and how we are using 
antimicrobial drugs 

Completed clinical audit of patient 
cases where antimicrobial drugs 
have been issued, to determine 
baseline standard. This baseline 
will be used to identify 
improvement threshold within a 
subsequent re-audit  

Demonstration of appropriate 
usage of antimicrobial drugs by 
ECPs 

Lack of data in 2017/18 resulted in 
the audit being deferred until this 
year 

How we will monitor progress: Progress reported bi-monthly to the Quality Governance Committee 

Responsible Lead: Tracy Nicholls –Director of Clinical Quality and Improvement 

Date of completion:  31st March, 2019 
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Priority 3 Patient experience 
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Priority Why we have chosen this 

priority 

What we are trying to 

improve 

What success will look like 

Monitoring of the implementation 
of the approved Dementia Strategy 

Dementia affects a large number of 
people. One in three people over 65 
will develop dementia but currently 
only 42% of people with dementia 
in England have a formal diagnosis. 

Care and experience for people 
with dementia who use our 
services. 

Continuation of monitoring of 
objectives outlined within the 
strategy  

Completing a survey people who 
have dementia and their carers 

We recognise the importance of 
ensuring that dementia patients 
account for a large number of our 
population and are committed to 
understanding and supporting 
their needs 

Care and experience for people 
with dementia who use both our 
emergency and transport services 

Roll out of bespoke patient survey 
– outcome results will be used to 
identify areas for improvement and 
subsequent action plan. 

 

This has been extended to this year 
as a result of feedback from 
dementia carers at our pop up 
events 

How we will monitor progress: Progress reported bi-monthly to the Quality Governance Committee 

Responsible Lead: Tracy Nicholls –Director of Clinical Quality and Improvement 

Date of completion:  31st March, 2019 
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You said, we did 

It remains important to us to act in a timely manner upon feedback we receive, whether it is a concern or compliment. This part of the report shows the 
response we made in acting on some of the things you, the public said, and what we did about it. 

1 
 You said 

 

We did 
 

What this means 
      

 

Contact was made by a patient appealing 
against a decision that they were not eligible for 
Patient Transport because they had a car.  The 
patient did not believe the decision was in line 
with Department of Health Guidelines for 
Patient Transport Services for people with 
mobility disability needs. 

 Contact was made with patient to discuss the 
concerns raised and the patients’ medical 
condition. The patient provided more 
information which made her eligible for 
patient transport.  A full explanation of the 
criteria set by the clinical commissioning 
group and process was explained with 
apologies for the inconvenience caused.   

 Call centre staff made aware of the concerns 
raised and importance highlighting any 
concerns or issues arising from patients that 
are not eligible for transport with the call 
centre supervisor to enable a resolution to be 
sought if possible at the time. 

       

2 
 

 You said 
 

We did 
 

What this means 
      

 

A formal complaint was raised with regard to 
not being able to book transport for a friend, 
who has dementia, without their NHS Number 
or postcode.  It was stated that the staff were 
unhelpful and rude and the complainant got 
very upset.  The GP receptionist had booked 
the transport and was informed that no 
attempt have been made previously 

 A full investigation was carried out which 
included the calls made being reviewed.  
Sincere apologies were provided to the 
complainant for the distress caused.  When 
the call was made to book the transport, 
the call taker could not access the patient 
records to enable the call to be recorded 
due to certain patient information not 
being available and staff should have made 
alternative efforts to establish the patient’s 
details. The transport was booked for the 
patient by the GP practice.  
 

 Staff involved will be made aware of the 
importance of good customer service and the 
standards the Trust expects. The staff received 
coaching regarding this, customer care and 
how to be able to help find alternative ways of 
finding the correct information to book 
transport for patients. 

 

PART 3  
Review of 2017/18 
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3 
 You said 

 

We did 
 

What this means 
      

 

Family of the patient were not happy with the 
ambulance not attending or receiving a call from 
the ambulance service following their 999 call 
for their father who had a fall. 

 A full investigation was carried out which 
included a review of the original and 
subsequent 999 call – which included an 
assessment – receive.  Both calls were coded 
correctly however, due to high demand we 
were still unable to send an ambulance, for 
which we apologised. An hour later a call 
was received cancelling the ambulance. 
Apologies were provided for not being able 
to dispatch an ambulance and meet the 
patient’s expectations. 

 We are committed as an organisation to 
improving services to patients and to ensure that 
they get the right care, in the right place, at the 
right time. We are working closely with our 
partners in the healthcare system to manage our 
resources effectively.  The Trust recognises that it 
needs more staff to be available to respond to 
our patients and is continuing with a recruitment 
programme to increase staffing within the limits 
of financial capacity.  

       

4 
 You said 

 

We did 
 

What this means 
      

 

The patient wanted to know why an ambulance 
was refused and did not feel the call handler 
asked enough questions or understood the 
severity of the pain levels the patient was 
suffering. 

 The call received in the 999 control room 
was reviewed by the investigating manager. 
The call was audited and was correctly 
coded; however it was noted that the 
customer service displayed by the call 
handler was not of the high standard 
expected.  Apologies were provided for 
this. 

 The call handler was managed in line with 
Trust internal procedures. Reflective practice 
took place regarding customer service best 
practice.  

       

5 
 You said 

 

We did 
 

What this means 
      

 

Concern was raised that the patient was made 
to come downstairs on their own, which they 
found difficult and very distressing.  
 
 

 Both crew members were interviewed 
although due to the time lapse, they did 
not have full recollection of the incident.  
Encouraging patients, where practical to 
come downstairs on their bottom is an 
accepted way for Trust staff to move 
patients within their own home. If there 
were any problems with mobilisation the 
crew would intervene and offer assistance.  
The investigating manager apologised that 
the level of care was below the standard 
expected and for the distress caused to the 
patient and family. 

 Patients are encouraged, where practical, to 
mobilise themselves. Staff are regularly taught 
manual handling techniques through Trust 
Professional Updates which includes 
considering the following aspects, Task, 
Individual, Load, and Environment. The crew 
completed an assessment of the patient and 
used what they thought was an acceptable 
method of getting the patient down stairs 
without any risk to the patient. 
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Compliments and complaints received by month: 2017-2018 

Compliments Complaints

Patient experience and feedback 

The Patient Experience team co-ordinate all complaints, concerns, compliments and comments for the Trust, in line with the NHS Complaints Regulations 2009. 
 

The feedback, both positive and negative, is managed by the department and enquirers are kept informed throughout the process and informed of the outcome of 

their feedback. 
 

The Trust’s Complaints Policy was reviewed during 2017/18 to include the introduction of the new data protection legislation which came into force in May 2018.  

 

Compliments 

Compliments always far outweigh the number of complaints received, and in 2017/18, 2,272 compliments were received regarding the service, an average of 189 

a month and almost 20 more a month, on average, than in the previous year. 
 

Compliments are reported to the Trust Board. Compliments are also emailed to the individual staff members with the local management teams copied in so that 

they can be acknowledged and recorded on the staff members personnel file.  

 
 

 

 

 

 

 

 

 

 

 

 

  

 

“”Where would we 

be without your 

fabulous staff, thank 

you so, so much” 

 

“They were so kind, 

helpful and efficient. 

They comforted and 

reassured me” 
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Complaints 
We received 1,620 complaints in 2017/18 compared to 1,503 in 2016/17, which although an increase of 8%, when compared to the number of patients attended 

was significantly lower than the previous year. 

 

Complaints regarding clinical treatment and assessment have increased slightly from 2016/17, along most other complaint types. The most significant increase 

relates the number of ambulance delay complaints. Our priority has been, and is still, to increase the number of qualified staff, which aims to mitigate the ever 

increasing demand on the service whilst providing patients with the most appropriate response first time.  

 

Service Line 2015-16 2016-17 2017-18 
% change: 

2016-17 to 2017-18 

Emergency and Urgent Care Service 835 966 979 +1% 

Patient Transport Service (Scheduled care) 219 493 568 +15%* 

 

* In October, EEAST was asked to take over the PTS contract in Bedfordshire and Hertfordshire on a temporary basis 

following the collapse of the private provider and prior to being awarded the contract on a permanent basis in January 

2018.  The transition period was challenging due to changes for patients and goes some way to explaining the 

increase in complaint rates for the year.  A dedicated management team is now in place for this contract to ensure 

governance arrangements and patient care is improved. 

A review of the Trust’s complaints handling process following training from the Patients 

Association is taking place every quarter regarding the quality of the investigation and speed 

/accuracy of response to the complainant by the Community Engagement Group.  To date, the 

reviews are very positive with comments passed that EEAST has a robust, comprehensive 

complaints handling process in place. This is also highlighted by the Trust only having one upheld 

complaint investigated by the Parliamentary and Health Service Ombudsman during 2017/18. 

 

  

“You would like to know why an 

ambulance was refused and what the 

criteria is for an ambulance to be sent?” 
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Patient Advice and Liaison Service 
The Patient Advice and Liaison Service (PALS) is an informal mechanism for 

patients, their relatives or carers to comment on services or raise a concern, 

and we aim to deal with all comments received via PALS with similar 

standards of responsiveness and thoroughness as employed for complaints. 

 

Concerns 
A concern can be described as negative feedback which has not been, or is 

not required to be, dealt with as a formal complaint. It does not necessarily 

require a written response and can be resolved verbally if appropriate. Where 

a complaint is raised externally from another health service provider then this 

is dealt with as a concern and where appropriate a written response is sent. 

 

 

Comments and PALS 

At times we receive comments, are asked a question or sought advice 

regarding sign-posting within the wider NHS or social care network. 

These comments are logged and responded to as appropriate or sent onto 

the relevant department if it is information only: 

 In 2017/18 the Trust received 377 contacts relating to negative 

concerns or feedback, an increase of 62% from 233 during 

2016/17.  These were all investigated and feedback provided, 

either verbally or in writing  

 The Trust received 250 PALS contacts relating to comments, 

questions or other feedback, including requests about lost 

property; this is a slight decrease of 8% from the numbers 

recorded during 2016/17 

 This makes 627 PALS enquiries received, an increase of 23% from 

507 reported during 2016/17. 
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Parliamentary and Health Service Ombudsman (PHSO) 
Although the vast majority of complaints are successfully resolved through the Trust’s complaints process, complainants 

are able to refer their complaint to the Parliamentary and Health Services Ombudsman (PHSO) if they feel their complaint 

has not been resolved and the Trust has exhausted all avenues of resolution.  In 2017/18, the Trust received 13 referrals 

compared to 19 in 2016/17, a decrease of 31%.   

 

Of the 13 referrals received in 2017-18, only one has been upheld, the others to date have not been upheld, demonstrating that EEAST continues to have a 

comprehensive complaints handling process and performs well. 

 

 

 

 

The case upheld by the PHSO related to a patient who was unhappy with 

the care they received.  In this instance we worked with the PHSO to 

develop an action plan to complete by end July 2018.  The actions from 

this are listed below; 

 letter of apology to complainant acknowledging the failings in the 

 service received 

 a review of the process for third party callers who are not on scene 

 a review of our surge plan on how mental health patients in crisis 

 are dealt with and can be affected by delays 

 a review of our crisis care concordat agreement in liaison with the 

police 

 

 

 

 

 

 

To date, one case referred in 2017/18 still remains open with the PHSO. 

Image included with permission from the 
Parliamentary and Health Service Ombudsman 
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Patient surveys 
The Trust has a well-established system of obtaining feedback from patients, 
mostly operated via a Patient Survey team that acts independently from 
departments delivering patient services. The patient survey system includes 
the use of the Trust’s Community Engagement Group; the involvement of 
such volunteers has proved to be of great value, especially with design of 
patient surveys and reporting to external patient groups. The design of all 
patient experience surveys is carried out with great care to ensure that all 
respondents involved are able to take part and feedback on the service 
received.  
 

The Trust has an annual patient survey programme which includes 
continuous, rolling surveys for emergency services, the Patient Transport 
Service, the Patient Transport Clinical Assessment and Advice Service 
(PTCAAS), the Emergency Clinical Advice and Triage (ECAT) service and the 
Birmingham community healthcare call handling service. Ad-hoc patient 
experience projects are also conducted each year, with such projects focusing 
on specific topic areas (such as dementia and the Emergency Intervention Falls 
Vehicle) e.g. a new service or an area of care that is being developed, or an 
area where there may be a value in re-auditing. 
 

Patient survey results are analysed and written into full/standard reports which 
are then distributed to the service managers to monitor patient satisfaction 
and identify areas for improvement. Monthly patient survey figures are also 
presented as part of the ‘dashboard’ used by the Trust Board to oversee 
organisational performance. Full patient survey reports are presented at senior 
Trust groups, with such groups ensuring appropriate governance, reviewing 
patient experience results and managing any actions. Patient survey reports 
are then published on the Trust’s website. 
 

As part of each patient experience questionnaire, the Trust collects data on 
the patient’s Key Performance Indicator (KPI). The KPI is used as a method of 
calculating the overall satisfaction of the patient in relation to the service they 
have received and is used as a benchmark across the Trust. The KPI result is 
calculated by dividing the proportion of ‘very satisfactory’ and ‘satisfactory’ 
responses (numerator) by the overall number of responses (denominator). 

 

 

The tables below show the year to date KPI and postal FFT figures for the 
Trust: 

 
 

 
 

Further information on our results can be found in our published 

patient survey reports at www.eastamb.nhs.uk 

 

http://www.eastamb.nhs.uk/
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The Trust also collects data on patient demographics and every patient 
experience survey undertaken includes an equality and diversity information 
collection form, with the responses to this section of the questionnaire 
reported on every patient experience report. The overall satisfaction of the 
patient is analysed against patient demographics to ensure that separate 
patient group levels of satisfaction are recorded. 
 

Every survey also encourages comments from patients and all comments 
received are written up as part of the reporting process. 
 
The number of positive comments received always far outweigh the number 
of negative comments. However, it is often the negative comments which are 
the most useful from the perspective of learning and finding areas for 
possible improvement. These comments are passed to the Patient Advice and 
Liaison Service for further action as appropriate. 

 

 

 

 

 

 

 

 

Future patient survey strategy 

The Trust is committed to developing its patient experience and engagement 
activity and seeking new methods of collecting information and feedback 
from patients in relation to their experiences when using the services provided 
by the Trust. The Trust will continue to undertake the continuous patient 
experience surveys (‘real time’ and postal) along with any ad-hoc patient 
experience projects as part of the patient experience programme, with the 
continuation of patient discovery interviews following on from the surveys. 
Patient satisfaction levels will continue to be reported as KPI and FFT scores 
and used as general performance markers for the Trust.   
 

For 2018/19, the Trust’s main service areas will continue to actively collect 
feedback from patients: 
 

Emergency services 

 Postal survey to random samples of 999, GP urgent and the emergency 
clinical advice and triage patients will continue, with monthly 
management reports and annual Trust reporting. 

 Specific surveys of patients in relation to certain aspects of the ES (e.g. 
projects in relation to dementia, young patients, mental health, end of life 
care, along with the emergency intervention falls vehicle) are planned for 
the forthcoming year.  

 Face to face discovery interviews to continue. 
 

Patient Transport Services 

 Postal survey of patients organised by contract to continue, with 
rolling management reports (quarterly or monthly depending on 
contract). 

 During 2018/19 a project on the experiences of PTS and ES dementia 
patients is also programmed to take place. 

 Face to face discovery interviews to continue. 

 

Birmingham Community Healthcare Call Handling Service 

 A postal survey to random samples of patients who have used the 
Birmingham Community Healthcare call handling service provided by 
the Trust will continue during 2018/19. 

 

Patient Transport Clinical Assessment and Advice Service 

 The PTCAAS patient experience survey ceased at the end of 2017/18.  

 

 

  

“Your service was excellent 
and your staff were 

kindness itself. Thank you 
all it could not have been 

better.” 
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Friends and Family Test (FTT)  

The Friends and Family Test (FFT) is a national NHS directive and a way of 
obtaining feedback from patients and staff in relation to whether they would 
recommend the service to friends and family. The FFT is considered to be a 
continuous ‘real-time’ feedback loop between patients and the Trust, with 
patient feedback being available more quickly than traditional survey 
methods. Such a feedback loop not only highlights areas of good practice, 
but also areas for service improvement, which enables the Trust to take swift 
action if required.  
 
The FFT question asks patients whether they would recommend the service 
they have used, offering a range of responses. The comments given by 
patients in response to the follow-up question provide a rich source of 
qualitative data which, in conjunction with the FFT question, can provide the 
Trust with a greater understanding as to patients’ experiences of the service.  
 
 
 
 
 
 
 
 
The Trust is required to provide all ‘see and treat’ emergency services (ES) 
patients (i.e. those we do not convey) and all PTS patients with the 
opportunity to provide feedback on the service received. The results to the FFT 
question are submitted to NHS England and the commissioners on a monthly 
basis.   
 
Following discussions with the National Ambulance Service Patient Experience 
Group (NASPEG) and NHS England, it has been established that although the 
‘real-time’ feedback nature is still advocated, the 48-hour requirement is not a 
prerequisite for ambulance trusts. Also NHS England has advised that the 
Trust can include responses from patients who have responded to the FFT 
question on the regular ES and patient transport service (PTS) postal surveys 
as part of the FFT submission. 

 
 
 
 

 

 

 

 

 
 

Trust staff are still asked to provide the ‘real-time’ FFT forms to non-conveyed 
ES and PTS patients following their contact with the service, however, postal 
survey responses to the FFT question for non-conveyed ES and PTS patients 
are now included within the monthly submission to NHS England. To ensure 
these responses are still as ‘real-time’ as possible, only the postal responses 
received up until the end the sample period month are included within the 
FFT submission.  
 
In addition to the above, a ‘real-time’ ES early intervention vehicle patient 
survey has also recently been implemented within the Great Yarmouth and 
Waveney area. Any responses received to this survey from ES ‘See and Treat’ 
patients are also now included as part of the monthly submission.  
 
The year to date (April 2017 to February 2018) FFT results can be found 
below (‘real-time’ feedback forms and postal responses received by the last 
day of the month):  
 

 ES ‘see and treat’: Of the 418 responses received, 95.9% of patients who 
answered the FFT question advised that they would either be ‘likely’ or 
‘extremely likely’ to recommend the service to friends and family if they 
needed similar care or treatment 

 PTS: Of the 1,536 responses received, 94.2% of patients advised that they 

would either be ‘likely’ or ‘extremely likely’ to provide a recommendation. 

 

  

Trust Patient Experience 

Results: 

April 2017 to February 

2018 

Overall Satisfaction 

Quantity of 

patients 

KPI 

Performance 

‘See & Treat’ 

Emergency Services 
401/418 95.9% 

Patient Transport Service  1447/1536 94.2% 

All Services 1848/1954 94.6% 
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Patient interview 

“I couldn’t fault them, there was a lady and a man, the 

lady seemed in charge, they were both brilliant, he put 

me at ease straight away talking to me. She was 

cheerful and said to my husband ‘Hello there what 

have you been doing?’ 

Once you get the ambulance the service is 110% but 

got to get the ambulance first, I would like the 

paramedics to know how grateful I was, I would like 

them to know they did a good job, proud of them.” 

Mrs H is very happy with the care she and her husband 

received from the ambulance crew, but is concerned 

by the length of time it took for the ambulance to 

arrive and the number of calls she had to make to the 

service. 

Patient interview 

“For the most part the service is 

incredible. It does a brilliant job. As I 

say, there have been occasions in my 

past where I wouldn’t be here today, 

occasions where paramedics have 

literally saved my life. 

So for the most part they are 

extremely professional, on top of their 

game. They know what they are doing 

and they do the best they can.” 

 

Patient & Public Involvement 
The Trust Patient and Public Involvement (PPI) team conduct a number 

of patient interviews every year. The purpose is to gauge public opinion 

on the services that we provide. This empirical evidence allows the 

Trust the opportunity to evaluate the experience of our service users 

and to utilise this information during the processes of service design, 

implementation and delivery ensuring that the patient voice is heard 

throughout the process. 

The PPI team visits identified patients in their own homes and film 

patient interviews. These patients relate their journey from the initial 

999 call to the hospital handover. These interviews, recorded onto 

DVD, are an important tool for highlighting the authentic patient voice 

within the Trust and are 

shown at Board meetings 

and are regularly used in 

staff training. 

Although the responses 

can be very mixed, the 

majority of evidence is of a 

positive experience. 

 

 

 

 

 

 

 

The Trust is committed to hearing views from patients and public and in 

engaging the ‘Expert Patient’. The Trust Patient Experience Team (PET) 

collates and assesses the Friends and Family Feedback form; the patient 

will indicate on this form if they are prepared to participate in a patient 

interview. The Patient Experience Team will forward, to the PPI team, 

contact details for these individuals and the team will follow this with a 

request for interview. 
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The content is defined by NHS England and includes outcome results against 

specific indicators under five headings: 

1. Preventing people from dying prematurely 

2. Enhancing quality of life for people with long term 

conditions 

3. Helping people to recover from episodes of ill health or 

following injury 

4. Ensuring that people have a positive experience of care 

5. Treating and caring for people in a safe environment and 

protecting them from avoidable harm 

 

With the exception of the time standards to our calls, no thresholds have 

been set by the DH to denote ‘poor’ clinical performance for the ACQIs.  

However, in collaboration with our Clinical Commissioning Groups we have 

set our own targets as part of our A&E contract to encourage improvement in 

clinical care. 

 

 

. 

 

 

 

  

The following section provides feedback and 

evidence on the progress of last year’s work on our 

key quality priorities and our performance. 

Progress on the quality account 

priorities 2017/18 
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Response Times 

Ambulance Response Programme 
Since the mid-1970s, ambulance services were required to attend Red 1 and 
Red 2 (Category A) telephone calls within eight minutes of receipt of the call 
75% of the time. 

The standard also meant that an ambulance had to be dispatched 
immediately for Red 1 calls and within 60 seconds of the call being connected 
to the ambulance service for Red 2 calls - the ‘clock was stopped’ when the 
first ambulance service-dispatched emergency responder arrived at the scene.  
 
In July 2017, following an extensive ambulance service trial known as the 
Ambulance Response Programme (ARP), Sir Bruce Keogh (National Medical 
Director, NHS England) formally wrote to the Secretary of State for Health 
recommending the roll out of ARP to every ambulance service in England.  
The full document can be found at 
https://www.england.nhs.uk/wp-content/uploads/2017/07/ambulance-
response-programme-letter.pdf 
 
In summary, his proposals included extending the time that ambulance 
services were allowed when connected to the call so that a better 
understanding of the patient’s condition and therefore the type of response 
that is required could be assigned. 
 
 
He proposed that a new Category 1 – 4 system was implemented 
(determined by clinical condition/emergency), as shown on the right, with 
varying response times for each category. 
 
Changes also meant that for those patients who needed to go to hospital, the 
‘clock was stopped’ when a vehicle transporting a patient i.e. an ambulance 
arrived on scene rather than the first emergency resource arrived. 
 

 
 

Keogh’s recommendations were accepted and an extensive roll out began 
with EEAST going live with the new standards on 18th October 2018. 
 

Due to these changes, this year we are reporting on both the previous and 
new standards in line with mandated requirements. 
 

The following pages show our performance against previous and current 
targets these targets, published further information for all ambulance services 
can be found here: 
 www.england.nhs.uk/statistics 

https://www.england.nhs.uk/wp-content/uploads/2017/07/ambulance-response-programme-letter.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/07/ambulance-response-programme-letter.pdf
https://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/ambulance-quality-indicators-data-2017-18/
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For all mandatory indicators, we should report a comparison of performance against the national average where available, however due to the staggered 

implementation of ARP across the country we are unable to complete that for this year.  With all ambulance services now moved over to ARP, we will report on this 

in future publications. 

 

Timely responses  (previous standards until 18th October 2017) 
The tables below summarise the Trust’s performance against the pre-ARP national response time standards. 
 

 

 

 

 
 

Although the Trust did not meet the national standard for these categories, it did meet its commissioned standard for Red 1 (immediately life-threatening calls) and 

moved to one of the best performing in this category nationally. 

 

Category Definition Standard % EEAST Performance 
(01/04/17 – 17/10/17) 

Green 1 Serious calls but not life- threatening which require an emergency response 
to arrive within 20 minutes. 

75% 49.68% 

Green 2 Serious calls but not life- threatening which require an emergency response 
to arrive within 30 minutes. 

75% 41.67% 

Green 3 Telephone 
advice 

Low acuity calls which require further telephone assessment by our clinicians 
within 20 minutes or require a non-blue light emergency (normal road speed) 
response within 50 minutes. 

75% 
53.57% 

Green 4 Telephone 
advice 

Lowest acuity calls which require further telephone assessment by our 
clinicians within 60 minutes and/or a a non-blue light (normal road 
speed) emergency response within 90 minutes 

75% 
71.84% 

 

 

Category National 
standard 

% EEAST 
performance 

Category A (Red 1) 8 minutes 75% 70.53% 

Category A (Red 2) 8 minutes 75% 59.27% 

Category R19 (Red 1 and Red 2) 19 minutes 95% 89.72% 
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Timely responses  (new standards from 18th October 2017) 

The table below summarises the Trust’s performance new national response time standards. 

 

The Trust continued to experience significant loss of produced ambulance hours to delays in handing patients over to hospital care across the year. Some 96 per 

cent of all handovers exceeded the 15 minute standards, with 12 per cent (~26 thousand occasions) exceeding one hour. There were significant system-wide delays 

during the winter and particularly over the festive period. 

 

To manage risk to patients in the community, the Trust developed Patient Safety Intervention Teams, a national first, that were deployed to hospitals to takeover 

care of patients who ambulances could not handover quickly. These teams cared for about 3,500 patients between November and March.  The Trust is working 

with system partners to address hospital delay issues through A&E delivery boards, NHS Improvement and NHS England. 

 

During the year, EEAST lost circa 69,000 hours in delays at hospitals. This equals approximately 6,000 12-hour ambulance shifts and resulted in an increase in 

response delays to patients. 

 

Through an independent service review commissioned by NHS Improvement and NHS England, investment is identified and will form the basis of transformation 

plans over the next three years which will enable achievement of national standards and an efficient and sustainable operating model. The Trust continues to recruit 

to the student paramedic programme and also to vacant qualified posts.  

Category Definition National standard EEAST 
Performance 
(hh:mm:ss) 

C1 Immediately life threatening injuries and illnesses. 
7 minutes mean response time 0:08:46 

15 minutes 90
th

 centile response time 0:15:49 

C1T Immediately life threatening injuries and illnesses where the patient is 
transported to hospital 

7 minutes mean response time 0:14:59 

15 minutes 90
th

 centile response time 0:27:13 

C2 Emergency 
18 minutes mean response time 0:27:45 

40 minutes 90
th

 centile response time 0:57:04 

C3 Urgent calls and in some instances where patients may be treated in situ 
(e.g. their own home) or referred to a different pathway of care 

120 minutes 90
th

 centile response time 3:24:14 

C4 Less urgent. In some instances patients may be given advice over the 
phone or referred to another service such as a GP or pharmacist. 

180 minutes 90
th

 centile response time 4:07:50 
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Heart attack care 
Heart disease causes more deaths in the UK each year than any other single disease or condition and most of these deaths are caused by a heart attack. 
 

Because of the life-threatening risk with a heart attack, providing patients with a pre-hospital assessment for a STEMI and administering an appropriate care bundle 
means a significant improvement on patient outcomes, thereby supporting the NHS to reduce the number of patients dying prematurely and to help people to 
recover from episodes of ill health or following injury. 
 

STEMI care bundle 
The mandatory quality indicator for ambulance services relating to this topic is the provision of an appropriate care bundle; recording of two pain scores, giving 
aspirin to break down the clot, giving glyceryl trinitrate (GTN) to dilate the coronary arteries and providing pain relief.  The patient care record is audited against all 
of these criteria and deemed to be either compliant or non-complaint. 
 

The table below shows our result against the national average and the best and worst scores achieved by ambulance services within England – it should be noted 
that the latest national data published is for December 2017.  It also shows our achievement against the threshold target set by our commissioners within our A&E 
contract. 
 

EEAST were the highest performing ambulance trust for this time period however we acknowledge that this could improve further and are raising awareness 
regarding the documentation of two pain scores which seems to be the largest area of non-compliance.  We have also included a Pain Score Audit within the 
programme for 2018/19 to look at this documentation further. 

 

PPCI < 150 
Although the time it takes to take a STEMI patient to a specialist Primary Percutaneous Coronary Intervention (PPCI) treatment centre is not a quality metric for the 
Quality Account, we report our achievement on a month by month basis to both NHS Digital and our commissioners.  As demonstrated within the table below 
EEAST performed above the national average for ambulance trusts, however as for the care bundle, it should be noted that the latest comparative data published is 
for October 2017.   
The table also shows our achievement against the threshold target set by our commissioners within our A&E contract.  Next year’s report will include the new 
centiles scoring. 
We are working with our hospitals to ensure that the data they submit, which includes ambulance service times, is accurate.  This is a difficult target to achieve 
when some centres do not accept a patient and we have to divert to another centre – often some distance away.  However our clinical leads also review failures 
where could have transported sooner and feedback to individual crews. 
 

Heart attack care 
Latest data available  December 2017 Locally agreed target Average 2017/18  

National average  Highest score Lowest score EEAST EEAST Performance 

STEMI Care Bundle 76.6% 91.3% 65.2% 81.0% 90.9% (91.3% Apr-Dec) 

Heart attack care 
Latest data available October 2017 Locally agreed target Average 2017/18 

National average  Highest score Lowest score EEAST EEAST Performance 

STEMI 150 85.3% 93.4% 73.8% 95.0% 89.3% (90.2% Apr-Oct) 
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Case study – STEMI 

We were called out to attend a 70-year-old-male who 
was experiencing chest pain whilst working on the roof 
of his shed. He had no previous cardiac medical history. 
The pain was of sudden onset with tightness and heavy 
pressure across the chest. 

His symptoms were nausea without vomiting and pale in 
colour (classic associated symptoms of a cardiac 
condition). 

The ambulance crew completed their assessment which 
included; pulse, blood pressure, respiratory rate, oxygen 
saturations, GCS (Glasgow Coma Score, to identify 
consciousness levels), temperature, blood sugar levels, 
pain scores before and after treatment, and a 12 Lead 
ECG. The crew identified from the ECG that the patient 
was showing signs of a heart attack (Myocardial 
Infarction – MI) and commenced the protocol for 
treatment in line with the Trust and national guidelines. 

Aspirin, GTN (Glyceryl Trinitrate Spray), Clopidogrel 
(antiplatelet drug), anti-nausea drug (Ondansetron) 
reducing the risk of vomiting, and morphine and oxygen 
used for pain relief were all given. 

The PPCI (Primary Percutaneous Coronary Intervention) 
pathway was activated by the crew calling the nearest 
specialist, designated cardiac hospital that have a 
catheter laboratory in the patient’s area to pre alert the 
hospital team of imminent patient arrival for immediate 
surgical intervention. 

Case Study – STROKE 

A 999 call was made to the service to attend a 44-year-
old-female residing at HM Prison who was identified by 
a nurse in the medical win, as presenting with symptoms 
of a stroke. 

Her symptoms included left side facial weakness, left 
arm and leg weakness with a global headache. The crew 
arrived on scene and identified a time critical medical 
event and put into place the stroke pathway of treating 
and getting the patient to definitive hospital care at the 
nearest specialist HASU (Hyper Acute Stroke Unit), 
within four and a half hours of onset of symptoms and 
60 minutes from time of first call for help to the 
emergency service. 

Observations and recordings of pulse, blood pressure, 
respiratory rate, oxygen saturations, GCS (Glasgow 
Coma Score, to identify conscious levels), temperature 
and blood sugar level were made. The patient had 
intravenous (IV) access provided by the nurse prior to 
crew arrival aiding the swift extrication to definitive care 
and continual observation monitoring en route. 

A pre alert call to the nearest HASU was made by the 
crew giving patient details and observations to the 
receiving Stroke Team whilst the patient was driven 
under blue light emergency conditions. 

The ambulance arrived at hospital in six minutes and 25 
seconds after leaving the prison and two and a half 
hours after symptom onset -  well within the time frame 
window for urgent CT scan to identify a possible clot in 
the patient’s brain. 
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Case study – CARDIAC ARREST 1 

A 999 call was made to the service for a 70–year-old-male 

who was in cardiac arrest witnessed by his wife on scene.  an 

ambulance and rapid response vehicle were deployed 

immediately arriving in less than seven minutes as per NHS 

England targets for this type of priority incident. 

The 999 call handler guided the wife and son on scene to 

start CPR straight away which is a proven element in the 

Chain of Survival of patients in cardiac arrest.  The family 

performed effective CPR until the crew took over care. 

Recognising that the patient was in VF (Ventricular 

Fibrillation), a shockable heart rhythm, the crew delivered six 

shocks with a defibrillator. 

An air ambulance crewed by a medical team, was mobilised 

from the Critical Care Desk based in the Chelmsford 

Emergency Operations Centre and arrived within 20 minutes.  

Advanced life support was continued using a ventilator to 

provide mechanical breathing, oxygen to oxygenate the 

organs until the heart could be restarted, and chest 

compressions provided by a mechanical device, the LUCAS. 

The IV access and cardiac drugs, including specialised drugs, 

carried by the medical team were given to break down the 

clot in the patient’s heart that had caused the arrest initially. 

With the support of a doctor, three paramedics and an 

emergency medical technician, the patient was transported to 

the nearest hospital under emergency conditions. The patient 

sadly passed away in hospital after four days but had been 

given all medical interventions possible during and post 

event. 

Case Study – CARDIAC ARREST 2 

The Trust was called to a road traffic collision (RTC) where a 

car had crashed into a house wall under icy conditions.  The 

driver, a 21-year-old-male, was found unconscious at the 

wheel by residents who heard the collision outside the front 

of their house. 

A paramedic in an RRV arrived within three and a half 

minutes followed shortly afterwards by both an ambulance 

and a paramedic officer. After breaking the car window to 

open the car door and turn the engine off, the clinicians 

extricated the patient, moving him to safety and establishing 

that he was in cardiac arrest. 

Advance life support was performed and the patient was 

shocked with a defibrillator four times, at which point the 

patient had a return of a pulse. 

Advance airway supports, oxygen, IV access and drugs were 

used to sustain a cardiac output. A pre alert call to the 

nearest hospital was made and the patient was transported 

to hospital within nine minutes of leaving the scene. In all, 

from the time of incident the patient had been successfully 

treated for a traumatic cardiac arrest and conveyed within 49 

minutes, under the “Golden Hour” time target guidelines for 

trauma patients. 

The young man went on to make a full recovery and was 

discharged home to his family a week later. 
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Stroke care 
Stroke is the third biggest cause of death in the UK and the largest single cause of severe disability - more than 150,000 people in England will have a stroke each 
year. Most people affected are over 65, but anyone can have a stroke including children and babies. 
 

Face-arms-speech-time (FAST, is a simple test to help people recognise the signs of stroke and understand the importance of emergency treatment.  The faster a 
stroke patient receives treatment (the care bundle), the better the chances are of surviving and reducing long term disability. 
 
Stroke care bundle 
This quality metric relates to the percentage of suspected stroke patients (assessed face to face) who receive an appropriate care bundle; recording of blood 
pressure (BP), FAST test and blood sugar levels (BM).  As for heart attacks, the patient care record is audited against all of these criteria and deemed to be either 
compliant or non-complaint. 
 

The table below shows our result against the national average and the best and worst scores achieved by ambulance services within England – it should be noted 
that the latest national data published is for December 2017.  It also shows our achievement against the target set by our commissioners within our A & E contract. 
It should be noted that national results are available approximately four months after Trust data is available and therefore comparisons between the two must be 
made with extreme caution. 
We were the highest performing ambulance trust for the eight month comparative period and well above the national average month on month. 

 
Stroke 60 
Patients who are cared for in a defined stroke unit with organised stroke services are more likely to survive, have fewer complications, and return home and regain 
independence quicker than patients on a general medical ward.  We evaluate our performance against the percentage of FAST positive stroke patients (assessed 
face to face) potentially eligible for stroke thrombolysis, who arrive at a hyper acute stroke unit (HASU) within 60 minutes of call.  
 

The table below shows our result against the national average and the best and worst scores achieved by ambulance services within England – it should be noted 
that the latest comparative data published is for October 2017.  It also shows our achievement against the threshold target set by our Commissioners within our 
A&E contract.  Next year’s report will include the new percentiles scoring. 
 

Although not the lowest scoring ambulance trust, we are below the national average and our clinical leads are working with the audit department and operational 
teams to review those cases that did not meet the 60 minute target.  However, it should be noted that for some patients, this will not be able to be achieved due to 
where the stroke centre is sited in relation to where they have a stroke. 

Stroke care 
Latest data available  December 2017 Locally agreed target Average - 2017/18 

National average  Highest score Lowest score EEAST EEAST Performance 

Stroke Care Bundle 94.8% 99.0% 91.1% 98.0% 99.6% (99.0% Apr-Dec) 

Stroke care 
Latest data available  October 2017 Locally agreed target  Average - 2017/18 

National average  Highest score Lowest score EEAST EEAST Performance 

Stroke 60 54.1% 65.7% 37.2% 56.0% 45.0% (48.1% Apr-Oct) 
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Cardiac arrest care 
A cardiac arrest occurs when the heart suddenly stops pumping blood around the body. Someone who is having a cardiac arrest will suddenly lose consciousness 
and will stop breathing or stop breathing normally. Unless immediately treated by cardio pulmonary resuscitation (CPR) and early defibrillation, this always leads to 
death within minutes.  It is possible to survive and recover from a cardiac arrest if you get the right treatment quickly. 

Around two thirds of cardiac arrests outside of hospital happen in the home, but nearly half of those that occur in public are witnessed by bystanders.  With each 
minute that passes in cardiac arrest before defibrillation, chances of survival are reduced by about 10%. Immediate CPR in a shockable pre-hospital cardiac arrest 
can improve the chances of survival by up to three times. 

This year we set out to improve the Trust’s outcomes from cardiac arrest and work towards an increase in Return of Spontaneous Circulation (ROSC) and ‘survival 
to discharge’ figures.  Although the indicators displayed in the table below are not quality metrics for the Quality Account, we report our achievement on a month 
by month basis to both NHS England and our Commissioners.  Latest available national data is for December 2017 

 

**Utstein –a set of guidelines for uniform reporting of cardiac arrest. 

 

EEAST was the highest performing ambulance service for the comparative period (April – December) for Return of Spontaneous Circulation (Utstein patients) and 

above both the national average and locally agreed threshold target for all indicators within the cardiac arrest topic. Work has continued throughout the year to 

maintain and improve on these outcomes for our patients, this has included Advanced Life Support (ALS) days for clinicians and the development towards a Cardiac 

Arrest Strategy.  

Cardiac arrest care 
Latest data available  December 2017 Locally agreed target 2017/18 Average 2017/18 

National average  Highest score Lowest score EEAST EEAST Performance 

Return of Spontaneous 
Circulation (pulse) – All 
patients 

30.1% 34.9% 22.9% 27.0% 30.6% (31.5% Apr-Dec) 

Return of Spontaneous 
Circulation (pulse) – Utstein** 
patients 

51.5% 61.3% 33.3% 52.0% 60.2% (61.3% Apr-Dec) 

Survival to Discharge – All 
patients 

9.5% 15.6% 7.4% 7.0% 9.0% (9.2% Apr-Dec) 

Survival to discharge – 
Utstein** patients 

28.5% 36.6% 15.5% 25.0% 31.6% (31.7% Apr-Dec) 
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Priority 1:  Patient Safety 
In 2017/18 we set two priorities within the overarching priority for patient safety and, for the first time within the Quality Account, specific PTS priorities were 
identified demonstrating that this area of service delivery, and that the safety of and overall experience for all patients, is recognised as an integral part of the 
organisation. 
 

Infection Prevention and Control – Improvements within the Patient Transport Service (PTS) vehicle deep cleaning target for all operational 
areas 
The aim for this priority was to improve the deep cleaning scheduling of PTS vehicles specifically.  An aspirational target of 95% of vehicle cleans was set.  It can be 
seen from the table below, that this target was not met.  Unfortunately due to a change within our audit software, data was only available from April – to January 
(inclusive). 

Deep Clean PTS Overall Figures (incorporating 
Cambridgeshire, Essex, Suffolk & Great Yarmouth & Waveney) 

Vehicles 
submitted 

Actual vehicles 
within service 

% 

April 2017 33 157 21.0% 

May 2017 46 157 29.3% 

June 2017 68 161 42.2% 

July 2017 83 161 51.6% 

August 2017 88 161 54.7% 

September 2017 81 161 50.3% 

October 2017 103 161 64.0% 

November 2017 76 161 47.2% 

December 2017 78 161 48.4% 

January 2018 85 161 52.8% 

 

It was apparent that in order to improve compliance, PTS required stand-alone Ambulance Fleet Assistants (AFA) to support the deep cleaning process.  As a result, 
six PTS AFAs were employed and are operating in all of the six counties to improve the compliance around deep cleans.  Further scrutiny will be provided through 
the Trust IPC monthly governance updates that reports on both A&E and now PTS cleaning compliance with any exception reporting escalated to the Senior 
Leadership Board. 

Due to the expectations within the organisation for vehicle cleaning to remain a high priority and the failure to meet the target within 2017/18, this priority has 
been extended with the aspirational target still set at 95%. Further AFA recruitment is ongoing during 2018/19 in order to achieve this target in 2018/19. 

A full review of IPC can be found within our Director for Infection Prevention and Control (DIPC) Annual Report which will be published on www.eastamb.nhs.uk in 
the summer  

http://www.eastamb.nhs.uk/
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Introduction of a quarterly Safety Walkabout Audit tool within Patient Transport Services (PTS)  

It was recognised that the safety walkabout audits, already completed by both the emergency and urgent service and the emergency operations centres, were not 

capturing any routine completion in PTS.  It was decided to amend this omission and include PTS within this routine monitoring process. 

 

A bespoke audit tool was designed in consultation with PTS staff which contains a number of questions to directly ask staff, such as; when they last had an 

appraisal, did they know how to access policies and procedures, how safely they felt they had cared for their patients in the previous week, if there was anything 

they felt the Trust could do to improve safety and quality.  It also contains other more specific metrics ie cleanliness of children’s care seats, safe storage of patient 

information on the vehicles and general questions around vehicle and premises cleanliness, equipment storage etc. 

 

The introduction of this audit toll will provide an overall Trust position and a safety temperature check for PTS enabling areas for improvement to be identified. 

 

Unfortunately, due to the loss of a major PTS contract in Suffolk and Great Yarmouth and Waveney and legacy management issues with a new contract in 

Bedfordshire and Hertfordshire, the benchmarking exercise within year was not commenced and currently no quality safety walkabouts have been undertaken on 

the stand alone PTS sites. 

 

A number of PTS sites are shared with A&E services and some of the data collected from the 

joint sites will assist the onward introduction of the quality safety walkabouts for the future; 

although there is an intention to merge PTS within the Service Delivery directorate in the 

2018/19 and some of the questions appear on both audit tools, they have been designed to 

reflect the different services they provide. 

 

Due to the incapability of completing any benchmarking within 2017/18, Q1 and Q2 results 

will be used to understand our position with a view to improving in Q3 and Q4 and therefore 

this will continue as a priority in 2018/19. 
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Priority 2:  Clinical effectiveness 

Sepsis 

Sepsis is a life threatening condition that arises when the body’s 

response to an infection injures its own tissues and organs. 

Sepsis leads to shock, multiple organ failure and death especially 

if not recognized early and treated promptly. 

Sepsis claims the lives of more than 44,000 people in the UK per 

year, which is more than lung cancer and more than breast and 

bowel cancer combined. 

Our aim this year was to continue to increase the recognition of sepsis 

and neutropenic sepsis supported by the delivery of the sepsis care 

bundle to provide the highest standards of pre-hospital care. 

 

We recognise that early recognition of sepsis, the need for urgent and 

timely interventions, and transportation to hospital is a key factor for 

the patient’s outcome and this was the third year that we included this 

condition as a priority.  Although recognition of sepsis by our staff 

showed a high compliance rate in previous years, we were aiming to 

see a sustained high level of recognition within the year. 

A clinical audit of this topic during the month of September evidenced 

that crews correctly identified sepsis and transferred patients to 

appropriate ongoing care in 99% of cases, an improvement of 1.5% 

on the previous year and well above the 90% target we set ourselves. 

 

 

However, it also showed that there are some areas where we need to 

improve: 

 Variance in telephone triage of patients - This has been recognised 

by the National Medical Call handling Services who are looking to 

improve call pathways and therefore the accuracy of call coding and 

allocation of appropriate resources. 

 Improvement in documentation of care records – Default settings 

have been included within our electronic Patient Care Record 

(ePCR) which has now been implemented Trust wide; this will 

ensure that standards of documentation will improve. 

 Only 39% of patients received IV fluid therapy in line with guidance 

– Although non-compliance was attributed in many cases to IV 

failure or a paramedic not being on scene, the Clinical Audit 

Manager will work with our clinical leads to promote the fluid 

therapy in sepsis cases.  The Trust is also committed to training and 

recruiting more paramedics in order to meet our population’s 

needs. 

 

Since the publication of our original 2016 Sepsis Audit, one of our 

members of staff was encouraged to look into sepsis for their MSc 

dissertation ‘Respiratory Rate Correlation with News2 Score in 

telephone triage’. Due in July 2018, the Trust will review the results as 

part of the ongoing commitment to improving the quality of care for 

sepsis patients. 
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The adoption of NEWS2 will be a priority for the Trust this year which 

will be used as an aide to recognition of a deteriorating patient in line 

with the screening tool we use. 

Additionally, all rapid response vehicles (RRV) based in South 

Bedfordshire now have decals stuck on windows detailing the 

importance of identifying sepsis.  EEAST have worked closely with the 

UK Sepsis Trust in the design of this promotion. 

 

 

 

 

 

 

 

 

Nationally, sepsis has been adopted as an ongoing Ambulance Clinical 

Quality Indicator (ACQI) from April 2018 – for this reason EEAST has 

made a decision not to include this as a local priority going forwards 

and will use the outcomes from the ACQI to monitor compliance and 

highlight areas for further improvement. 

 

 

 

 

 

 

 

 

 

.
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End of Life Care 

End of life care is provided to a person who is thought to be in the final months of life and aims to help people live well until they die. Good end of 

life care allows a person to die with dignity when the time arrives, and also ensures appropriate support is provided to families and carers before and 

after death. 

End of life care is not just for cancer sufferers but for any condition from which a person will not recover, like dementia or chronic obstructive 

pulmonary disease (COPD), and those who are nearing the end of their life as a result of age and frailty. It also includes children and young people 

with a terminal or life limiting illness 

As an ambulance service we have a role to play in delivering high quality care at the end of life. We have a responsibility to ensure that patients 

receive a timely response and appropriate emergency care or transport. We must also ensure we are able to support patient choice regarding end of 

life care, including resuscitation decisions and place of death.  

We are committed to supporting patients and their families/carers to enable them to die with dignity and in line with their wishes where possible. 

We acknowledge that most people who are reaching the end of their life would prefer to be cared for at home.  For ambulance s ervices this is a 

multi-faceted task which includes physical care, management of pain and other symptoms and provision of psychological, social, spiritual and 

practical support. 

Our aim for 2017/18 was to publish our End of Life Care Strategy and complete our year 1 objectives included within ‘Our 5 Aims’. 

The strategy was published in April 2017 and is focused on improving education for staff and knowledge and access of alternative pathways, as well 

as support mechanisms for staff when they attend an end of life patient. 

An audit of ePCR records for patient documented as receiving palliative/terminal care showed that two-thirds of these patients were not conveyed to 

hospital.  This demonstrates that we are recognising when a patient is at the end of their life more often, seeking help from the community teams 

and hospices and helping to allow patients to be cared for in the place of their choosing. This has been done through collaborative working with our 

hospice and community teams, working closely with the other NHS organisations as well as internal engagement through an end of life focus group 

and nationally with the other ambulance trusts. 
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A number of other year one objectives have also been completed: 

 We have an agreement in place with nine hospices in the region who are providing or supporting the provision of training to staff 

 An end of life e-learning platform has been launched which is available to frontline and PTS staff on our internal online LearnZone 

 My Directory of Service (MiDos),  a national database of all services commissioned within the NHS which provides information on how they can 

be accessed, is available for staff and gives information about local services and helplines available for support with end of life patients (this is 

available via an app and through a link on the ePCR)  

 An end of life flowchart, which was developed by the end of life focus group, is available on the clinical manual app to help support staff with 

end of life decision 

 A mandatory section in the annual mandatory Professional Update (PU) workbook will help to ensure all staff receive the most up to date 

training 

 All new starters with the Trust now receive an end of life care teaching session. 

 

There is still a lot of work to do as we look forward to the next two years to continue with the great work already started. The aims of the strategy 

focus on the following over the next 12 months and will continue as a priority within the Quality Account for 2018/19: 

• Patient/family satisfaction surveys 

• Training for community first responders (CFRs) 

• The introduction of end of life champions across the Trust 

• Analysis of complaints and concerns relating to end of life care 

• Using ePCR to better understand how many end of life care patients we attend and what care and referrals we are able to provide for them 

• Further work with ECAT to provide staff with support and access to electronic patient records from scene 

• A focus on end of life care for children and develop training packages to support staff 

• Continue with the end of life focus group, scheduling regular meetings and work closely with the community providers and hospices. 
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Recognition and management of Acute Coronary Syndrome patients 
Acute Coronary Syndrome (ACS) is a manageable condition which, if treated in a timely manner, can limit the damage to the heart caused by a reduction in blood 

flow.  It can be identified by our staff through thorough history taking and assessment prior to administering a consistently high level of treatments. 

Anyone with cardiac chest pain that lasts for more than 15 minutes which is not relieved by Glycerol Trinitrate (GTN) or rest, with or without ECG changes - 

unstable angina, both ST (STEMI) and non-ST myocardial infarction (NSTEMI) are the three conditions commonly associated with ACS. 

We had two aims in relation to this condition for 2017/18; No SIs reported for non-conveyed patients who were subsequently confirmed with ACS and a 

completed clinical audit to determine a baseline standard on which to improve in 2018/19.  

Unfortunately within the year, four SIs were related to STEMI patients, three as a result of failed recognition of the condition and one as a result of a delayed 

recognition.  Recommendations from these incidents included: 

 ECAT clinicians to focus on the patient’s condition and not to be swayed by additional patient’s comments or an incre ase in demand 

 Promotion of clinical decision support through the Trust’s Clinical Advice Line (CAL)  

 Review of current ECG training delivered through both core and professional update training. 

 

The Trust held a Clinical Briefing two-day event and is also developing Chest Pain Management Guidance, the publication of which will be included as a part 

of this priority for 2018/19. 

 

Clinical audit of ACS patients 
An audit of Patient Care Records (PCRs) was undertaken of patients presenting with chest pain, 

excluding patients with ST elevation who were conveyed to a Primary Percutaneous Coronary 

Intervention Centre (PPCI).  Audit findings identified that 42.8% were true ACS cases and eligible for 

the ACS treatment pathway and of these, only 9.2% had ACS recorded on the PCR as the relevant 

clinical impression code. However pain relief compliance was higher at 76% which still shows a need 

for improvement. 

A number of recommended actions will be implemented and the audit will be repeated as a priority 

for 2018/19 with an improvement target defined by the baseline results. 
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Emergency care practitioner usage of antimicrobial drugs 
Acknowledging the global concern in the occurrence of antimicrobial resistance to infections, the Trust has adopted the quality standard for antimicrobial 
stewardship, introduced by the National Institute of Clinical Excellence (NICE) to ensure that these drugs are administered appropriately. 

The aim of this priority was to demonstrate good practice in relation to when and how we are using antimicrobial drugs and to identify a baseline on which to 
improve in the following year; however we failed to complete this audit due to a lack of data.  For most of the year, the Trust was entirely dependent on paper 
PCRs which, combined with the changes in our response requirements in line with the Ambulance Response Programme (ARP) and the reduction in emergency care 
practitioners (ECP) as well as the Trust’s withdrawal of Chloramphenicol eye ointment and Co-Amoxiclav tablets to reduce resistance, resulted in problems in 
identifying cases where antimicrobial drugs were administered. 

With the re-launch of ePCR and the revision and re-introduction of the ECP role, plans have been put in place to enable us to capture this data throughout the 
year and this has been adopted as a priority in 2018/19. 
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Priority 3: Patient Experience 

Within this priority we set two main objectives for 2017/18 around the subject of dementia, the implementation of objectives from our Dementia Strategy and the 
completion of a bespoke patient survey to gain an understanding of results on which to build in the next year.  
Dementia affects a large number of people with one in three people over 65 likely to develop dementia, however, currently only 42% of people with dementia in 
England have a formal diagnosis.  We recognise the importance of ensuring that dementia patients account for a large number of our population and are 
committed to understanding and supporting their needs. 
 
A number of objectives have been completed in year such as focused training for our clinicians and signing up with Dementia Action Alliance to enable a 
dedicated action plan to be created and to ensure contact and joined up working with agencies such as the Alzheimer’s Society  and local groups.  This joint 
working enabled us to develop a bespoke patient survey in the year with input from families and carers.  
 
A patient survey was attempted to be undertaken following the development of the questionnaire, however after a very poor res ponse rate, feedback from 
families evidenced that they found it difficult to return the forms.  Working with local groups, we have since held a number of ‘pop -up’ events in the 
community across the region and have started to make questionnaires available at these events, so that families and carers can complete them at the event, 
provide feedback and raise any concerns they have.  All of the information being gathered will be passed on to the patient ex perience team so that 
improvements can be made in the future. 
 

One of the biggest successes in the year, was the meeting between our area 
clinical lead for mental health, the PPI team and the Gatehouse carers group - 
a group of individuals caring for relatives, usually partners, living with dementia. 
The group were asked if they had used the service and if they could share their 
experiences. A couple of members of the group had used the service and shared 
their experience.  Many of the group had questions about the service and how 
best to share information about their loved one with healthcare professionals. 
This was an ideal opportunity, not only to receive feedback and answer 
questions, but also to promote the use of the ‘This is me’ booklet and message 
in a bottle pots.  The group also had a brief look at the concept vehicle, but this 
was unfortunately cut short by the rain.  The carers group were positive about the engagement session with them and 
staff at the Gatehouse have requested that we bring the concept vehicle back in the near future so they can have 
another look and provide feedback. The patient and public involvement team will also be visiting the Gatehouse again 
to record the experiences of one carer who had used the service, and the experiences of a member of staff who has 
needed to call on a number of occasions for the Gatehouse clients.  

 

The Trust is committed to using patient feedback to improve experience and quality of care and will be continuing the monitor ing of the Dementia Strategy 

objectives in 2018/19..  

“Please thank your colleague 

for bringing the vehicle to 

Gatehouse . I personally like the 

colours inside and thought they 

would be good for distraction 

and music being able to be 

played is brilliant.” 
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Clinical Audit 
Clinical audit is a crucial part of the Trust’s strategy to improve health care to service users. The evaluation of clinical 
performance against standards or through comparative analysis, with the aim of informing the management of 
services, is an essential component of modern healthcare provision. It forms part of the Trust’s clinical governance 
arrangements helping to ensure safe and effective clinical practices. 
 

During 2017/18, EEAST participated in 100% of all required national audits which for ambulances are the four 
ACQIs, as presented earlier in this section.  We also submit monthly data to the national Out of Hospital Cardiac 
Arrest Outcome (OHCAO) audit.  We were not required to participate in any national confidential enquiries during 
this year. 
 

A number of other audits were completed within the year, including recognition of sepsis and recognition and 
management of ACS patients (as described earlier in this section) and the submission of patient care records. 
 

The submission of patient care records involved the tracking of all records against incidents attended by our crews for an eight hour period in June and again in 
December.  An overall compliance level of 96.9% was achieved in June and 92.8% in December, both a higher compliance level than previous audit in October 
2016 when 88.0% was achieved.  This audit topic will continue in 2018/19 and, along with the full implementation of electronic Patient Care Records, will provide 
assurance around reducing any loss of patient care records 
 

The audit department has also supported a number of students with their quality improvement projects and clinical audit projects within the year, some of which 
will continue into 2018/19 due to their course requirements; 
 

• Number of alcohol related incidents impact on EEAST - (Trust student lead topic) 
• Number of single limb fractures and change of orthopaedic splinting 
• Number of Deliberate Self-Harm (DSH) and Overdose (OD) related cases 
• Non-conveyed ambulance clinician assessed patients 
• Alcohol intoxicated patients with related head injuries that require hospital treatment 
• Number of paediatric patients EEAST attends 
• Seizure patients and the frequency of usage of rectal diazepam and IV diazemuls 
• Asthma patients requiring hospital admission 
• Respiratory rate as an independent predictor of serious illness 
 

With the re-implementation of electronic patient care records (ePCRs), capacity within the audit programme will be much improved as we move forward and the 
programme for 2018/19 has been expanded as a result.  As well as the existing AQIs for stroke, cardiac arrest and STEMI, three new topics are being introduced; 
sepsis, falls in the elderly and mental health. 

The Trust will also be reviewing compliance and outcomes for asthma, trauma (single limb fracture), febrile Convulsions and the administration of pain relief.  

 

“Clinical audit is a way to find out if 

healthcare is being provided in line with 

standards and lets care providers and patients 

know where their service is doing well, and 

where there could be improvements” 

NHS England 
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Participation in research  

Research is an important function within the NHS, bringing benefits to patients, clinicians and NHS trusts. Most patients want to take part in clinical research; the 

findings from research result in better treatment for patients, involvement in research helps clinicians to understand evidence and use this in their clinical practice, 

and research-active trusts tend to attract more forward-looking clinical staff.  Research is essential in successfully promoting health, and plays a major part in 

continuing to improve services and supporting safe and effective care. High quality research activity identifies and evidences new ways of preventing, diagnosing 

and treating conditions. 

 

During 2017/18 EEAST recruited more than 520 participants (patients and Trust staff) into eight high quality research studies approved by a Research Ethics 

Committee, all of which were National Institute for Health Research (NIHR) Portfolio pieces of work: 

 

 Airway management in cardiac arrest patients (AIRWAYS-2) 

 Rapid intervention with glyceryl trinitrate in hypertensive stroke trial (RIGHT-2)  

 Duty of candour research study 

 Home or hospital for people with dementia and multimorbidities (HOMEWARD) 

 Developing an intervention for fall-related injuries in dementia (DIFRID) 

 Evaluating diversion of alcohol related attendances (EDARA) 

 Electronic records in ambulance services (ERA) 

 Resuscitation with prehospital blood products (RePHILL). 

 

In addition, data on more than 3,000 cardiac arrest patients was uploaded to the epidemiology and Outcome from out-of-Hospital Cardiac Arrest (OHCA) registry 

study. Research Support Services (RSS) also supported a number of small-scale student level projects being undertaken by staff and external clinicians.  

 

The Trust has been research active for a decade, and this year proved to be another busy one. Such continued participation in clinical research has demonstrated 

the Trust’s on-going commitment to improving the quality of care offered, and to making a contribution to wider health improvement.  

 

In terms of research capacity building, RSS continued to make relevant emerging research evidence available to all staff on a regular basis through dissemination on 

the Trust intranet. In addition, all new clinical staff received Good Clinical Practice (GCP) training in readiness for undertaking research activity. 

 

 



 

          

 
 

 
 

EEAST: Annual Quality Report 2017/18 

June 2018 58 

Other quality successes in 2017/18 
 
The Trust has implemented a number of new ways of 

working and improving experience for both patients 

and staff over the past year, here are just a few of the 

many things we have achieved…. 

 

Safeguarding 
Building on the success in implementing the Safeguarding Adults Handbook 

in 2016/17, the Safeguarding Team has continued to improve information for 

staff to safeguard patients, this has included working with Barnardo’s to 

make international changes to the Medical Priority Dispatch System (MPDS) 

regarding Female Genital Mutilation (FGM), as well as updating the 

safeguarding children and young person’s chapter in the Joint Royal College 

Ambulance Liaison Committee (JRCALC) guidelines in collaboration with the 

national ambulance safeguarding group on behalf of the 

Association of Ambulance Chief Executives (AACE) 

Committee. 

 

It also, with Yorkshire Ambulance Service, has founded a 

national ambulance network in relation to Freedom to 

Speak Up guardians.  This provides a confidential route for 

any member of staff to raise a concern about any part of 

the service. 

 

Early intervention falls vehicles 
There is focus within the Trust on delivering an improved response to patients 

which results in the right care pathway for those patients where conveyance 

to an acute hospital is not the best option. Establishment of a number of 

pilots of early intervention falls vehicles, jointly led with EEAST and other 

providers (including occupational therapy) facilitates a faster response to 

those patients who have fallen, rapid assessment and the establishment of 

care in the community. 

These schemes are intended to determine effectiveness for both the patients 

involved and the wider health economy. A reduction in conveyance, improved 

health outcomes and reduced waiting times for these lower acuity patients 

are anticipated through the course of the pilots and demonstrate good 

collaborative working between commissioners, acute providers and the 

ambulance service in terms of meeting the needs of this patient group. 

 

Communication 
Our Twitterthons and takeover weeks – immersive time periods for which 

content is heightened on social media – are a fantastic example of 

innovation, allowing us to use this medium to get to the heart of how our 

service works and to provide information to the public. 

Our Web and Digital Officer leads on takeover weeks and this year they 

have included volunteers, our control rooms, and the Patient Transport 

Services.  

Our Twitterthons are run in two ways – all Communication Team 

members go on ambulance ride outs for a full shift and tweet from that,  

and then we run #24HoursInEoE in the summer and winter called help 

focus not just on the delivery of 999, but to show how much more there is 

to EEAST including first responders, PTS, and other areas. 

Our stakeholders are quick to support us on this, suggesting ways to 

complement their work e.g. police messages on drugs and drinking on 

December’s Black Friday.  
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‘The Sun’ newspaper national award 
A team based in West Hertfordshire and Luton won the national life-saving 

award presented by The Sun newspaper in October after being nominated by 

a patient they attended on the M1 motorway. The patient had life 

threatening injuries, but due to the remarkable bravery from the EEAST team; 

he has gone on to make a full recovery. 

 

Other staff have also received accolades this year, including a paramedic and 

student paramedic who have been nominated for a Chief Constable’s 

Commendation from Essex Police for actions they took whilst off duty 

following a road traffic collision involving a motorcyclist. 

 

Early Intervention ‘Falls Car’ and ‘SOS Bus’ 
In south-west Essex, we have implemented a double-staffed car which is sent 

to patients who have fallen and are not reporting injuries.  This car is staffed 

by clinicians who are confident in the use of additional pathways and helps 

reduce wait times on low acuity calls. 

The SOS bus is a multi -agency initiative provided to meet the needs of 

people out at night in Norwich. The primary purpose of the SOS bus is to 

reduce unnecessary ambulance attendance by providing a first point of 

contact for those who are vulnerable, emotionally distressed or have acute 

illness or injury. Facilitated by EEAST clinicians, and volunteers from St Johns 

Ambulance Service, along with a local community first responder (CFR) 

scheme, the SOS bus operates from 9.30 pm to 3.30 am Friday and 

Saturday nights. 

Step into Health 
Step into Health provides an access pathway for people leaving military 

service to begin careers in the NHS. We are working collaboratively with other 

NHS organisations to attract suitable ex-military candidates into the NHS, 

reducing the issues normally faced with recruitment generally in the eastern 

region. 

 

Supporting our staff 
As well as a two-day clinical event and local delivery of training in a number 

of topics such as alternative pathways, trauma skills, respiratory conditions, 

end of life care, the Trust has a number of initiatives in place to support staff.  

These include access to TRiM for staff to gain support following stressful 

incidents, a pioneering new approach to EADR process whereby 

compassionate leadership principles are placed at the heart of the EADR 

process, remodelling annual review methodology to that building in regular 1-

2-1s to a holistic approach to appraisal, based upon performance, wellbeing 

and development. 

 

The Trust also has a leadership management programme in place for staff as 

well as an aspiring leaders programme. 

 

A number of staff have completed or are undertaking leadership courses 

through the NHS Leadership Academy 
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E-Learning  

The Learnzone platform, created in 2016 in support of Professional 

Update ‘Train the Trainer’ events and delivery of mandatory training 

assessment materials, will be upgraded in 2018-19. New features will 

include providing staff access to their training records on the platform, 

reminders of training due, and the automatic generation of reports for 

managers. The platform will be a hub for all learning activity across the 

Trust, a significant broadening of its scope. 

As well as mandatory training requirements, learning resources and 

development currently supported on the platform include: 

 Compassionate Conversations 

 College of Paramedics e-Learning 

 ECG Recognition 

 End of Life Care e-Learning 

 dementia care 

 safeguarding training for managers 

 epcr training content for all A&E staff 

 clinical resources via a links hub that include Mental Health and 

NEWS resources 

 wound closure ‘Train the Trainer’ resources in support of this 

voluntary CPD programme 

 leadership training modules 

 support for the monthly training programme for community first 

responders. 

 mandatory training for CFRs. 

 

There are a number of significant advantages for the Trust in utilising the 

e-Learning platform. Benefits include greater quality assurance on the 

delivery and assessment education in different contexts, as well as 

improved engagement with training offered.  The upgraded eLearning 

platform will make it possible to more precisely customise the training on 

offer to specific staff groups. 

 

Infection Prevention and Control 
Infection control within EEAST is well established and 

forms an essential part of patient safety. The Trust has 

a dedicated Infection Control team who provide 

specialist advice and support to operational staff. They 

produce all the staff training materials to ensure that 

staff are kept up to date with the latest infection 

control best practice.  

It is important to ensure that our vehicles and stations are maintained to 

the highest possible standards of cleanliness to minimise the risk of 

infection, this is monitored through the Trusts comprehensive audit 

schedule which is reported on monthly. The Trust IPC team also produce 

an annual Director of Infection Prevention and Control report which covers 

all aspects of infection control throughout the previous year and plans for 

the coming year. This report is available at www.eastamb.nhs.uk 

  

http://learn.eastamb.nhs.uk/
http://www.eastamb.nhs.uk/
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Commissioning for Quality and Innovation 

(CQuIN) 
The CQuIN scheme is intended to deliver clinical quality improvements 

and drive transformational change and will impact on reducing 

inequalities in access to services, the experiences of using them and the 

outcomes achieved. 

 

ECAT (Emergency Clinical Advice and Triage Centre) 

This scheme builds upon the 2016/17 ECAT (Emergency Clinical Advice 

and Triage Centre) CQuIN scheme which was  influenced by the 

ambitions of the Five Year Forward View (FYFV) and specifically, where 

Urgent and Emergency Care is concerned, by ‘Helping people with 

urgent care needs to get the right advice or treatment in the right 

place, first time.’ 
 

The ECAT (CQuIN Project for 2016/17 aimed to deliver a high quality 

clinical assessment of 999 calls through telephone triage by senior 

paramedics, nurses and mental health practitioners in the 999 

emergency operations centres (EOCs). This was accomplished as 

evidenced by a marked increase in EEAST’s ‘Hear & Treat’ rate and was 

forecast to further improve into 2017/18 due to increased efficiencies 

gained as the service matured. As a percentage of the total volume of 

calls dealt with by the trust there was a sustained increase from 8% at 

the end of the 2016/17 year through to 10% of all our calls over the 

2017/18 year.  

 

The 2017/18 CQuIN scheme has cemented the ECAT as an integral part 

of how the ambulance service delivers a clinically focused service to our 

patients. The additional clinician roles within the 999 operations 

centres enable the trust to appropriately manage patients over the 

phone (Hear and Treat), as well as support our clinicians in assessing 

patients face to face and identifying alternative pathways (See and 

Treat). These services established the platform for EEAST to aspire to 

the goals outlined in the 2017 Urgent and Emergency Care Delivery 

Plan; specifically, a more equitable and clinically focussed response 

from the ambulance service that meets patient needs in an appropriate 

time frame, including telephone advice, treatment on scene or 

conveyance to hospital or alternatives, leading to an improved 

experience for all patients. 

 

NHS staff health and wellbeing 

Flu vaccinations 

The aim of this national CQuIN was to improve the uptake of flu 

vaccinations for frontline clinical staff.  We received 100% of CQuIN 

funding for flu vaccinations with a good increase in the numbers of our 

clinical staff receiving the vaccine than last year. 

 

Leadership 

This scheme was developed to help address areas identified within 

EEAST’s CQC Quality report and to support the identified indicators 

from the feedback in the Trust’s cultural audit for the need of 

supportive leadership and management behaviours. 

Our aim was to develop an in-house leadership development 

programme and associated initiatives with a key focus on Band 7 

leaders and to commence three cohorts of the programme, during 

2017/18 with each cohort having between 10 and 15 delegates. 
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Our programme was developed to adopt the ILM philosophy, a blended 

learning approach utilising a range of learning interventions on a modular 

basis.  It is recognised that for ILM accreditation extra study and modular 

assignments will need to be completed in addition to the planned modules. 

Across 2017/18 we successfully commenced three cohorts of in-house 

training, with staff from all directorates in the Trust participating in the 

programme which has achieved ILM accreditation.   Evaluation of feedback 

from the first cohort participants has provided important learning, which has 

been integrated into the subsequent cohorts.  Evaluation of midcourse 

feedback has shown that staff are finding the course very beneficial, having 

already improved their communication skills and providing them a broader 

understanding of the systems the Trust operates within.  Staff recognise they 

are on a learning continuum and in some cases this has provided the 

confidence for staff to step up into new roles or development opportunities.  

A closing evaluation will take place when the cohorts end later in the year. 

 

Emergency department avoidance – ‘Help me choose’  

Our scheme for ED avoidance supports the ambitions of the 5YFV for Urgent 

and Emergency Care by ‘Helping people with urgent care needs to get the 

right advice or treatment in the right place, first time.’ and ‘bring care closer 

to home’. 

 

This CQuIN was aimed at: 

 

 identifying high intensity service users, individual and organisational, 

(resulting in a high use of emergency and urgent care services where 

there is potential for an alternative pathway or self-management)  

 Reducing conveyances of patients to ED where an appropriate alternate 

pathway is available and able to accept a referral 

 supporting the work of the Sustainability and Transformation Plans (STPs) 

in producing system efficiencies by utilising alternate pathways in the 

community 

 supporting the A&E delivery boards in identifying opportunities to deliver 

urgent and emergency care in the community. 

 

Examples of work completed in this project were: 

 

 provision of quarterly high intensity user reports shared with CCG 

colleagues to inform and support delivery of improved care for this patient 

group 

 monthly meeting with CCG delivery of service leads to support ongoing 

audit and development of the DOS ensuring access to services relevant to 

ambulance clinicians 

 ensuring frontline staff were aware of all new alternative pathways 

developed and refreshing understanding of existing pathways to support 

admission avoidance 

 developing and delivering in partnership with other providers, training for 

our road staff in specific specialities the aim being to provide them with 

greater understanding of the speciality to support them in avoiding, if 

appropriate, an admission to hospital.  For example, End of life training 

held in Essex and Suffolk in partnership with St Nicholas’s and St Helena   

hospices and maternity training held across the Essex locality delivered by 

a community midwifes.  
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Scheduled Transport Service 

A number of CQuINs were agreed with three of the 19 commissioners 

of our procured scheduled transport services within Great Yarmouth 

and Waveney, West Essex and Suffolk. 

Within Great Yarmouth and Waveney we 

 introduced tablet technology to capture, record and analyse patient 

outcomes and experience for service improvement, this included:  

o service user contribution to the questions 

o service user and staff input to the testing process 

o training for staff responsible for promoting and encouraging 

patient feedback (assisting service user use of technology 

and offering alternative a paper option where preferred). 

Data collected in quarter 4 will enable us to develop an action plan 

for 2018/19 and feedback learning outcomes to patients via our 

website and posters sited on our vehicles. 

 introduced a process for the identification of inappropriate booking 

of transport or ineligibility, working with the call centre and PTS 

staff.  This will ensure that patients receive the right service by 

improving vehicle utilisation and therefore availability. 

 

Within Suffolk we: 

 aimed to identify and reduce the level of avoidable aborted journeys 

– these are instances where we are not informed that the patient 

no longer requires transport or the wrong patient mobility has been 

booked e.g. a car has been booked but the patient requires a 

wheelchair accessible ambulance. 

 

This CQuIN was again introduced to improve the patient experience 

as well as to reduce CCG financial pressure for services paid for and 

not used. 

 

As in Great Yarmouth and Waveney, within West Essex we: 

 introduced tablet technology to capture, record and analyse patient 

outcomes and experience for service improvement.  This was almost 

identical to the Great 

Yarmouth and Waveney 

scheme, with only a slight 

difference in the 

questions asked. 
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Duty of Candour Policy 
The Trust has in place a Duty of Candour Policy, which replaced the previous 
‘Being Open’ Policy. 

Duty of Candour is managed by the Safety and Risk Team. Cases are 
identified through the daily review and coding of any incident reported and 
where applicable, contact is made with the patient or their family via 
telephone in the first instance. Following this telephone call, follow up 
arrangements are made according to the patient or family’s wishes, and these 
are documented via letter. 

The conversations held under Duty of Candour all include: 

 introduction 

 explanation of the incident identified 

 an apology and condolences if required 

 explanation of the investigation process 

 discussion of terms of reference and identification of any issues the 
patient or family wishes to be investigated 

 establishment of preferred methods of involvement and 
communication moving forwards. 

As 999 calls do not document patient’s names, there are a number of 
instances for the Trust where significant work is required to identify the 
individual most appropriate for the Duty of Candour discussions. Approaches 
include: 

 communication with gps 

 liaison with the admitting hospital 

 close working relationships with her majesty’s coroner 

 physical visits to location of 999 calls to identify next of kin. 

In previous years, the Trust has embedded the Duty of Candour into its 
serious incident reports. The main focus for the 2017/18 financial year was to 
improve awareness of the Duty of Candour amongst all staff within the 
organisation. Approaches to achieving this aim included: 

 inclusion of Duty of Candour familiarisation in the Trust induction process 
for all staff 

 delivery of patient safety training and the importance of the Duty of 
Candour through university programmes. 

 Duty of Candour posters circulated to all Trust ambulance stations and 
emergency operations centres. 

 regular communication cascade to all staff on openness, transparency and 
Duty of Candour through internal publications. 

 a designated section of the Trust’s patient safety intranet page has been 
developed to give information on the Duty of Candour. 

 regular externally facing communication via social media. 

 a payslip attachment to all staff detailing the requirements of Duty of 
Candour and when it is appropriate to discharge this duty. 

 establishment of a Duty of Candour training course delivered to 40 staff 
members in April 2017. 

Analysis of data demonstrates the following compliance with Duty of 

Candour in the 2017/18 financial year:  
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Patient safety incidents 

All NHS organisations have a responsibility to report any safety incidents relating to patients through the National Reporting and Learning Service 
(NRLS). 
A patient safety incident, defined by the National Patient Safety Agency (NPSA), is any unintended or unexpected incident which could have or did 
lead to harm for one or more patients receiving NHS care.  This includes: 
 

 incidents that caused no harm or minimal harm 
 

 incidents with a more serious outcome 
 

 prevented patient safety incidents (known as ‘near misses’). 
 
The table below shows the latest published data of the number of incidents reported by EEAST vs the national average and the highest and lowest 

ambulance trust scores. 

Indicator 

2016/17 
2017/18 - April to September - latest comparable data 

published 

EEAST 
National 
average 

Highest 
ambulance 
trust score 

Lowest 
ambulance 
trust score 

EEAST 
National 
average 

Highest 
ambulance 
trust score 

Lowest 
ambulance 
trust score 

Number of reported patient 
safety incidents that resulted 
in severe harm or death 

1 21.3 66 1 0 14.6 76 0 

Number of patient safety 
incidents reported within the 
trust 

1,676 1,108 1,887 160 758 609 1,471 60 

Percentage severe harm or 
death incidents of total  

0.06% 1.9% 10.5% 0.06% 0% 2.3% 5.2% 0% 

NB. High and low data does not always relate to the same organisation. 
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What went wrong and what we did 

It remains important to us to act in a timely manner when something goes wrong.  This part of the report shows the response we made in 

acting on some of these things and what we did about it. 

1 
 WHAT WENT WRONG 

 

WHAT WE DID 
 

WHAT  THIS MEANS 
      

 

A number of paper patient care records (PCR) 
have been lost throughout the year. 
The PCRs were lost in a variety of circumstances 
between the handover of patient care and being 
discovered missing during compliance audits of 
completed shift packs filed on ambulance 
stations. 

 

We introduced specialist storage envelopes 
on every resource to store the PCRs in 
during a shift. The unique PCR number is 
specifically recorded in designated boxes on 
the envelope, which is robust in its 
structure. 
The Trust also aims to be completing all 
patient care records electronically within 
the 2018/19 financial year to further 
prevent data loss and improved security. 
 

 

There is now an improved storage of patient 
identifiable and sensitive information to 
prevent the loss of this data. 
Additionally, electronic patient care records 
offer a hugely more secure method of 
completing and storing patient data. 

       

2 
 

 WHAT WENT WRONG 
 

WE DID 
 

WHAT THIS MEANS 
      

 

An emergency call was closed following a 
human error in the emergency operations 
centre. 

This delayed the attendance of a responding 
resource to the scene of the call. 

 We sent out a reminder to all EOC staff 
regarding the correct checking procedure 
when closing duplicate calls. 
Reviewed the technology used within the 
control rooms to ensure that it was 
adequate and met the needs of EOC staff. 
Contacted the software developers who 
worked with us to reduce the chances of 
similar incidents occurring.  
 

 All EOC staff are now aware of the correct 
procedure for closing calls and the information 
which is required to be checked before doing 
so.  

The risk of reoccurrence of this incident, and 
delayed ambulance responses as a result, is 
now significantly reduced.  

 
 

     

3 
 WHAT WENT WRONG 

 

WE DID 
 

WHAT THIS MEANS 
      

 

A patient fell from an ambulance whilst 
attempting to climb the steps to board ready 
for transport to hospital. The patient suffered 
a head injury and a fractured arm. 

 

We provided additional training and 
information to patient transport staff with 
regards to assisting patients on and off of 
ambulances. 

 

Patient transport staff will have a better 
understanding of their responsibilities when 
conveying a patient to hospital, to ensure there 
is a reduced risk of injury during 
transportation. 
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4 
 WHAT WENT WRONG 

 

WE DID 
 

WHAT THIS MEANS 
      

 

A patient was discharged at scene after 
suffering a fall and a head injury. The patient 
was later transported to hospital following a 
further 999 call, where it was identified that 
the patient had suffered a stroke. 

 

The Trust reviewed its policy relating to the 
discharge of care to ensure that it was 
adequate for the staff’s needs. 
The Trust also reviewed the training it 
delivers surrounding stroke and head 
injuries in the elderly. 

 

All Trust clinicians will have a greater 
understanding of the requirements to transport 
elderly patients with a head injury as necessary. 
It will also be safer to discharge patients as the 
policy surrounding this area of practice has 
been updated. 

       

5 
 WHAT WENT WRONG 

 

WE DID 
 

WHAT THIS MEANS 
      

 

A paramedic arrived on scene to a warden-
controlled accommodation and was unable to 
access the property. This was due to them not 
having the access codes available. After a 
significant amount of time trying to gain 
access, the paramedic found the patient in 
cardiac arrest and they were eventually 
pronounced life extinct. 

 We engaged heavily with the warden 
controlled accommodation to ensure access 
is permitted to Trust staff as expediently as 
possible when required.  
Key safe details were made more 
prominent to dispatch staff so that they can 
now be passed on more quickly to 
attending resources. 
An instruction to all clinicians was 
recirculated to remind them of their 
required actions should timely access not 
be gained at such premises. 

 The time taken to enter a property when it is 
secured by multiple access points should be 
significantly reduced when the Trust is in 
possession of the entry details. 

      

 

6 
 

WHAT WENT WRONG 
 

WE DID 
 

WHAT THIS MEANS 
      

 

A crew attended a patient suffering with chest 
pain and ECG changes. The crew recognised 
these changes but did not recognise that they 
were indicative that the patient required 
treatment at a specialist hospital. The patient 
was conveyed to the nearest emergency 
department. 

 We ensured that the crew were 
supportively debriefed following the 
incident and completed reflective practice 
in order to learn. 
The Trust reviewed and re-released its 
supportive material used for ECG 
recognition to all clinical staff. 
The Trust continued to promote its 
supportive decision making options, such as 
clinical advice line and clinical manual 
(including the mobile app). 

 All Trust clinicians are now furnished with up 
to date decision making tools and knowledge 
of the advice which is remotely available to 
them, should they require it. 

As always, we ensured that the crew involved 
were supported and learned from the incident. 
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Results from the NHS Staff Survey question 
The NHS Staff Survey involved 309 NHS organisations in England and approximately 1.1 million NHS staff who were invited to participate using a self-completion 
postal or online questionnaire survey; 487,727 staff responded giving a response rate of 45% (an increase of 1% when compared to 2016). 
 

As part of Quality Account 2017/18 requirements, trusts are asked to consider including information against two indicators within the staff survey: 
 

 KF 21 - percentage believing that trust provides equal opportunities for career progression or promotion 

 KF 26 - percentage of staff experiencing harassment, bullying or abuse from staff in the last 12 months. 
 

The charts show our score for these questions in 2017 against the national average for ambulance services and our score/comparison for 2016. 
 

Although the Trust improved by 10% in relation to staff reporting that they have experienced harassment, bullying or abuse from staff within the last 12 months, 
this is still slightly higher than the national average. 
 

In relation to staff believing that we provide equal opportunities for career progression or promotion this year, this is lower than both our result for 2016 and the 
national average for ambulance trusts. 

The Trust recognises that is a continuing need to improve the culture of the organisation and has implemented a number of actions within the year: 
 

 Dignity and respect campaign launched - covering many aspects raised by the bullying and harassment questions, and also referring to many equality and 
diversity related issues 

 A number of groups have been established to ensure all members of staff know that we are an inclusive organisation: (BAME, LBGT, AWE and disability 
groups). 

 A Wellbeing Hub has been established for staff wellbeing including the training of a team of networkers around the Trust to offer peer support on a day-
to-day basis, drop-in wellbeing sessions at ambulance stations and other centres around the Trust, and many other services 

 Leadership campaign, ensuring that more senior people in the Trust set an example of leadership for all to follow.  This includes development training, 
workshops and other offerings for members of staff at all levels. 
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Statements from the Commissioners, HealthWatch and Overview and Scrutiny 

Committees 

The following section contains statements and comments received from stakeholders following the 30 day consultation 

period.  These comments were reviewed and a number of changes made to the document prior to formal approval by the 

Trust Board.  Some of the feedback received will also be used to formulate next year’s Quality Account.   

 

 



 

Ipswich & East Suffolk  
Clinical Commissioning Group 

West Suffolk  
Clinical Commissioning Group 

 

 

East of England Ambulance Service NHS Trust Quality Account 2017/2018 

 

As lead commissioner of the contract this statement is provided by Ipswich & East Suffolk CCG, 
following a process of consultation, on behalf of the Clinical Commissioning Groups (The CCGs) of 
Bedfordshire, Cambridgeshire, Hertfordshire, Norfolk and Suffolk. 

Ipswich and East Suffolk Clinical Commissioning Group, as the lead commissioning organisation for 
East of England Ambulance Service NHS Trust, confirm that the Trust has consulted and invited 
comment regarding their Quality Account for 2017/2018. This has occurred within the agreed 
timeframe and the CCG is satisfied that the Quality Account incorporates all the elements required. 

The CCG has reviewed the Quality Account data to assess reliability and validity and to the best of our 
knowledge consider that the data is accurate. The information contained within the Quality Account 
is reflective of both the challenges, which have been considerable and achievements within the Trust 
over the previous 12-month period. The priorities identified within the account for the year ahead 
reflect and support local priorities. 

The CCGs are working with clinicians and managers from the Trust and with local service users to 
continue to improve services to ensure quality, safety, clinical effectiveness and good patient/care 
experience are delivered across the organisation. 

This Quality Account demonstrates the commitment of the Trust to improve services. As the Lead 
Commissioner Ipswich & East Suffolk CCG endorses the publication of this account. 

 

 Chief Nursing Officer 

 

 

 



 

 
 

Essex Clinical Commissioning Groups’ response to 
 

East of England Ambulance Service NHS Trust Quality Account 2017-18 
 
The seven Essex Clinical Commissioning Groups (ECCGs) welcome the opportunity to 

comment on the annual Quality Account prepared by East of England Ambulance Service 

NHS Trust (EEAST). We consider that this report demonstrates the Trust’s commitment to an 

open and honest dialogue with the public regarding the safety and quality of care delivered 

by the service. CCG assurance on the content of the document is required to ensure that the 

information in the Quality Account is accurate, fairly interpreted and representative of the 

range of services delivered. 
 

 

This commentary will be signed by North East Essex CCG, the lead commissioner on behalf 

of the Essex locality. 
 

 

The Trust was visited by the Care Quality Commission in April 2016 and the report published 

on 9 August 2016 had an overall rating of ‘requires improvement’ with outstanding for the 

caring domain. A further well led review has been undertaken during early spring 2018 the 

formal report for this inspection is awaited. The CCGs look forward to receiving the action 

plans which arise from this review. 
 

 

The Essex CCGs are fully sighted on the challenges experienced by EEAST in this locality 

during 2017-18 and acknowledge that it has been an eventful year for the service. The go 

live of the Ambulance Response Programme (ARP) in October and the Independent Service 

review  undertaken to promote new ways of working and deliver against the ARP. During 

the winter period there were significant pressures on the whole system and this lead to the 

risk meeting in January. The learning from incidents and new measures being implemented 

to promote more timely handovers at hospitals has enabled ambulance crews to return to 

supporting patients in the community. Since these measures have been taken there has 

been some improvement in category one response times to 8.46mins against the mean 

trajectory of 7 minutes. 
 

 

The Essex CCGs recognise that there have been changes to the senior management and will 

continue to work with EEAST to promote stability and on-going development of the service. 
 

 

The Essex CCG’s fully support the 2018-19 priorities which have continued from 2017-18 

and provide further opportunities to build on existing work and enhance successes: 



 

Priority One to optimise patient safety through infection prevention and control initiatives 

to achieve the vehicle cleaning targets and introduce a safety walkabout audit tool to 

monitor the patient transport service, which was not achieved during 2017-18, due to other 

external factors. 
 

 

Priority Two – clinical effectiveness in the continuation of the implementation of the end of 

life care strategy, the use of antimicrobial stewardship and the prompt recognition and 

management of acute coronary syndrome. 
 

 

Priority Three – enhance patient experience through the monitoring of the dementia 

strategy, including obtaining feedback from patients and carers. 
 

 

During 2017-18 the Trust demonstrated some positive achievements against their priorities 

and ongoing actions to improve performance. This includes additional work to achieve 

compliance with vehicle deep cleans and the introduction of patient safety walkabouts for 

PTS services. The recognition and treatment of sepsis audit has demonstrated that sepsis 

was identified in 99% of cases, some areas for improvement and monitoring will continue 

through the Ambulance Clinical Quality indicators from April 2018. The implementation of 

the NEWS2 tool will aid the recognition of the deteriorating patient. It is pleasing to note 

that end of life care has seen collaborative working with the hospices in the delivering of 

training and other learning developments. The dementia strategy has seen positive training 

opportunities and working with local groups. 
 

 

The Quality Account provides a detailed review of patient feedback and the actions taken in 

the ‘you said we did’ section, it is pleasing to note that during the period when the service 

was under media scrutiny that the number of compliments significantly increased which 

would have been a boost to staff morale.  The Quality account also details the successes in 

the clinical quality indicators to deliver improved outcomes for patients with the use of 

myocardial infarction (heart attack), cardiac arrest and stroke care bundles, the sharing of 

case studies adds positive detail and realism to the report. 
 

 

EEAST are reporting increasing numbers of incidents, which demonstrates a positive, open 

reporting culture by staff. The section in the report detailing incidents and the actions taken 

demonstrates how changes have been identified, implemented and learning embedded. 

There is a brief section on learning from deaths which is a mandatory requirement following 

the publication of the National Quality Board framework in March 2017, more detail on this 

would be welcomed. 
 

 

The ECCGs recognise the need to upgrade the learn zone which was developed in 2016 and 

anticipate that this will enhance training compliance. The ECCGs fully support the leadership 



training programme which is to continue as a CQUIN during 2018-19, along with the new 

approach to appraisals (EADR). It is expected that with this increased support for staff there 

will be improved training and appraisal compliance, staff satisfaction and retention. It is 

noted that 66% of staff would be happy with the standard of care provided if a friend or 

relative needed to use the service, which is an improvement from 64% last year. 
 

 

The report provides details of EEAST’s 100% participation in the required national audits and 

the detailed plan for audits during 2018-19. 
 

 

The ECCGs are fully supportive of all the priorities identified by EEAST in taking forward the 

patient  safety,  effectiveness, experience  and  involvement agenda.  We  look  forward  to 

working  in  partnership  with  the  Trust  in  the  forthcoming  year  to  address  the  quality 

challenges faced and implement improvements to guarantee a safe and high quality service 

for the Essex population. 
 

 

Although the account contains a comprehensive glossary at the back, some of the language 

used in the document is technical and may affect the readers understanding.  We would be 

grateful if EEAST would consider the use of the Crystal Mark of the Plain English campaign for 

future accounts. 

In  conclusion,  the  Essex  CCGs  confirm  that  the  Quality  Account  developed  by  East  of 

England Ambulance Service NHS Trust for 2017-18 is an accurate reflection of their activities 

and the quality and safety of service provision.    

 
 

 

 
 
 

Director of Nursing and Clinical Quality 

On behalf of the seven Essex Clinical Commissioning Groups 



          
 
 
 
 
 
Mr Robert Morton 
Chief Executive 
East of England Ambulance Service NHE Trust 
 
 
 
 
Dear Robert  

 18th June 2018 
 
 

EEAST – Quality Report/Account (QA) 2017/18  
Comments from Healthwatch Bedford Borough (HBB)  
  
HBB are pleased to have been asked to peruse your Quality Report and mandatory 
Quality Account.  
We are encouraged to see that such a comprehensive report has been produced 
again this year, which shows clear evidence of EEAST’s core values of honesty, 
responsiveness, support, safety and listening being adhered to. Within your 
detailed analysis of how you have embedded your five sub-objectives into daily life 
at the Trust, we are pleased to see the improvements to CAL, the go-live for ARP 
and the reduction in reported SI’s for this period from the past two financial years.  
 
As we know, the NHS is currently facing huge national scrutiny and media 
coverage. We recognise that as a large provider, where national funding for 
patient education is extremely limited, you have seen an increase in call demand.  
We are fully aware that this is in part in relation to patients accessing 
inappropriate levels of care through lack of understanding of what is available to 
them, at the right time and in the right place and as a direct knock on effect in 
relation to fragility in primary care. 
 
HBB recognises that this year has not been without its considerable challenges for 
the Trust. Not only around major winter pressures due to adverse weather 
conditions and your recognised capacity gap, but also with the additional pressure 
of the Risk Summit to determine the facts around allegations of poor patient 
safety.  We note that six out of eight ACQI’s are above target here and there is 
work to be undertaken on the time based ones. We are however satisfied that you 
have learnt from these issues and your increased understanding of the need to 
raise levels of patient & stakeholder engagement.  
  
Lastly HBB must congratulate you on your recent commitment to Equality Delivery 
System (2) and installation of a specialist in the field of E&D. This shows 
recognition of the absolute need to ensure that public sector equality duty is 
followed and that EEAST are meeting their requirements under the Equality Act 
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2010. The diversity and volume of those present in the room on April 17th was also 
an indication of the local public’s continued support for the Trust. This is to be 
highly commended and HBB were pleased to support you. 
 
In summary, HBB thank you for allowing us the opportunity to be able to comment 
and wish you all well with the year ahead.   
  
  
Yours Sincerely, 
 

 
 
Chair, Healthwatch Bedford Borough 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Response to East of England Ambulance Service (EEAST) Account 2017/18 from Healthwatch Essex 

Healthwatch Essex is an independent organisation that works to provide a voice for the people of 

Essex in helping to shape and improve local health and social care. We believe that health and social 

care organisations should use people’s lived experience to improve services. Understanding what it 

is like for the patient, the service user and the carer to access services should be at the heart of 

transforming the NHS and social care as it meets the challenges ahead of it.  

We recognise that Quality Accounts are an important way for local NHS services to report on their 

performance by measuring patient safety, the effectiveness of treatments that patients receive and 

patient experience of care. They present a useful opportunity for Healthwatch to provide a critical, 

but constructive, perspective on the quality of services, and we will comment where we believe we 

have evidence – grounded in people’s voice and lived experience – that is relevant to the quality of 

services delivered by EEAST. We offer the following comments on the EEAST Quality Account. 

 At the Risk Summit in January 2018 there were a number of allegations raised of poor 

patient safety.  We are encouraged by the Trust’s response to understand how lessons can 

be learned from Serious Incidents and how proactive reporting helps to improve the service 

without harm occurring. 

 We are encouraged to learn that the feedback received from patients through various 

channels, is that consistently, around 95% would rate the service as good and recommend it 

to friends and family. 

 It is disappointing to learn that the Trust is not yet meeting the response time of seven 

minutes, but it is acknowledged that categories and target times were altered in the 

Ambulance Response Programme (ARP), which was only launched last October. 

 We are pleased to hear that the increased funding for 2018/19, will enable EEAST to 

increase the workforce and consequently their response and the quality of care delivered to 

patients. 

Listening to the voice and lived experience of patients, service users, carers, and the wider 

community, is a vital component of providing good quality care and by working hard to evidence 

that lived experience we hope we can continue to support the encouraging work of EEAST. 

Dr David Sollis 
Chief Executive Officer, Healthwatch Essex 
 
21/5/18 



 

 

Mr. R Morton 
East of England Ambulance Service NHS Trust 
Bedfore Office 
Hammond Road 
Bedford 
MK41 0RG 
 
13th June  2018 
 
 
Dear Mr. Morton,  
 
Quality Accounts 2017/18 
 
Local Healthwatch in the east of England thank the East of England Ambulance Service NHS Trust 
for the opportunity to comment on its Quality Account for the year 2017/18.  
 
We have considered your draft document and produced statements (enclosed) for inclusion in the 
appendix of the published report. This response includes statements from Healthwatch Suffolk, 
Healthwatch Norfolk, Healthwatch Cambridgeshire and Peterborough and Healthwatch 
Hertfordshire. 
 
If you have any questions about this response please do not hesitate to contact us on 01449 703949.  
 
Healthwatch Suffolk looks forward to working with the Trust in the year ahead and to hearing of 
progress made to improve services and outcomes for patients and service users in Suffolk. 

 
Yours sincerely 

 
 
 
 
 

Andy Yacoub 
Chief Executive 



 
 
Response to the East of England Ambulance Service NHS Trust Quality Account 2017/18 by 
Healthwatch Cambridgeshire and Peterborough, Healthwatch Hertfordshire, Healthwatch 
Norfolk and Healthwatch Suffolk 
 
The Healthwatch organisations thank the East of England Ambulance Service NHS Trust for the 
opportunity to comment on its Quality Account for the year 2017/18. Please find below response 
statements from Healthwatch Cambridgeshire and Peterborough, Healthwatch Hertfordshire, 
Healthwatch Norfolk and Healthwatch Suffolk. 
 
Healthwatch Cambridgeshire and Peterborough 
 

• People are very satisfied with the caring and dedicated attitudes of ambulance and 
paramedic staff. However, people also report long waits for ambulances, particularly in 
rural areas. 
 

• Healthwatch Cambridgeshire and Peterborough continues to receive negative feedback 
about the Patient Transport Services (PTS). People often experience excessively long waits 
and sometimes this results in missed appointments. Commissioner and provider actions 
have been promised, however improvements have yet to materialise.  
 

• In the previous Quality Account Healthwatch Cambridgeshire and Peterborough highlighted 
a concern where outpatient clinics have been moved to GP practices in Cambridgeshire, 
which caused problems for patients who are then considered ineligible for PTS. EEAST and 
commissioners need to determine what is included within the scope of contracts. With 
more outpatients clinics being held in the community, unless resolved, this will be a 
growing concern.    
 

• Experiences reported to Healthwatch Cambridgeshire and Peterborough show that there are 
low levels of compliance with the NHS England Accessible Information Standard across all 
providers. During the coming year Healthwatch Cambridgeshire and Peterborough will be 
looking to see that all Trusts are improving the way in which they communicate with people 
with additional communications needs.   
 

• Healthwatch Cambridgeshire and Peterborough welcomes the steps taken by the Trust in 
the first three months of 2018 to review the reporting of Serious Incidents and looks 
forward to service improvements being consolidated in the coming year.  

 
 
Healthwatch Hertfordshire 
 
Healthwatch Hertfordshire welcomes the opportunity to comment on EEAST’s Quality Account. A 
Healthwatch Hertfordshire (HwH) Board member participated in the Health Scrutiny Committee’s 
session to question the trust on the Quality Account priorities in March 2018. HwH agrees with the 
recommendations, good practice and risks identified at this two day event (see Hertfordshire 
County Council Health Scrutiny Committee statement). 
 
In addition we would like to make the following comments: 
 



• There has been a lot of work undertaken to reduce the significant impact of handover 
delays in the winter and in particular over the Christmas period. A number of actions have 
been implemented that are beginning to show improvements for both EEAST and the acute 
trusts that we hope can be sustained to improve patient safety. 
 

• EEAST took over the Non-Emergency Patient Transport service (NEPTS) last September 
following the collapse of the Private Ambulance Service (PAS) at very short notice and 
worked well with commissioners to try and ensure that the service for patients was 
maintained. It is understandable that the volume of complaints increased during this period 
of mobilisation. However now that a full contract has been awarded, we expect to see 
improvements in patient experience and in particular to call handling times.  
 

• It is good to see that cleanliness of ambulances for NEPTS is one of the Quality Account 
priorities so that vehicles for this service are brought into line with the standards used for 
the emergency and urgent service. 
 

• The work on improving the service for people living with dementia is welcomed and is 
continuing as a priority. It is evident that the Trust is committed to understanding and 
supporting this group of patients and their families and has listened to their feedback to 
improve engagement with them in more creative ways. 

 
We acknowledge that this has been a challenging year for the Trust and look forward to working 
with EEAST to continue to improve patient experience and outcomes. 
 
 
Healthwatch Norfolk 
 

Readability Comments 
Is there an executive summary/CEO statement? 
 

No but there are Chief Exec statements on 
Accountability and on Quality from the Board 
as was the case last year. 

Is the document well laid out, easy to read? 
 

It is well laid out ,colourful and easy to read 
again as last year but there is a lot to take in 
and understand. I consider a much less wordy 
account would be beneficial which could 
concentrate on the key messages. 

Is there a glossary? 
 

Yes a welcome addition. Minor spelling error 
page 77 STEMI “and “ should be “as” before 
ECG I think. 

Is the document available in different 
formats?e.g. electronic, hard copy, Braille, 
other languages 
 

The Account is available on the website and 
hard copy can be requested but no mention of 
braille or other languages. 

Are priorities for the past year clearly 
identified? 
 

Yes 

Have the priorities been achieved? 
 

Not in respect of response times or cleaning of 
ambulances. 



Given the need for a summit I would have 
expected a detailed commentary on the 
reasons response times were not achieved and 
the media campaign which locally seems to 
target EEAST although the problems are system 
wide. I understand the need to maintain good 
relations between the services but all have 
problems and need to resolve them together. 

Are the priorities for the forthcoming year 
clearly identified? 
 

Yes  

Are the following areas included  
Patient safety? 
 

Yes and there are several initiatives to assist 
operatives in protecting patients such as the 
Clinical Manual App , a first in the country, 
which provides access to guidelines etc 
providing a positive contribution to decision 
making. 

Clinical quality and effectiveness? 
 

Yes and development of Emergency Clinical 
Advice and Triage has increased clinical 
support along with sharing of information via a 
national database. 

Patient experience inc family & friends test? 
 

95% of patients who have experienced the 
service would recommend it to family and 
friends. 
Whilst there has been a slight improvement in 
staff recommending the service it is still low 
which indicates a lack of confidence in the 
organisation. 

Incident reporting & never events? 
 

Incidents are higher than in 2014/15- more 
than double! Nevertheless there has been no 
harm for 98.9% of patients. The Trust is lowest 
in the national scores for Patient Safety 
Incidents with 0 out of 758 resulting in death 
or serious harm. 

Complaints? 
 

Complaints have increased by 8% mainly due to 
late ness of ambulances when called out  but 
compliments exceed complaints significantly. 

Workforce? 
 

Staff appear to be well supported from the 
initiatives mentioned such as the Learnzone. 
However bullying /abuse remains above the 
national average despite some improvement 
over the previous year . The organisation 
acknowledges a need to change the culture 
and steps are being taken to improve the 
situation. 

Audits including participation in national 
audits? 
 

None mentioned. 



Data quality? 
 

Taken seriously of course and appears a robust 
system is in place. 

Feedback from CQC? 
 

No action taken against the Trust in the 
reporting period  and there have been no 
special reviews or investigations . 

New services? 
 

Essentially the Trust is trying to improve 
delivery of it’s services in a variety of ways and 
is open in it’s approach to exposing issues by a 
process of  “what went wrong, what we did, 
what this means”. 

CQUIN? 
 

The scheme helped to embed the Emergency 
Clinical Advice and Triage Centre which 
improves the Hear and Treat process for 
patients. Flu vaccinations for staff increased 
but no figures are shown so no indication of 
scale.  
An internal leadership development 
programme began during the year. 

PLACE results? 
 

 

18 week target (where applicable)? 
 

 

IG Toolkit compliance? 
 

Satisfactory rating. 

 
 
Any other comments/observations  - The report indicates progress from last year on the various 
initiatives being introduced to improve the service. If they all prove successful we will have an 
excellent service but given the prevailing circumstances whereby the system is failing overall to 
overcome some deep seated resistance to working together  it is to be hoped that the STP s will 
help to improve matters. 
 
 
Healthwatch Suffolk 
 
Healthwatch Suffolk has received 37 comments from patients or carers in the past year. The trust 
received a rating from patients and the public of 3.7 stars out of five. We note that, with regard to 
“cleanliness” and “staff attitude”, the Trust received ratings of 4.5. Comments are 65% positive 
and 26% negative. 
 
Analysis of the feedback obtained throughout the year confirms an established understanding that 
people tend to be strongly positive about ambulance staff. However, it must also be acknowledged 
that there are a number of comments reporting less favourable interaction.  
 
In general, feedback tends to be either highly positive or highly negative, with the time spent 
waiting for the ambulance to arrive a key factor in determining this. There are periods of high 
demand within the health and care system that are detrimental to the performance of the Trust. 
Those pressure points are identified within some of the most negative reviews that highlight stress 
caused by lengthy periods of waiting for an ambulance to arrive. 
 



These concerns are well documented, resulting in an NHS Risk Summit into which Healthwatch 
Suffolk has had the opportunity to represent the interests of Local Healthwatch across the east of 
England. Since this time, we have noted positive action to address concerns about patient safety. 
This includes improved connectivity with stakeholders in order to address important matters such 
as hospital handover delays. 
 
 
 
The Quality Account is well set out and should be readable by its intended audience, though this 
reviewer found the understanding of the priorities to be slightly confusing.   
 
The priorities are set out in two positions. The five priorities mandated by NHS England on page 11, 
which also includes a Venn diagram of three elements and then a further set of five priorities on 
page 21. A table which shows clearly how the priorities on page 21 are chosen and what they are 
intended to improve as well as success criteria is also presented. It may well be easier to follow if 
these are all assembled in one place. The priorities as stated are all clearly relevant.  
 
The Quality Account is honest about complaints and patient safety incidents that have occurred 
during the year. The Account lists some of the complaints received as well as the actions taken and 
this shows they are treated seriously and that improvements have been made. The Trust also sets 
out, examples of things that went wrong and what the Trust did to ensure such incidents are not 
repeated.   
 
The Quality Account (QA) reviews the priorities for the year 2016/2017. These are reviewed under 
the headings “Patient Safety”, “Clinical Effectiveness” and “Patient Experience”. These reviews 
are detailed and honest about the achievement as well as setting out improvements.  
 
The review on Sepsis shows that staff achieved a high compliance rate in successfully identifying 
Sepsis in 99% of cases.  Even so, the Trust has identified areas where several improvements can be 
made. It also sets out some other safety improvements made with regard to safeguarding, 
communication and the introduction of Falls vehicles which facilitate a faster response to patients 
who have fallen.   
 
The trust team based in West Hertfordshire and Luton has won the Sun Newspaper National Life-
saving award. The team are to be congratulated for this achievement. They had to deal with a 
patient with life threatening injuries. The patient made a full recovery because of their actions. 
Other staff have also received accolades i.e., a paramedic and student paramedic have been 
nominated for a chief Constables Commendation for their actions dealing with a collision involving 
a motorcycle.   



 

 
EAST OF ENGLAND AMBULANCE SERVICE QUALITY ACCOUNT 2017/18 

STATEMENT BY CAMBRIDGESHIRE COUNTY COUNCIL - HEALTH 

COMMITTEE 

The Health Committee within its scrutiny capacity has welcomed the opportunity to 

comment on the Quality Account for East of England Ambulance Service Quality 

Account 2017/18.  The committee has requested attendance from the Trust at a 

public Health Scrutiny meeting on 8th February 2018. The Minutes of this discussion 

are available from the link below: 

https://cmis.cambridgeshire.gov.uk/ccc_live/Meetings/tabid/70/ctl/ViewMeetingPublic

/mid/397/Meeting/541/Committee/6/Default.aspx 

The Committee acknowledges that it is a complex service operating from 130 sites, 

with 4000 staff serving a population of six million. On average, it receives 3000 calls 

each day, making judgments about level of emergency/urgency and responding to 

DH standards in terms of call-response times.  

Their quality strategy was framed in 2015-16 as a three year plan focusing on 

reducing avoidable harm by 50%, underpinned by an honest, responsive, supportive, 

safe and listening approach (p7).  The focus in their introduction to quality highlights 

is on the reduction of serious incidents, with 71% being ‘near miss incidents with no 

significant harm caused’ and only one incident of patient safety (p12) being 

investigated by NHS England. After a risk summit, this was found not proven.  

EEAST are awaiting the outcome of a CQC inspection following the previous one in 

2016 in which the CQC reported that improvement was needed in several areas to 

ensure a safe, effective, responsive and well-led service. It called for more learning 

from incidents.   

In response, EEAST have worked to shift from compliance to a greater focus on 

quality improvement. However, the national targets response time set for ambulance 

trusts, which changed mid-year in October 2017, are an inevitable and important 

focus for quality. In category 1, the most urgent, the national target time to reach a 

patient is 7 mins and the Trust time is 8mins 46 secs (p20). There is no comment on 

the reasons for this and it would have been helpful to have more clarity here – and 

perhaps to measure the Trust against other Trusts with a similar demographic and 

infrastructure (roads, settlement patterns, population density).  

In Part 2, a statement about 2018-19 objectives, the mandatory targets remain and 

other indicators are rolled forward from 2017-18, which is important in a quality 

improvement plan.  

 

https://cmis.cambridgeshire.gov.uk/ccc_live/Meetings/tabid/70/ctl/ViewMeetingPublic/mid/397/Meeting/541/Committee/6/Default.aspx
https://cmis.cambridgeshire.gov.uk/ccc_live/Meetings/tabid/70/ctl/ViewMeetingPublic/mid/397/Meeting/541/Committee/6/Default.aspx


 

 
Part 3 focuses on the review of 2017-18 and there could be greater clarity here to aid 

the reader. In the context of discussing complaints, for example, it is stated that 

compliments ‘always outweigh’ complaints but in the period Oct-Dec 2017 there 

were an equal number of each with no explanation given (p28). It would be helpful to 

understand the figures, which may relate to winter pressures on the NHS service as 

a whole.  However, it is stated (p29) that the Trust took over the PT service in 

October 2017 and complaints rose by 15% so this may be the cause. It would help if 

the graph on page 28 was more clearly labelled as it is a key one.   

There is summary reporting of the PALA and patient surveys but it would be helpful 

to understand more about what the Trust sees as their significance and how these 

surveys fed back into the 2018-19 quality objectives.  

There is a strong discussion of quality priorities for 2017-18 from page 37ff, with a 

focus beyond DH targets to Trust set objectives, such as patient safety priorities and 

patient experience.  That said, patient safety is the main focus and work on areas 

such as deep cleaning of PT vehicles, a focus on clinical effectiveness in areas such 

as sepsis, ACS and anti-microbial infections is reported, with evidence of significant 

progress in several areas.  

Although there are references throughout the report on staff training and a section 

(p58ff) on supporting our staff, a lot of the focus here is on training and e-learning. 

Given that in the NHS staff survey there were reported concerns about EEAST 

providing equal opportunities for career progression and  about levels of harassing 

and bullying from staff – although these were lower they were still above target – it 

would be helpful to find out more about the Trust’s planned actions in these areas. In 

this area, there is not much evidence of feeding forward into the 2018-19 quality 

plans. 

   



Suffolk Health Scrutiny Committee  

As has been the case in previous years, the Suffolk Health Scrutiny Committee does not 

intend to comment individually on NHS Quality Accounts for 2017.   This should in no way be 

taken as a negative response.   The Committee has, in the main, been content with the 

engagement of local healthcare providers in its work over the past year.   The Committee 

has taken the view that it would be appropriate for Healthwatch Suffolk to consider the 

content of the Quality Accounts for this year, and comment accordingly.     

County Councillor Michael Ladd 

Chairman of the Suffolk Health Scrutiny Committee 

 

Essex Health Overview, Policy and Scrutiny Committee 

The HOPSC has sought to provide critical friend challenge whilst being supportive to the 

EEAST.  It is sometime since the EEAST has been invited to come and appear before a 

HOPSC and hopefully this will be rectified later in the year. 

It is good to see that the EEAST joined the national initiative “Sign up to Safety” and that 

progress has been made over the past three years.  Also good progress made regarding 

PSI. 

It would have been interesting to have had an explanation as to why no records re: NHS 

Numbers & General Medical Practice code validity were submitted. 

Although there is a very comprehensive report regarding response times, we are surprised 

that there appears to be no mention of “average” turnaround times regarding the arrival and 

departure of ambulances at hospitals, which we think would be a crucial addition to the 

Quality Accounts. 

On behalf of the HOPSC, may I thank you for the opportunity to comment on these draft 

accounts. 

Councillor Jill Reeves 

Chairman of the Essex Health Overview, Policy and Scrutiny Committee 
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Glossary 
Term Acronym Definition 

Accident and emergency A&E A medical treatment facility specialising in acute care of patients who present without prior appointment, 

either by their own means or by ambulance. The emergency department is usually found in a hospital or 

other primary care centre. 

Acute Coronary Syndrome ACS Acute coronary syndrome happens when the heart is not getting enough blood and includes conditions 

such as unstable angina and a heart attack.  

Advanced life support ALS A set of life-saving protocols and skills that extend basic life support to further support the circulation and 

provide an open airway and adequate ventilation (breathing). 

Alzheimers Society  A UK care and research charity for people with dementia and their carers. 

Ambulance (clinical) quality indicators ACQIs A set of national measures to benchmark clinical quality against eleven indicators to improve quality and 

safety of patient care. 

Antimicrobial  An agent that kills microorganisms or stops their growth for example an antibiotic used against bacteria / 

infection. 

Ambulance Response Programme ARP This aims to improve response times to critically ill patients, making sure that the best, high quality, most 

appropriate response is provided for each patient first time. 

Basic life support BLS The level of medical care used for victims of life-threatening illnesses or injuries until they can be given full 

medical care at a hospital. 

Blood pressure BP The pressure exerted by circulating blood upon the walls of blood vessels, and is one of the principal vital 

signs. 

Cardiopulmonary resuscitation CPR An emergency procedure, performed in an effort to manually preserve intact brain function until further 
measures are taken to restore spontaneous blood circulation and breathing in a person in cardiac arrest. 

Care Quality Commission CQC The independent watchdog for healthcare in England. It assesses and reports on the quality and safety of 

services provided by the NHS and the independent healthcare sector, and works to improve services for 

patients and the public. 

Category A19 Cat A19 National response time standard for 999 calls where a transportable resource should arrive (until 18
th

 

October 2017) 

Category A8 Cat A8 National response time standard for 999 calls where a transportable resource should arrive for immediately 

life-threatening calls (until 18
th

 October 2017) 

Category 1 Cat 1 New national response time standard for 999 immediately life threatening injuries and illnesses (from 18
th

 

October 2017) 
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Term Acronym Definition 

Category 1T Cat 1T New national response time standard for 999 immediately life threatening injuries and illnesses where the 

patient is transported (from 18
th

 October 2017) 

Category 2 Cat 2 New national response time standard for 999 emergency calls (from 18
th

 October 2017) 

Category 3 Cat 3 New national response time standard for urgent calls and in some instances where patients may be treated 

in situ (e.g. their own home) or referred to a different pathway of care. (from 18
th

 October 2017) 

Category 4 Cat 4T New national response time standard for less urgent calls. In some instances patients may be given 

advice over the phone or referred to another service such as a GP or pharmacist (from 18
th

 October 

2017) 

Chronic obstructive pulmonary disease COPD A chronic inflammatory lung disease that causes obstructed airflow from the lungs. 

Chief Executive Officer CEO The position of the most senior officer, executive, or administrator in charge of managing an organisation. 

Clinical Advice Line CAL Telephone support service within EEAST manned by senior clinicians 

Clinical commissioning group CCG NHS organisations set up as a a result of the Health and Social Care Act 2012 to organise the delivery of 

NHS services in England. 

Chloramphenicol  An antibiotic used for the treatment of a number of bacterial infections 

Co-amoxiclav  An antibiotic used for the treatment of a number of bacterial infections 

Commissioning   The processes which local authorities and clinical commissioning groups undertake to make sure that 

services funded by them meet the needs of the patient  

Commissioning for Quality and Innovation 

programme 

CQuIN The incorporation of quality metrics within quality and innovation three-year contracts. Full reimbursement 

of activity is made upon delivery of quality initiatives. 

Community Engagement Group CEG Volunteers who participate and support the Trust wherever they can, but are also a critical friend where 

necessary. 

Community first responders CFR Teams of volunteers who are trained by the ambulance service to a nationally recognised level and provide 

lifesaving treatment to people in their communities. 

Computer Aided Dispatch CAD Computer software used to record all patient system calls and patient activity. 

Datix  Datix Ltd is a patient safety organisation that produces web-based incident reporting and risk management 

software for health and social care organisations. 

Deep clean(ing)  A rigorous intensive clean of the ambulance and all equipment contained therein.  This is in addition to 

routine cleaning undertaken after each patient contact. 

Dementia Action Alliance DAA An easy and proven structure for creating a dementia friendly community (DFC) 
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Term Acronym Definition 

Department of Health DH A department of the Government with responsibility for government policy for health and social care 

matters and for the NHS in England along with a few elements of the same matters which are not 

otherwise devolved to the Scottish, Welsh or Northern Irish governments. 

Duty of Candour  Regulation 20 of the Health and Social Care Act 20012 (Regulated Activities) Regulations 2014 to ensure 

that providers are open and transparent with people who use services or their representatives. 

East of England Ambulance Service NHS Trust EEAST Ambulance service which operates in the east of England. 

EasyRead  An accessible format which can be used by people with learning difficulties 

Emergency care practitioner ECP A paramedic who has additional academic qualifications and enhanced skills in medical assessment and 

treatment predominantly for primary care conditions 

Electrocardiography ECG An ECG is a test used to measure the electrical activity of the heart. 

Electronic patient care record ePCR A patient care record which is in electronic format. 

Emergency Clinical Advice and Triage centre ECAT This service accepts lower acuity and clinically appropriate 999 calls for `hear and treat’.  Staffed by clinicians 

who can provide advice and arrange safe and appropriate care pathways 

Emergency Operations Centre EOC Control centre for managing call receipt, triage and dispatch functions. 

Employee appraisal development review EADR EEAST’s appraisal process for staff 

Face arm speech time FAST A national campaign highlighting the most common tell-tail signs indicating a person is having a stroke. 

Febrile convulsion  A fit that can happen when a young child has a fever. 

Female Genital Mutilation FGM Also known as female genital cutting and female circumcision, is the ritual cutting or removal of some or all 

of the external female genitalia 

Francis report  National report of published following the enquiry into the failings at the Mid-Staffordshire NHS Foundation 

Trust. 

Freedom to Speak Up  F2SU A national initiative to apply measures to enable staff to speak out about patient safety. 

Friends and family test FTT A single question survey which asks patients whether they would recommend the NHS service they have 

received to friends and family who need similar treatment or care. 

General practitioner GP A medical practitioner who treats acute and chronic illnesses and provides preventive care and health 

education to patients. 

Glasgow Coma Scale GCS A neurological scale that aims to give a reliable, objective way of recording the conscious state of a person 

for initial as well as subsequent assessment. 

Glyceryl trinitrate GTN Drug for heart disease patients to dilate the blood vessels. Delivered as a spray or in tablet form. 
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Term Acronym Definition 

Hazardous Area Response Team HART Specialist ambulance unit that provides medical care to patients in hazardous or ‘hot’ environments. They 

utilise special vehicles and equipment. 

Health and Social Care Act 2012  An Act of the Parliament of the United Kingdom. It provides for the most extensive reorganisation of the 

structure of the National Health Service in England to date. It removed responsibility for the health of 

citizens from the Secretary of State for Health, which the post had carried since the inception of the NHS in 

1948. 

Health overview and scrutiny committee HOSC Provides external assessment of any NHS consultation process giving local assurance that the business cases 

for any future NHS developments are robust. 

Healthwatch   An independent national body with the power to monitor the NHS and to refer patients’ concerns to a wide 

range of authorities. It represents the interests of patients as consumers, strategic commissioning, pursues 

and refers patient complaints and contributes to national public debate on the NHS. 

Hear and treat  Over-the-telephone advice that callers who do not have serious or life-threatening conditions receive from 

an ambulance service after calling 999. 

Hyper-acute stroke unit HASU A specialist centre which provides the initial investigation, treatment and care immediately following a 

stroke. 

Information governance toolkit IG toolkit An online system which allows NHS organisations and partners to assess themselves against Department of 

Health information governance policies and standards. 

Intravenous IV Into the vein. 

Joint Royal College Ambulance Liaison 

Committee 

JRCALC Committee which provides robust clinical speciality advice to ambulance services in the UK 

Key Line of Enquiry KLOE Five key questions, which CQC inspectors use to help establish whether a service is providing the high 

standard of care expected of them. 

Key performance indicator KPI Clear, comparative gauge for CCGs, boards, local authorities, patients and the public to monitor about the 

quality of health services commissioned by CCGs and the associated health outcomes. 

Mental Capacity Act (2005) MCA A law that applies to individuals aged 16 and over designed to protect and empower individuals who may 

lack the mental capacity to make their own decisions about their care and treatment.  

Metrics  Set of ways of quantitatively and periodically measuring performance. 

My Directory of Services MiDos A national database of all services commissioned within the NHS which provides information on how they 

can be accessed 

MIND Blue Light Pledge  Mental health support for emergency services staff and volunteers from ambulance, fire, police and search 

and rescue services across England and Wales. 

Myocardial infarction MI Clinical term for a heart attack. 
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Term Acronym Definition 

National Ambulance Service Patient Experience 

Group 

NASPEG A dedicated forum in which ambulance services’ patient experience leads are able to share learning from 

complaints, surveys and other patient feedback. 

National Health Service NHS The publicly funded healthcare system of England.  It is the largest and the oldest single-payer healthcare 

system in the world. 

National Institute for Health and Care 

Excellence 

NICE A non-departmental public body of the Department of Health in the United Kingdom, serving both the 

English NHS and the Welsh NHS. NICE publishes guidelines in three areas; the use of health technologies 

within the NHS (such as the use of new and existing medicines, treatments and procedures), clinical practice 

(guidance on the appropriate treatment and care of people with specific diseases and conditions), and 

guidance for public sector workers on health promotion and ill-health avoidance. 

National Institute for Health Research NIHR An organisation funded through the Department of Health to improve the health and wealth of the nation 

through research. 

National Patient Safety Agency NPSA An arm’s length body of the Department of Health. It was established in 2001 with a mandate to identify 

patient safety issues and find appropriate solutions. 

National Reporting and Learning Service NRLS A central database of patient safety incident reports. 

National staff survey   A way of ensuring that the views of staff working in the NHS inform local improvements and input in to 

local and national assessments of quality, safety, and delivery of the NHS Constitution. 

NHS Constitution  The Constitution sets out rights for patients, public and staff. It outlines NHS commitments to patients and 

staff, and the responsibilities that the public, patients and staff owe to one another to ensure that the NHS 

operates fairly and effectively. All NHS bodies and private and third sector providers supplying NHS services 

are required by law to take account of the Constitution in their decisions and actions 

NHS Digital  The national provider of information, data and IT systems for commissioners, analysts and clinicians in 

health and social care. 

NHS England NHSE The lead body for the National Health Service in England. 

NHS Improvement NHSI Organisation responsible for overseeing foundation and NHS trusts, as well as independent providers that 

provide NHS-funded care.  

NHS Leadership Academy  Part of Health Education England who’s role is to develop outstanding leadership in health 

Out-of-hours OOH GP services provided outside of normal business hours. 

Oxygen saturation SpO2 Term referring to the fraction of oxygen within the haemoglobin levels. A normal level would range 

between 95-97%. 

Paramedic   A registered healthcare professional, working predominantly in the pre-hospital and out-of-hospital 

environment. 
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Term Acronym Definition 

Parliamentary and Health Service Ombudsman PHSO Investigates complaints that individuals have been treated unfairly or have received poor service from 

government departments and other public organisations and the NHS in England. 

Patient Advice and Liaisons Service PALS PALS queries are processed by the Patient Services team who are the first point of contact for enquiries from 

the public or other healthcare organisations. 

Patient and Public Involvement PPI Involving the public in shaping care system developments, and keeping patients well informed of clinical 

processes and decisions. 

Patient care record PCR All NHS providers are required to record the care given to a patient on a patient care record. 

Patient safety incident PSI Any unintended or unexpected incident which could have or did lead to harm for one or more patients 

receiving NHS care.      

Patient Transport Service Clinical Assessment 

and Advice Service 

PTCAAS Support service for patients to determine eligibility to patient transport and where eligible to book transport 

Patient transport service PTS Provides transport to and from premises providing NHS healthcare and between NHS healthcare providers. 

This is also known as scheduled transport or non-emergency service. 

Patients Association   A registered charity a lobby group operating in the UK that aims to improve patients’ experience of 

healthcare. 

Payment by results   The payment system in England under which commissioners pay healthcare providers for each patient seen 

or treated, taking into account the complexity of the patient’s healthcare needs. 

Peak Expiratory Flow Recording PEFR The peak expiratory flow is a person's maximum speed of expiration, as measured with a peak flow meter. 

Primary and urgent care P&UC Out-of-hospital health services that play a central role in the local community. 

Primary percutaneous coronary intervention PPCI Commonly known as coronary angioplasty or simply angioplasty, is a therapeutic procedure to treat the 

narrowed coronary arteries of the heart found in coronary heart disease. 

Professional update PU Training provided to clinicians to ensure that they remain clinically competent 

Quality Governance Committee QGC An EEAST committee which has authority from the Trust Board to be assured that progress is being made 

on the assurance processes for clinical effectiveness, patient safety and patient experience. 

Quarter 1 (2,3,4) Q1 (2,3,4) Financial year (1st April – 31st March) quarter indicator. 

Research Ethics Committee REC Responsible for the ethical conduct of research studies designed to increase understanding of workplace 

factors that contribute to ill-health and workplace accidents. 

Return of spontaneous circulation ROSC The resumption of sustained perfusing cardiac activity associated with significant respiratory effort after 

cardiac arrest. 

Safety walkabout audit  An internal audit designed to capture and monitor key areas of risk for both patient and staff safety. 
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Term Acronym Definition 

Scheduled transport service STS A non-emergency service provided to patients who are unable to convey themselves for outpatients’ 

appointments. This is also sometimes knows as Patient Transport Service or non-emergency service. 

See and treat  Patients who are treated at home by ambulance staff and do not require taking to a hospital or other care 

centre 

Senior Information Risk Owner SIRO An executive who takes ownership of the organisation’s information risk policy and acts as advocate for 

information risk on the Board. 

Sepsis   A life threatening condition that arises when the body’s response to an infection injures its own tissues and 

organs. Sepsis leads to shock, multiple organ failure and death especially if not recognized early and treated 

promptly 

Serious Incident SI An event or circumstance that could have resulted, or did result, in unnecessary damage, loss or harm such 

as physical or mental injury to a patient, staff, visitors or members of the public. 

Service user  Anyone who uses, requests, applies for or benefits from health or local authority services. 

Sign Up to Safety  A national patient safety campaign from NHS England to strengthen patient safety in the NHS 

Stakeholders   Anyone with an interest in the way services are delivered including service users, carers, patients, service 

providers, staff, health professionals and partner organisations, councils and other community or voluntary 

groups. 

ST-elevation myocardial infarction STEMI A heart attack recognised by characteristics on an ECG. 

STEMI care bundle  A set of interventions that when used together significantly improve patient outcomes for a heart attack. 

Stroke TIA A stroke happens when the blood supply to the brain is disturbed. 

Stroke care bundle SCB A set of interventions that when used together significantly improve patient outcomes for a stroke. 

Sustainability and Transformation Partnership STP Partnership organisations across England involving both NHS organisations and local councils in place to 

develop proposals to improve health and care at a local level 

Transient ischaemic attack TIA Transient ischaemic attack (TIA) or ‘mini-stroke’ has similar symptoms to stroke but these symptoms are 

resolved faster and the person usually will get better within 24-hours. The TIA may be a warning sign of a 

more serious stroke and always requires further immediate medical attention. 

Trauma risk management TRiM Internal assessment and support service for staff to access following attendance at a traumatic incident 

United Kingdom UK The United Kingdom is the official name for the country consisting of Great Britain and Northern Ireland 

Utstein  The Utstein Style is a set of guidelines for uniform reporting of cardiac arrest. The Utstein Style was first 

proposed for emergency medical services in 1991. 

Venous thromboembolism VTE A blood clot that forms in a vein and migrates to another location 
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 the operational management of winter pressures to deliver performance and patient safety  
 the process for commissioning external reviews and implementation of learnings  
 the handling of Freedom of Information requests and how policy regarding freedom to speak up is 

implemented 
 

 
Other Key Issues to Draw to the Board’s Attention: The final report was received by the 

Trust on the 13 July 2018 
 

Action Required by the Board: 
The Board is asked to receive the report and consider the recommendations 
 

 
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 

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 

 

TRUST BOARD 
(Public Session) 

 
 25 July 2018  AGENDA ITEM 20 



Page 2 of 2 
 
 
 
 
 
 

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, but NHS Improvement requested that the review be undertaken 

 
Equality and Diversity Impacts No 

 
 



This Final Report is strictly private and confidential and has been prepared for the Board of Directors of East of England Ambulance Service NHS Trust (‘Trust’). This Final Report is prepared for the Board of Directors as 

a body alone, and our responsibility is to the full Board of the Trust, not individual Directors. To the fullest extent permitted by law, Deloitte LLP does not accept or assume any responsibility or liability to any person 

other than the Trust in any way arising from or in connection with this Final Report or its provision. Its contents should not be quoted or referred to in whole or in part, other than when used to support development of 

the Trust’s action plan in response to this review, without Deloitte LLP’s prior written consent. The Trust has received permission from Deloitte LLP to publish this Final Report on the Trust website strictly on a non-

reliance basis. 

East of England Ambulance Service NHS Trust
Review of Leadership and Governance

Final Report for publication | 14 July 2018 | Strictly private and confidential | For approved external use only



Deloitte LLP
2 Hardman Street
Manchester
M60 2AT
United Kingdom

Tel: +44 20 7007 2054 
www.deloitte.co.uk

Board of Directors
East of England Ambulance Service 
NHS Trust
Whiting Way
Melbourn
Cambridgeshire
SG8 6NA
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Dear Board of Directors

East of England Ambulance Service NHS Trust – Review of Leadership and Governance

In accordance with our Engagement Letter dated 19 March 2018 (the ‘Contract’), for the independent review of leadership and 
governance arrangements against the Well-led Framework at East of England Ambulance Service NHS Trust (the ‘Trust’), we 
enclose our Final Report for publication dated 14 July 2018 (the ‘Final Report’). 

The Final Report has been prepared for your sole use and shall be subject to the restrictions on use and other terms specified 
in the Contract.  Whilst we have agreed that the Final Report may be published on the Trust website, such publication may only 
be made on a non-reliance basis since no person except the addresses is entitled to rely on the Final Report for any purpose 
whatsoever and to the extent permitted by law we accept no responsibility or liability to any other person in respect of the 
contents of this Final Report. Should any person other than the Trust choose to rely on this Final Report, they will do so at their 
own risk.

The Board is responsible for determining whether the scope of our work is sufficient for its purposes and we make no 
representation regarding the sufficiency of these procedures for the Trust’s purposes.  If we were to perform additional 
procedures, other matters might come to our attention that would be reported to the Trust. 

We have assumed that the information provided to us and management's representations are complete, accurate and reliable; 
we have not independently audited, verified or confirmed their accuracy, completeness or reliability.  In particular, no detailed 
testing regarding the accuracy of the financial information has been performed. 

The matters raised in this Final Report are only those that came to our attention during the course of our work and are not 
necessarily a comprehensive statement of all the strengths or weaknesses that may exist or all improvements that might be 
made. Any recommendations for improvements should be assessed by the Trust for their full impact before they are 
implemented.

Yours faithfully

Deloitte LLP
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Scope of work and approach

This report sets out the findings from our independent review of leadership 
and governance arrangements at the Trust against NHS Improvement’s Well-
led Framework (June 2017). Please see the following link for further detail in 
relation to the framework: 
https://improvement.nhs.uk/documents/1259/Well-
led_guidance_June_2017.pdf

In addition, we have considered specifically the Trust’s governance 
arrangements in relation to the following areas:

• the operational management of winter pressures to deliver performance 
and patient safety (see section 5.5);

• the process for commissioning external reviews and implementation of 
learnings (see section 8.2); and

• the handling of Freedom of Information requests and how policy regarding 
freedom to speak up is implemented (see section 6.4).

As set out in our Contract, our approach to delivering the scope of work has 
consisted of:

1. Conducting a desktop review of key supporting information. This has 
included a review of: the Trust’s self-assessment; Board and relevant 
Committee papers; directorate performance information; and relevant 
strategy documents;

2. 1/1.5 hour non-attributable interviews with each member of the 
Board;

3. 1 hour non-attributable interviews with a sample of senior staff and 
service level leadership teams;

4. Observing a range of Board and committee meetings including: the Trust 
Board (public and private) on 28 March 2018; Executive Leadership 
Board (ELB) on 29 March 2018; Senior Leadership Board (SLB) on 19 
April 2018; Strategic Service Delivery Group (SSDG) and
Operational Performance Improvement and Delivery (OPID) on 24 
April 2018; West Local Delivery Group (LDG) on 3 May 2018; and 
Audit Committee (AC) and Performance and Finance Committee 
(P&FC) on 9 May 2018;

5. Undertaking three focus groups with a range of clinical and non-staff (26 
members of staff);

6. Conducting a series of service visits into clinical and non-clinical 
areas across Trust services (four services and 23 members of staff);

7. Undertaking telephone interviews with a series of external 
stakeholders. In total 13 stakeholders participated, including six 
Members of Parliament;

8. Undertaking our Board member survey, to which 15 out of 16 Board 
members responded; and

9. Undertaking our staff survey, to which 958 members of staff responded out 
of a total of 4652 staff invited (20.6% of all staff).

Following the conclusion of these activities we have held an initial feedback 
meeting with the Chair and CEO to share the emerging findings prior to issuing 
our Final Report.

Surveys

Throughout the body of this report we have presented the findings from our 
Board and staff surveys. The key for these graphs is as follows:

SA Strongly agree D Disagree

A Agree SD Strongly disagree

Sl A Slightly agree CS Cannot say

Sl D Slightly disagree

Glossary 

Throughout the body of this report we include reference to a number of terms 
and abbreviations. A full glossary of terms can be found at Appendix 3 on page 
58. 
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Executive summary
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Context and overview

We have undertaken a review of leadership and governance at the East of 
England Ambulance Service NHS Trust (the Trust) against the eight Key 
Lines of Enquiry (KLOEs) set out in NHS Improvement’s Well Led 
Framework (2017).

The Trust provides accident and emergency services to 5.8 million people 
across Bedfordshire, Hertfordshire, Essex, Norfolk, Suffolk and 
Cambridgeshire. It also provides non-emergency patient transport services 
in Cambridgeshire, Bedfordshire, Hertfordshire, and North, South and 
West Essex. The Trust employs over 4600 staff and had an income of £273 
million in 2017/18.

Our overall view is that the Trust Board has all the necessary 
foundations in place to become a high performing Board and well 
governed Trust. The Board is sighted on many of the challenges 
that are facing the Trust and has a number of plans in place to 
address them.  However, the range and significance of challenges 
are substantial, particularly in relation to addressing the high 
levels of staff disaffection at the Trust. In our view increased pace 
and focus is required by the Board to address these challenges. Our 
key conclusions are as set-out below:

We have observed cohesive leadership from the CEO and Chair and a 
professionally run Board with high future potential. The overall Board 
dynamic is friendly, supportive and generally cohesive. Board impact will 
invariably improve as the current Board matures, including scope for more 
integrated Executive Director (ED) working, the embedding of changes in 
Board level clinical leadership and the natural process for new Non-
executive Directors (NEDs) to climb a steep learning curve. We also 
observed a need to rebalance ED portfolios and introduce clearer ED level 
leadership for corporate governance.

• The Trust has a clear vision which is underpinned by its strategic 
objectives and priorities as well as a number of enabling strategies. 
However, the strategic objectives are high level, elements are outdated 
and we note the need for a detailed and over-arching corporate 
strategy, driven by the Board. We also note the need to clarify the role 
of the Transformation Board for the Trust strategy as it is currently 
formulating the strategy rather than implementing it. In addition, there 

is a need to increase pace in relation to delivering the Digital Strategy.

• The Board has ambitious plans to influence positive change in the 
organisation’s culture and we have observed many areas of good 
practice, including in relation to: leadership development; raising 
concerns; incident reporting; risk management; patient engagement; 
staff well-being; and equality and diversity.  However, whilst 
recognising the logistical challenges of covering a 7500 square mile 
area, there is an imperative to fundamentally rethink the current 
approach to staff communications and engagement to address the high 
levels of disaffection we have observed amongst staff across the Trust. 
This should include steps to address concerns raised across a number of 
areas by staff including: visibility of senior leadership (EDs, NEDs and 
other senior managers); support provided by line managers; 
effectiveness of the appraisal process; availability of professional 
development opportunities; access to team meetings or other 
information sharing forums; and the manner in which the Trust gathers 
and responds to feedback and ideas from staff. 

• The Trust adopts a comprehensive approach to managing operations 
within the service delivery directorate. There is however a need to take 
a more multi-disciplinary approach to operational meetings, with 
greater participation from corporate services, as well as potential to 
introduce greater levels of formal accountability to performance review 
meetings.

• There is also potential to make refinements to corporate governance 
across a number of areas including: increased frequency of Board 
Committee meetings; improvements to the suite of performance 
reports; clarity over the role of the Senior Leadership Board (SLB); how 
the Board uses the Board Assurance Framework; and approach to 
Quality Impact Assessments. We also observed a requirement to 
implement more consistency in governance arrangements and practices 
across regional teams as there is currently a degree of silo working. In 
addition, we note a number of areas for improving corporate 
governance around winter planning.

A detailed summary of our findings against each of the eight Key 
Lines of Enquiry (KLOEs) is outlined below.
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KLOE 1. Leadership capacity and capability

• There is cohesive leadership from the CEO and Chair, who appear to 
work well together and are well respected by a number of 
stakeholders we have spoken with. EDs have demonstrated a good 
command of their functional portfolios and the CEO has fostered a 
positive team ethic amongst the executive team. The NED cohort has 
a range of skills and experience and although most of the recent NEDs 
are new to the NHS, they have high levels of potential in our opinion. 
The overall Board dynamic is friendly, supportive and generally 
cohesive.

• The Board has experienced some significant turnover recently and is 
currently under strength due to a number of new NEDs, who will 
naturally take time to embed, and a newly appointed Medical Director 
(MD) and Director of Clinical Quality (DoQC), who are both in their 
first substantive ED posts. The combination of these factors has led to 
a situation where Board impact, as observed by us, is lower than how 
Board members describe Board impact as having been in the recent 
past.  We are confident that the Board will mature with time, but 
some additional development and support may also be required for 
the newly appointed NEDs and clinical leaders.

• We have some concerns over the operation of the executive team 
which the CEO will need to proactively address. This includes a degree 
of silo working across executive portfolios, principally influenced by 
the dominance of the service delivery directorate. Additionally, the 
large number of portfolios under the Director of Strategy and 
Sustainability (DoS&S) is likely to result in capacity challenges, for 
example, in relation to strategy and IT. Furthermore, there is a lack of 
clear executive level leadership to provide an integrated ‘helicopter’ 
view of corporate governance from the Board to service level. Overall, 
it would appear that there is a need for an additional ED within the 
team, or a reconfiguration of existing portfolios, to help address this 
final point. 

KLOE 2. Clarity of vision, strategy and plans to deliver

• The organisation has a clear vision which is underpinned by its 
strategic objectives and priorities as well as a number of enabling 
strategies. However, the strategic objectives are high level and 
elements are in need of an update given the dynamic nature of the 

operating environment, including initiatives such as the Ambulance 
Response Programme (ARP), Independent Service Review (ISR) and 
the operational restructuring.  Specifically, we note the need for a 
detailed and over-arching corporate strategy aimed at consolidating 
the various components of the plan which are already underway. This 
process should be used to enhance the strategic focus of the Board, 
as it is currently focused on a host of operational issues, and to 
improve on the current levels of communication and engagement with 
internal and external stakeholders.

• We also note the need to clarify the role of the Transformation Board 
in relation to the Trust strategy. In our view, the operating plan is 
informing the strategic priorities which is in turn influencing the 
overall corporate strategy. This means that as a result, the 
Transformation Board appears to be indirectly driving the 
development of the corporate plan rather than enacting it. Finance 
could also play a more central role in transformation as it is currently 
a separate work stream which is indicative of silo portfolio working. 

KLOE 3. Culture of high quality, sustainable care

• The Trust is in the process of cultural change and is attempting to 
move away from a hierarchical, command and control philosophy to 
one characterised by compassionate leadership, which seeks to 
empower employees. We are positive about the steps being taken 
towards this but note that substantial cultural change does take a 
number of years and meanwhile there remains high levels of 
disaffection across the organisation. Specifically, staff have described 
an ‘us and them’ culture between staff and senior leadership; the 
communication of decisions and initiatives does not always reach all 
parts of the organisation; regional teams have expressed feeling 
isolated from the wider organisation; and staff have reported a sense 
of being voiceless and disempowered.  In our view the Trust is 
heading in the appropriate direction but will need to fundamentally 
rethink the communication and engagement methods used to 
proactively influence this cultural change (Also see KLOE 7).
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KLOE 3. Culture of high quality, sustainable care (continued)

• The Trust is an early adopter of the Freedom to Speak up Guardian 
programme within the ambulance sector, and we observed a highly 
proactive approach to raising awareness of this across the organisation. 
There is a recognition that the programme is at an early stage and that 
further work will be required before it is embedded and staff feel fully 
confident in raising concerns.

• The Trust has a clearly defined and well thought through leadership 
development programme based on NHSI’s national leadership strategy, 
but staff have reported that many of these programmes are designed 
for new staff and there is ongoing concerns over the lack of accessibility 
to training and development for more established clinical staff and non-
clinical staff. Also, see KLOE 7 in relation to the ineffective use of 
appraisals in driving staff development requirements.

• The Trust has adopted a robust approach to the reporting of incidents 
which has resulted in a shift from a system of low reporting with 
moderate harm, to high reporting with low harm. We also note many 
good practices we would expect to see in relation to the management of 
complaints. However, our service visits indicate that services are not all 
holding regular team meetings and there is a need to ensure that 
appropriate forums are available across the organisation to discuss 
learnings from concerns, investigations and complaints.

• We have also observed high levels of proactivity in developing the Well-
being and Equality & Diversity agenda, with many areas of good 
practice. However, this is clearly an evolving process and the challenge 
is to ensure that support in these areas is embedded across the whole 
organisation. In particular, staff raised concerns in our staff survey 
regarding the availability of well-being support for all staff.

KLOE 4. Clarity of roles and responsibilities to support good 
governance

• We have observed a number of areas of good practice in Board 
governance, including professionally run and chaired Board meetings. 
We do have concerns over the frequency and coverage of key 
committee meetings and are of the view that Quality Governance 
Committee (QGC) and Performance & Finance Committee (P&FC) should 
be meeting on at least a bi-monthly basis; that ED portfolios should be 
more consistently represented in all committee meetings; and that 
NEDs would benefit from greater exposure to operational teams through 
Board Committee meetings. We also note ineffective use of the Board 
Assurance Framework (BAF) in committees and a need for further focus 

on this during Board development sessions.

• The Senior Leadership Board (SLB) is an innovative concept that 
empowers senior leaders across the organisation, although it would 
benefit from further clarity in relation to decision-making responsibility 
relative to ELB and key management forums including OPID/SSDG and 
Clinical Leaders Board.  We also note the absence of multi-disciplinary 
Performance Review Meetings between the executive team and 
directorates to promote greater accountability and integrated working.

• Organisational governance around the service delivery directorate is 
comprehensive, but it is resource intensive, operates in a silo from 
other directorates and it does not present an effective performance 
management framework for holding area and sector teams to account 
for delivery. We also note a need to more explicitly consider the future 
role of corporate service directorates in the context of the current 
service delivery directorate restructuring which appears to be running 
independently of other directorates at the moment. 

KLOE 5. Management of risks, issues and performance

• We have observed some areas of good practice in relation to risk 
management practices at the Trust and note a level of momentum in 
relation to a refresh of the Risk Management Strategy, prioritisation of 
the BAF in Board and committees, and the embedding of risk registers 
across the organisation. This process is clearly ongoing and there is 
scope for improvement in a number of areas including more effective 
consideration of strategic and operational risks at Board and 
committees, and more consistent and comprehensive consideration of 
the risk register at key service delivery meetings including OPID, SSDG 
and local service meetings. 

• There is a lack of awareness amongst staff regarding the process for 
assessing the quality impact of cost improvement initiatives and the 
Trust does not routinely conduct post implementation reviews. 

• We note a comprehensive and proactive approach from internal audit 
which brings challenge and value to the Trust, although there is 
potential for committee members to embrace that challenge in a more 
positive manner as they did appear somewhat defensive in the 
observed Audit Committee.
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KLOE 5. Management of risks, issues and performance (continued)

• We have reviewed corporate governance surrounding winter planning in 
term of preparation and escalation. We found evidence of a heavy focus 
on planning, forecasting and delivery through the weekly operational 
leadership meetings. In addition there was evidence of strong co-
ordination across the localities through the Regional Coordination Centre. 
However, we also note a number of areas for improvement, including 
scope for a more consolidated approach to presenting the various plans; 
more timely preparation of plans; more formal Board oversight of plans; 
formally conducting a QIA for winter plans; and improved executive 
visibility and availability during long periods of sustained pressure.

KLOE 6. Information

• We have observed some areas of good practice in performance reporting, 
particularly in relation to the presentation of quality related information 
to the QGC and operational performance reporting at OPID and LDG. 
However, there is significant scope for further improvements to the suite 
of performance reports at Board and committee level. Specifically, 
reports do not always make full use of executive summaries and 
summary dashboards; there are material inconsistencies across reports, 
and within reports, in terms of the use of graphics, style of commentary, 
use of sign posting and level of detail included; the ‘so what’ is not 
always clear from reports; and there is insufficient focus on the 
articulation of risks and mitigating actions.

• IT infrastructure and information are recognised areas of concern for the 
Trust, and whilst work is underway to develop a new data warehouse and 
improved business intelligence function, greater pace and momentum is 
required from the Board to drive this agenda. The plan should also be 
captured in a detailed digital strategy setting-out the roadmap for 
change. There are also conflicting views regarding the quality of 
information used in Board reporting which is driving low levels of 
confidence amongst some Board members.

• The Trust has a formal process for dealing with Freedom of Information 
(FOI) requests which follows many areas of good practice, although there 
is scope for improvements. Specifically, 30% of responses are outside of 
the 20-day response requirement, and an extra layer of independent 
scrutiny to internal reviews may enhance the integrity of the process. We 
also note that 21% of requests receive no response and whilst the 

reasons may be entirely appropriate, we are of the view that it would be 
good practice for the Board to conduct a deep-dive into the reasons for 
these non-responses to gain additional levels of assurance over the 
robustness of the process.

KLOE 7. Stakeholder engagement

• As discussed in KLOE 3, the Trust is going through a transitional phase 
towards a more empowered workforce and there are many encouraging 
steps being taken to increase staff engagement and well-being. However, 
there are many instances of low morale throughout the workforce and it 
is important that staff engagement remains at the forefront of the Trust’s 
plans; that communication between staff and the Trust’s leaders is open 
and honest; and that staff are continually informed, having the 
opportunity to be involved in plans that affect them as well as input to 
the Trust’s plan. Immediate areas of improvement include: a refresh of 
the Trust engagement strategy with a comprehensive consultation 
process where all staff are given the opportunity to contribute, and; a 
review of current actions being taken to improve the rate, quality and 
effectiveness of the appraisal process to ensure it is understood and 
effective for all staff. 

• The Trust has demonstrated many areas of good practice in relation to 
patient engagement and this an area of strength in our view.

• We have engaged with a broad range of external stakeholders as part of 
this review and feedback has generally been positive regarding 
engagement with the CEO, Chair and sector leaders. We note however 
that there is scope for more active engagement between the CEO and 
peers at provider organisations, although again acknowledge the 
logistical challenges of covering such a large region. In addition, there is 
potential for improved external engagement and profile for other EDs and 
all NEDs. We are also aware of significant ongoing concerns being raised 
by certain stakeholders regarding a lack of confidence in senior 
leadership at the Trust. The concerns are largely linked to the operational 
plans discussed under KLOE 5 but we did not find evidence to suggest 
that events around this period were specifically linked to weaknesses in 
senior leadership at the Trust. We do note however that the ongoing 
criticism being levelled at Trust senior leadership has impacted on the 
capacity of senior leadership to tackle the various issues outlined in this 
report and would suggest maintaining an internal focus going forward.
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KLOE 8. Learning, continuous improvement and innovation

• The Trust has gained some positive momentum in relation to the roll-
out of Quality Improvement (QI) training and methodologies and it is 
important in our view that the drive of this important initiative 
continues under the leadership of the to-be-appointed DoCQ. We would 
anticipate QI to form an important component of the emerging 
corporate strategy, which would be in line with current practices we are 
observing at other clients.

• We note the Trust’s focus on establishing a culture of learning but the 
absence of regular team meetings across a number of services restricts 
it ability to do so and there is a need for additional mechanisms to 
achieve this aim (see KLOE 3). This is further impacted by a degree of 
silo working across localities.

• We have reviewed the Trust’s approach to responding to a number of 
external reviews and note a structured and detailed approach to the 
development and monitoring of action plans by Board, committees and 
other senior leadership forums. We do have some concerns though 
regarding the balance between confidentiality and public transparency 
and are of the opinion that there was scope for greater public disclosure 
in relation to the findings and action plan in relation to the HEE Quality 
Framework review issued in May 2017.

Key recommendations and next steps

Throughout this report, we have raised a number of recommendations, for 
consideration and approval by the Board, with a full summary included in 
Appendix 1 at pages 54-56. Notable recommendations, in priority order, 
include: 

• R29: 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. 

• R7: The Board should prioritise the development of a detailed 
and over-arching corporate strategy aimed at consolidating the 
various components of the strategy which are already underway. 

This process should be used to enhance the strategic focus of the 
Board and to improve on the current levels of communication 
and engagement with internal and external stakeholders.

• R4: The Board should assign overall responsibility for corporate 
governance to a single Executive Director with experience of 
Board and organisational governance frameworks. This process 
should be accompanied by a comprehensive consultation process 
resulting in the design and roll-out of a single oversight 
framework for corporate governance which would facilitate 
Board to front-line corporate oversight.

• R3: The Board should consider the need to add capacity to, or 
rebalance, ED portfolios to support the DoS&S portfolio. In 
addition, the Board should ensure there is the appropriate level 
of organisational capacity and capability to support the DoS&S in 
addressing material challenges across a range of departments.

• R13: In line with good practice, the Trust should consider 
introducing a Board committee schedule which allows for the 
QGC and FP&C to meet on at least a bi-monthly basis.

• R16: The CEO should consider modifying the terms of reference 
of SLB to focus on problem-solving and consultancy and clarify 
decision-making responsibility relative to ELB and key 
management forums including OPID/SSDG and Clinical Leaders 
Board. 

• R17: The CEO should consider the introduction of more formal 
multi-disciplinary Performance Review Meetings between the 
Executive team and directorates to improve accountability and 
promote integrated working.

• R27: The Board should place greater priority on the digital 
strategy and increase the pace and momentum surrounding 
improvements to the IT infrastructure and informatics.
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We suggest that the Chair and CEO, in consultation with the Board, 
consider the findings outlined within this report and collectively agree a 
response to the matters raised. In particular, the Board should: define 
clear timescales for delivery; clearly align recommendations to Executive 
leads; and align groups of recommendations to the appropriate committee 
to enable oversight of progress.



13

Key findings and recommendations

Deloitte Public Sector - Confidential - For approved external use East of England Ambulance Service NHS Trust – Final Report for publication



14

Key findings

1.1 Executive Directors

CEO leadership

• The CEO joined the Trust in August 2015 having operated at CEO level for a number of years in the Irish Ambulance Service and overseas. He joined following a 
turbulent period where the Trust had undergone significant turnover in ED and NED membership over the preceding two years. This included a prolonged period 
without substantive CEO leadership at the Trust as well as a number of other interim ED appointments. The CEO rebuilt his executive team with a range of 
appointments during 2016 including the Director of Service Delivery (July 2016), Director of Strategy & Sustainability (July 2016), Director of People and Culture 
(March 2016) and a substantive Director of Finance (March 2016). We understand the CEO has placed emphasis on developing good individual relationships with 
each ED and has provided coaching and development support where required, including regular one-on-one meetings with individual EDs. Furthermore, the CEO 
has fostered a strong team ethic and meets with his executive team on a regular basis.  We have observed positive interaction between EDs during formal 
meetings and informally during regular ‘corridor’ conversations while undertaking our interview schedule at the Trust’s executive offices. Overall, we observed a 
cohesive team where working relations appeared to be good across various team members and there were no factions evident in meetings or during interviews. 
The cohesiveness compares well with other organisations we work with and various interviewees have indicated that the challenging circumstances experienced 
over the last several months has acted as a catalyst for making the executive team even closer than before.

• We have also observed strong communication skills from the CEO and he has been described by Board members, operational staff and external stakeholders as 
being visionary, supportive and motivational, and a compassionate leader. Furthermore, he broadly enjoys strong levels of support and respect within and outside 
the organisation based on our interviews, with very few exceptions.  The CEO received considerable negative media coverage around the period of the Risk 
Summit in January, 2018 but in our view, this represents a misalignment with how he is viewed by those who have greater visibility over his modus operandi.

KLOE 1. Leadership capacity and capability

Deloitte Public Sector - Confidential - For approved external use 

Executive Summary:

• There is cohesive leadership from the CEO and Chair, who appear to work well together and are well respected by a number of stakeholders we have spoken with. 
EDs have demonstrated a good command of their functional portfolios and the CEO has fostered a positive team ethic amongst the executive team. The NED cohort 
has a diverse group of skills and experience and although most of the recent NEDs are new to the NHS, they have high levels of potential in our opinion. The overall 
Board dynamic is friendly, supportive and generally cohesive.

• The Board has experienced some significant turnover recently and is currently under strength due to a number of new NEDs, who will naturally take time to embed, 
and a newly appointed Medical Director (MD) and Director of Clinical Quality (DoQC), who are both in their first substantive ED posts. The combination of these 
factors has led to a situation where Board impact, as observed by us, is lower than how Board members describe Board impact as having been in the recent past.  
We are confident that the Board will mature with time, but some additional development and support may also be required for the newly appointed NEDs and clinical 
leaders.

• We have some concerns over the operation of the executive team which the CEO will need to proactively address. This includes a degree of silo working across 
executive portfolios, principally influenced by the dominance of the service delivery directorate. Additionally, the large number of portfolios under the Director of 
Strategy and Sustainability (DoS&S) is likely to result in capacity challenges, for example, in relation to strategy and IT. Furthermore, there is a lack of clear
executive level leadership to provide an integrated ‘helicopter’ view of corporate governance from the Board to service level. Overall, it would appear that there is a 
need for an additional ED within the team, or a reconfiguration of existing portfolios, to help address this final point. 

East of England Ambulance Service NHS Trust – Final Report for publication
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Key findings Supporting information and evidence

1.1 Executive Directors (continued)

Executive team leadership

• EDs have generally demonstrated a sound grasp of their respective portfolios as observed through meetings and 
interviews. Discussions with team members reporting into individual EDs have also indicated positive working 
relationships with their respective EDs as well as mechanisms in place to both support and hold team members 
to account. In addition, cross-portfolio working between EDs appears to be good and we have observed a 
number of examples of EDs providing insight into adjacent portfolios in addition to scrutinising and challenging 
colleagues in a constructive and friendly manner. This point is also reflected in our Board survey where the 
majority of participants felt that Board members acted corporately and were able to contribute outside of their 
specialist fields. 

• However, despite EDs generally enjoying positive professional relationships with each other and operating in a 
cohesive manner, we have observed indicators of silo working across executive portfolios. This is particularly the 
case in relation to the service delivery portfolio where other portfolios are not integrated as closely with 
operations as they could be. This was apparent in key forums such as SSDG, OPID and LDG where participation 
from a number of directorates was inconsistent, notably in relation to HR and to a lesser extent Clinical 
Governance participation. Furthermore, directorate participation in the observed meetings was generally 
relatively junior and attendees tended not to play a central role.  The approach taken by the Trust in relation to 
the recent service delivery operational restructure is a good example of where a multi-disciplinary organisational 
approach should have been taken to consider organisational structure rather than service delivery directorate 
structure specifically.

• We recognise the criticality of service delivery within the ambulance service and understand why it needs to be 
at the heart of decision-making but, in our view, there is a culture of service-delivery dominating the agenda 
and that the organisation would benefit from taking a more integrated approach to the way in which it runs. The 
CEO recognises the need for this approach, as evidenced by the introduction of the Senior Leaders Board (SLB) 
as discussed below, but there is significant scope for the principal to cascade further down the organisation, 
particularly in relation to the way in which key operational meetings are structured and resourced. Many 
interviewees have supported this view but have not raised concerns as the culture may not be accepting of the 
suggestion. It is important that the message is reinforced by the Board and senior leadership at the Trust.

R1: The Trust should consider enhancing the level and type of corporate directorate participation in key 
decision-making forums such as SSDG, OPID and LDGs with a view to promoting greater multi-
disciplinary working throughout the organisation.

KLOE 1. Leadership capacity and capability (continued)
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Key findings

1.1 Executive Directors (continued)

Board level clinical leadership

• At the time of our field work, there had been an acting Medical Director in place since January 2018 and an acting Director of Nursing and Clinical Quality 
(DoN&CQ) since April 2018. Both of these individuals were appointed substantively in June 2018. Our understanding is that the former DoN&CQ in particular 
played a key leadership role amongst the executive team and was instrumental in driving the quality agenda at the Trust. His departure is therefore viewed by 
interviewees as leaving a significant gap in the depth and experience of the executive team, although various interviewees have also commented on the qualities 
of the clinical governance team and their ability to minimise the impact in this area. 

• The recently appointed MD and DoN&CQ post holders have been at the Trust for a period of time and worked under the former substantive post holders in deputy 
roles. We have interviewed both post holders as part of this review process and observed high levels of enthusiasm, innovation, ambition and overall potential. We 
have some concerns that the appointment of two inexperienced EDs to these positions simultaneously will significantly impact the overall effectiveness of the 
executive team. As such, there should be an intensive programme of coaching and development for the new post holders.

• We understand that the DoN&CQ role has been modified to a Director of Clinical Governance role and as such the role is open to clinically qualified applicants who 
do not hold a nursing qualification. The Trust is still able to comply with statutory requirements to have a nurse on the Board as the Director of Strategy & 
Sustainability has a nursing qualification. This appears to be a pragmatic and sensible decision, subject to the Trust having the appropriate succession plan in 
place should Board membership change.

R2: There should be an intensive programme of coaching and development for the newly appointed clinical leadership post holders.

ED portfolio coverage

• The Director of Strategy & Sustainability (DoS&S) portfolio includes strategy, PMO, IT & Informatics, procurement, fleet, estates and various aspects of corporate 
governance (risk management).  There are also material challenges across many of the DoS&S’ directorates; particularly strategy, IT & informatics, PMO and 
corporate governance, which will require significant leadership bandwidth to address. We also understand that there are a number of resourcing constraints and 
challenges in relation to the individual directorates due to capability and recruitment challenges.

• Whilst it is not unusual for a director of strategy portfolio to include an eclectic combination of responsibilities, in our experience this is generally only manageable 
when a number of the directorates are relatively mature and there is strength in the teams reporting into the responsible executive. The relative level of 
immaturity across a number of the portfolios coupled with resource constraints creates an unmanageable situation for a DoS&S in our view. This dynamic is 
evident from the limited progress being made in several areas. Successfully strengthening the level of management support in each directorate will go some way 
towards alleviating the situation but we are concerned that the scale of the agenda in each directorate will also require additional ED level capacity, or a 
reallocation of responsibilities across other executive portfolios. For example, it is not unusual for the Director of Finance (DoF) portfolio to include a number of the 
departments currently held by the DoS&S. We therefore believe that the Board should consider whether the current arrangement is sustainable and monitor this 
situation very closely over the coming months.

R3: The Board should consider the need to add capacity to, or rebalance, ED portfolios to support the DoS&S portfolio. In addition, the Board should 
ensure there is the appropriate level of organisational capacity and capability to support the DoS&S in addressing material challenges across a range 
of departments.

KLOE 1. Leadership capacity and capability (continued)
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Key findings

1.1 Executive Directors (continued)

• Responsibility and accountability for corporate governance is fragmented with responsibilities spread across the DoN&CQ, DoS&S and the Board Secretary at 
the corporate level. In addition, there is a lack of consistency in the approach taken at the sub-Board level where there is a level of discretion over how SLB, 
Clinical Leaders Board, SSDG, OPID, the area teams and sector teams organise their meetings and as such governance arrangements are not aligned in 
terms of the ‘business cycle’. For example, the timing of meetings and items covered are not always aligned in a way which enables the timely escalation and 
cascading of information throughout the organisation. Essentially the trust lacks a single corporate governance oversight framework which enables a holistic 
perspective to be taken, facilitating effective information flows between Board and sector teams. 

• In addition to the need for a single corporate governance oversight framework, there is a corresponding need for executive level ownership of the oversight 
framework to ensure a consistent and integrated approach to corporate governance. This lack of clear corporate governance leadership to provide a 
helicopter view of the organisation is a fundamental gap in our view and needs to be addressed as a priority. We are therefore of the belief that the Trust 
needs to appoint an ED who has responsibility for corporate governance and who is charged with capturing the corporate governance model in a single 
oversight framework which is applied across the organisation. In our experience this role can sit within an EDs portfolio or there can be a dedicated Director 
of Corporate Affairs. However, it is unusual for the latter in an organisation the size of the Trust. Therefore, formally incorporating overall responsibility for 
corporate governance in an EDs portfolio is the most practical solution. We would typically expect to see the ED with overall responsibly supported by a 
highly experienced and versatile Company Secretary with knowledge of both Board level and organisational level governance.

R4: The Board should assign overall responsibility for corporate governance to a single Executive Director with experience of Board and 
organisational governance frameworks. This process should be accompanied by a comprehensive consultation process resulting in the design 
and roll-out of a single oversight framework for corporate governance which would facilitate Board to front-line corporate oversight.

1.2 Non-Executive Directors 

Chair leadership

• The Chair joined the Trust in April 2014 having held a number of Chair roles in other sizeable NHS organisations. She joined the Trust shortly after there had 
been a wholesale change in NED leadership, with the majority of NEDs at the time having joined towards the end of 2013. There were also a number of 
interim EDs in place, including an interim CEO. The Chair subsequently went through the process of rebuilding the Board, an important aspect of which was 
appointing the current CEO in August 2015 as discussed above. 

• As outlined under KLOE 4 below, our observation of the March 2018 Board noted high professional standards and a ‘polished’ approach to the way in which 
the Chair organised the meeting. It was clear that the Chair set the professional tone of the meeting which other members followed to ensure the Board 
operated in a highly proficient manner. Our one-on-one interview with the Chair also demonstrated detailed knowledge of the organisation as well as a 
passion to provide the best for patients and staff.

• We also received consistently positive feedback from fellow Board members, staff and external stakeholders regarding the Chair’s style of interaction and 
engagement. She is clearly held in high regard and respected across a range of stakeholders. We also noted the positive dynamic and good levels of cohesion 
the Chair fosters amongst the NED group with regular one-on-ones and fortnightly NED calls to update the team on relevant issues.

• We also observed an excellent working relationship between the Chair and the CEO, characterised by support with a level of healthy challenge. Board 
members also consistently referenced the positive and complimentary working relationship between the Chair and CEO and is reflected in our Board survey 
as outlined overleaf. Overall, the combination of the Chair and CEO is a strong pairing in our view and compares favourably with many Boards we work with.

KLOE 1. Leadership capacity and capability (continued)
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Key findings Supporting information and evidence

1.2 Non-Executive Directors (continued)

• With the exception of one appointment in April 2015, and an interim Associate NED to cover the Audit 
Committee (AC), the group of NEDs had remained relatively unchanged since the Chair joined in early 2014. In 
January 2018, three NEDs came to the end of their terms and replacement appointments were made.  A further 
new NED joined the Trust in May 2018 to replace the interim Associate NED who left the Trust. This new NED 
has taken on the role of AC Chair.

• The consistent feedback we received from interviewees is that the Board has continued to grow in strength in 
recent years under the leadership of the Chair and CEO. Interviewees also commented that the NEDs who have 
recently left the Trust were experienced and high performing individuals and that their departures have left a 
dent in the current effectiveness of the NED group. 

• The newly appointed NEDs have a variety of backgrounds and have all operated at a senior level across a 
number of major commercial organisations. They bring experience in technology, procurement, finance, HR & 
OD and business more generally. The range of experience is excellent in our view and when coupled with the 
longer serving NEDs presents high levels of potential for the future. The diversity in skill sets is also reflected in 
our Board survey as per the graph opposite.

• We do note however that only one of the newly appointed NEDs has had previous NHS experience and 
consequently there is a relatively low knowledge base in relation to the ambulance sector and the NHS more 
generally. This was evident from our observation of the Board meeting in particular, as discussed in more detail 
in KLOE 4, where the Board lacked impact and the transitional nature of the group was evident. There are a 
number of ad hoc activities in place to support development of the team but in our view the new joiners may 
need more intensive and tailored induction support to enable them to rapidly gain sector specific knowledge.

R5: The Chair should consider the need for additional focused and tailored induction activities to enable 
the development of sector knowledge amongst the new NEDs.

• Capacity levels of NEDs presents issues in most of the NHS organisations we work with. However, this issue is 
accentuated at the Trust by the logistical challenges the geographic spread of the region presents and given that 
a number of the NEDs have full-time employment or significant portfolios. We understand that the Trust tries to 
mitigate this issue through other forms of communication including fortnightly conference calls between NEDs 
and the Chair.  We recognise the insight that a range of NEDs with other significant commitments bring to a 
Board and understand the rationale for the recent recruitment profile of NEDs. We do have some concerns 
though that capacity constraints may impact on the ability of new NEDs to get up to speed and as such this 
situation could be closely monitored. This point is particularly relevant in the context of our commentary in KLOE 
4 regarding the frequency of committee meetings.

KLOE 1. Leadership capacity and capability (continued)
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Key findings Supporting information and evidence

1.2 Non-Executive Directors (continued)

Board cohesion

• As discussed above, whilst there is scope for the overall cohesion and effectiveness of the Board to improve as 
newer members make the transition and build knowledge, our interviews and observations pointed towards a 
good level of cohesion given the recent turnover in Board members. In particular we observed a unified 
approach to discussions and were not made aware of any tensions or factions during our interview programme. 
Overall, the Board comes across as a supportive unit with a professional approach and appropriate behaviours.  
This dynamic is promoted in our view from the way in which the CEO and Chair lead the ED and NEDs cohorts 
respectively and the positive working relationship between the Chair and CEO. Our Board Survey also noted a 
high level of support for the statement that the Board operates in a unitary manner, as shown opposite.

Succession planning

• The question of succession planning and the consideration of future skill requirements was an outlier in our 
Board survey, as shown opposite, with significant variation in relation to the level of support from EDs and 
NEDs. We have not been made aware of detailed succession plans for ED and senior operational roles and 
believe it would be beneficial for the Trust to take a more formal approach to succession planning. 

R6: The Board should consider the need to take a more formal approach to succession planning in the 
context of the Board survey results from this review.

KLOE 1. Leadership capacity and capability (continued)
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Key findings Supporting information and evidence

2.1 A high level strategy under development

• The Trust has a clear and concise corporate strategy set-out in “our-plan on a page”. This includes the Trust 
values, five key strategic objectives (operating model, quality, patient & staff engagement, efficiencies and 
urgent & emergency care) and 18 strategic priorities aligned to the strategic objectives. The plan was initially 
developed in 2016 and covers the period 2017-2019. It was developed to reflect a number of external drivers 
including the 5 year forward view and the NHS Ambulance Improvement Programme. 

• Each of the 18 strategic priorities have a programme of work which is overseen by the Portfolio Office, which 
essentially runs the PMO. There are also a number of enabling strategies which support the corporate strategy 
including a Quality & Safety Strategy and the Leadership Strategy. 

• Whilst the main ingredients of the strategic objectives are in place, the strategic plan is fragmented in our view 
and there is an absence of a detailed over-arching corporate strategy which brings the programme together and 
coordinates the component parts. The level of fragmentation has been further compounded by developments 
subsequent to the issuance of the “our strategy on a page” including introduction of the ARP and the 
Independent Service Review. Our view is that it is imperative that priority is given to a Board level initiative 
aimed at consolidating the various components of the corporate strategy. 

2.2 Strategic focus of Board

• Aligned to the point above, whilst there is a section for strategy & business planning in the Board agenda, our 
observation of the Board and a review of minutes from recent Board and committee meetings is that the 
majority of Board time is taken-up by operational challenges. This places limitations on the amount of time the 
Board has to concentrate on strategic issues. Furthermore, whilst our interviews with NEDs suggested generally 
good awareness regarding the general strategic direction of the Trust, awareness regarding the specifics 
underpinning the strategic direction of the organisation was less apparent. 

• There were mixed views within our Board survey regarding the organisational approach to the dissemination of 
strategic objectives across the Trust as well as clarity regarding how the strategic priorities will be progressed,
as shown opposite.

KLOE 2. Clarity of vision, strategy and plans to deliver
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Executive Summary:

• The organisation has a clear vision which is underpinned by its strategic objectives and priorities as well as a number of enabling strategies. However, the strategic 
objectives are high level and elements are in need of an update given the dynamic nature of the operating environment, including initiatives such as the Ambulance 
Response Programme (ARP), Independent Service Review (ISR) and the operational restructuring.  Specifically, we note the need for a detailed and over-arching 
corporate strategy aimed at consolidating the various components of the plan which are already underway. This process should be used to enhance the strategic 
focus of the Board, as it is currently focused on a host of operational issues, and to improve on the current levels of communication and engagement with internal 
and external stakeholders.

• We also note the need to clarify the role of the Transformation Board in relation to the Trust strategy. In our view, the operating plan is informing the strategic 
priorities which is in turn influencing the overall corporate strategy. This means that as a result, the Transformation Board appears to be indirectly driving the 
development of the corporate plan rather than enacting it. Finance could also play a more central role in transformation as it is currently a separate work stream 
which is indicative of silo portfolio working. 
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Supporting information and evidence

Key findings

2.2 Strategic focus of Board (continued)

• Board members have recognised in interviews that there is a need to retain focus on strategic issues and that greater resilience is required when operational issues 
assume the agenda and Board time, which is often the case.  In our view, sustained Board engagement in the development of a coherent over-arching strategy as 
discussed in 2.1 above presents an ideal opportunity to re-focus the Boards efforts on strategy development and address the balance between operational and strategic 
issues.

2.3 A strategy where more proactive engagement is required

• Our understanding is that a range of engagement activities were undertaken with staff and external stakeholders when developing “our plan on a page”, including 
initiatives such as questionnaires, workshops and ‘blue sky’ conversations. Our discussions with staff also highlighted good levels of awareness regarding the Trust’s 
vision, values and strategic objectives, which are visibly on display across the organisation. This level of awareness regarding the Trust vision is supported by our staff 
survey shown below. 

• However, it is evident from discussions with staff, and our staff survey (see below), that there are low levels of organisational awareness regarding the specifics 
underpinning the strategic priorities as well as a view that staff have not been widely engaged in the development and setting of the Trust strategy. External 
stakeholders also indicated potential for increased future engagement regarding the strategic direction.  

• Our Board survey shown below indicates that there is a degree of misalignment between Board views and staff views regarding the level of engagement with staff 
regarding the strategy. We do note though that Board members acknowledged in interviews that there would be benefit in reinvigorating activities aimed at improving 
communication and consultation regarding future plans.

R7: The Board should prioritise the development of a detailed and over-arching corporate strategy aimed at consolidating the various components of the 
strategy which are already underway. This process should be used to enhance the strategic focus of the Board and to improve on the current levels of 
communication and engagement with internal and external stakeholders.

KLOE 2. Clarity of vision, strategy and plans to deliver (continued)
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Key findings

2.4 Service transformation and cost reductions should be more central to the Trust’s strategy

• As discussed above, a monthly Transformation Board, chaired by the DoS&S, has been established to oversee delivery of the 18 strategic priorities. Each of the 
priorities is a significant piece of work with individual programmes for a range of initiatives including estates transformation, ARP and the operational restructure. A 
lead is assigned for each programme and the Transformation Board serves as a forum for holding programme leads to account for delivery whilst also supporting 
delivery through considering interdependencies with other programmes. Our understanding is that the 18 programmes are progressing, with some of them 
approaching completion. 

• Given the very high level nature of the strategic objectives, the 18 programmes have essentially become the detail underpinning the strategy and are changing on 
an ongoing basis to reflect the dynamic nature of the operating environment, including the operating plan which captures what needs to be done under ISR. Whilst 
we recognise the need to continuously evolve, we are concerned that the sequencing of strategy development and implementation is confused and that the 
operating plan is informing the strategic priorities which is in turn influencing the overall corporate strategy. This point serves to highlight the need for an 
overarching corporate strategy and enabling strategies which drive the strategic objectives and operating plan.

• We also note that an efficiency saving work stream, entitled Improving Value, is included within the Transformation Board, with a primary focus on more 
transactional cost savings. We would typically expect efficiency savings to be an overarching principal across all elements of the Transformation Board, as opposed 
to a work stream running in parallel to other service transformations. However, we assume that this work stream will become less relevant as the savings 
programme becomes more transformational over time.

• Overall, we have concerns about the sequencing of strategy development and in particular that the Transformation Board is moving at greater pace than the 
corporate strategy to the extent that it is incrementally driving the strategic context rather than the Trust corporate strategy. There is a need to improve alignment 
between the corporate strategy, enabling strategies, strategic priorities, operating plan and also to ensure that cost reduction plays a more central role within the 
context of service transformation.

R8: The Trust should consider the role of the Portfolio Office in the context of the overall corporate strategy and operating plan to ensure that it is 
effectively implementing the Trust strategy. There is also a need to review the role of finance across the Transformation Board to ensure that it 
remains one of the overarching components as opposed to a discrete work stream.

KLOE 2. Clarity of vision, strategy and plans to deliver (continued)
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Key findings

3.1 Organisational Culture

• The Trust emphasises its values which are highly visible throughout the organisation, being prominent on lanyards, posters and screensavers. The values explicitly 
reference quality, care and honesty.  We note a positive initiative of the Trust with the introduction of individual and team awards, based on Trust values. Some 
staff also reflected positively on the clarity of Trust values and expected behaviours, as shown in our staff survey overleaf.

• Interviewees regularly described an organisational workforce who are highly committed to patient care and safety. There is a strong, supportive team-working 
environment characterised by warmth, pride and commitment to the role; a frequent comment being that people ‘go above and beyond regularly’. 

• The Trust strives to focus on employee empowerment, through open and honest communication with an emphasis on learning rather than reprimand.  Many 
interviewees commented that the Trust is in a cultural transition with compassionate leadership being emphasised over a ‘command and control’ atmosphere. 
Interviewees were also keen to highlight the impact the current CEO has had on driving this cultural change and while some barriers remain, the Trust is open to 
change and is moving in the right direction.

• Whilst we received a great deal of positive feedback regarding the organisational culture, we also encountered some areas for improvement, notably:

- Front-line operations has a prominent voice in the organisation, which can be detrimental to other non-operational directorates. We have however observed 

some initiatives to address this including the introduction of non-clinician roles in the service delivery directorate. We discuss this further in KLOEs 1 & 4. 

- The hierarchical nature of the Trust and the ‘command and control’ culture can be a barrier to affecting change in the organisation. For example, we have 

received reports of staff not being open to being managed by those who do not have direct front-line experience themselves. However, this is a common 

cultural aspect of many ambulance trusts and we note that steps are being taken in an attempt to change the culture. This includes initiatives such as 

trialling the removal of epaulettes in non-emergency situations, with positive results reported to date. 

KLOE 3. Culture of high quality, sustainable care

Executive Summary:

• The Trust is in the process of cultural change and is attempting to move away from a hierarchical, command and control philosophy to one characterised by 
compassionate leadership, which seeks to empower employees. We are positive about the steps being taken towards this but note that substantial cultural change 
does take a number of years and meanwhile there remains high levels of disaffection across the organisation. Specifically, staff have described an ‘us and them’ 
culture between staff and senior leadership; the communication of decisions and initiatives does not always reach all parts of the organisation; regional teams have 
expressed feeling isolated from the wider organisation; and staff have reported a sense of being voiceless and disempowered. In our view the Trust is heading in 
the appropriate direction but will need to fundamentally rethink the communication and engagement methods used to proactively influence this cultural change (Also 
see KLOE 7).

• The Trust is an early adopter of the Freedom to Speak up Guardian programme within the ambulance sector, and we observed a highly proactive approach to raising 
awareness of this across the organisation. There is a recognition that the programme is at an early stage and that further work will be required before it is 
embedded and staff feel fully confident in raising concerns.

• The Trust has a clearly defined and well thought through leadership development programme based on NHSI’s national leadership strategy, but staff have reported 
that many of these programmes are designed for new staff and there is ongoing concerns over the lack of accessibility to training and development for more 
established clinical staff and non-clinical staff. Also, see KLOE 7 in relation to the ineffective use of appraisals in driving staff development requirements.

• The Trust has adopted a robust approach to the reporting of incidents which has resulted in a shift from a system of low reporting with moderate harm, to high 
reporting with low harm. We also note many good practices we would expect to see in relation to the management of complaints. However, our service visits 
indicate that services are not all holding regular team meetings and there is a need to ensure that appropriate forums are available across the organisation to 
discuss learnings from concerns, investigations and complaints.

• We have also observed high levels of proactivity in developing the Well-being and Equality & Diversity agenda, with many areas of good practice. However, this is 
clearly an evolving process and the challenge is to ensure that support in these areas is embedded across the whole organisation. In particular, staff raised concerns 
in our staff survey regarding the availability of well-being support for all staff.
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Key findings Supporting information and evidence

3.1 Organisational Culture (continued)

- Communication between leaders and staff is not always effective and decisions and initiatives are not 
always clearly communicated throughout the organisation, which can cause confusion and frustration. For 
example, we received feedback that the way certain aspects of the service delivery restructure was 
communicated was perceived to be insensitive and impersonal, having been delivered via email. Similarly, 
staff reported being unable to communicate effectively with leadership, leaving them feeling voiceless and 
disempowered. While the Trust’s emphasis on compassionate leadership and employee empowerment is 
positive, it is very much a process which is in transition. 

- We also found cultural differences across the Trust’s sites and structure. Staff report that there is still a 
legacy of ‘regionality’, which stems back to pre-merger structures. This is evidenced through a number of 
comments describing a lack of consistency in leadership and governance approaches for different areas, 
resulting in individual sites or teams feeling isolated from the wider organisation. This point is highlighted 
in the national staff survey results where a number of key findings have consistently lower scores for some 
occupational groups and directorates, while others have consistently higher scores.

- There are also reports of staff feeling unsupported by the organisation’s senior leadership, commenting on 
there being a perception of ‘us and them’. Furthermore, our staff survey indicated low levels of leadership 
visibility and a strong perception that staff are not being listened to. We discuss this in further detail under 
KLOE 7.

See R29 (staff engagement),  See R30 (appraisals and professional development)

3.2 Raising concerns, incidents and complaints 

Raising concerns:

• The Trust launched a Freedom to Speak-Up (FTSU) Guardians  programme in March 2018 and the programme 
is led by two senior professionals who are well regarded across the organisation. Our interview with the senior 
lead for the programme highlighted high levels of enthusiasm and commitment for the initiative as well as a 
number of innovative techniques for raising the profile across the organisation. This includes a range of visual 
communications such as posters and leaflets, which will be deployed across the organisation to raise 
awareness. The Trust was one of the first ambulance trusts in the country to appoint freedom to speak-up 
guardians and feedback from interviews and focus groups suggests that staff are aware of this initiative, with 
information available on the Trust’s website as well as on payslip documents. Additionally, the Trust has 
recently revised its whistleblowing policy. However, many staff we spoke with were unaware of this 
highlighting that its communication could be improved.

• The Trust has also implemented a ‘raising concerns group’ with Staff Side representation which is responsible 
for supporting the workforce to raise concerns, and to find subsequent support, guidance and resolution. 
There is also a dedicated ‘case worker’ who is a single point of contact, to ensure consistency for those raising 
concerns. Many staff we spoke with reported feeling comfortable with raising concerns and we note the 
positive initiatives in relation to the integrity and trustworthiness in the freedom to speak-up and 
whistleblowing processes.  Staff also reflected positively in our staff survey, see opposite, in relation to 
knowing how to raise concerns when they think quality has been compromised.  The Board also receives a 
quarterly FTSU report and there was a FTSU story at a recent Board meeting. The Trust was also nominated 
for a FTSU Guardian award.

KLOE 3. Culture of high quality, sustainable care (continued)
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Key findings Supporting information and evidence

3.2 Raising concerns, incidents and complaints (continued)

• However, the national staff survey results for 2017 show the Trust scores low for confidence and security in 
reporting unsafe clinical practice and a small number of staff we spoke with reported doubt over their anonymity, 
confidentiality and security were they to raise concerns. It is possible that the ‘learning not blaming’ culture is not 
yet fully embedded and some staff do not yet have confidence in the support of their immediate leadership when 
raising concerns.

Incidents:

• The Trust has a robust approach to incident reporting with a number of positive areas of note, including:

- The Trust has seen sustained improvements for incident reporting and has adopted a robust approach, with a 

number of ways to report incidents including through a single point of contact, the Datix system, a 24-hour 

phone line and with ‘tough books’.  Serious incidents are tracked through the Datix system and only closed 

when evidence of action has been seen. 

- Risks associated with the incidents are presented to the Clinical Quality and Safety group for discussion and 

subsequently included in the risk register if appropriate, and escalated to the corporate level where required.

- The national staff survey results for 2017 show that a key improvement for the Trust is the ‘fairness and 

effectiveness of procedures for reporting errors, near misses and incidents’.

- We also note that the Trust is a high reporter of risk, with it consistently being the second highest in 

reporting serious incidents for the National Reporting and Learning System database (NRLS), and one of a 

number of ambulance trusts to report near misses. The improvements in the way the Trust reports incidents 

has led to the Trust moving from being one of low reporting with moderate harm to one of high reporting 

with low harm. 

Complaints:

• We note a number of positive observations regarding the complaints procedures at the Trust:

- Complaints are handled by a dedicated team with an assigned investigation manager for each complaint as a 

single point of contact for the complainant. This approach is intended to establish rapport and to ensure the 

complaints policy is fully followed. The complaints policy is detailed and has been regularly and recently 

updated. 

- Complaints are presented and discussed at the Clinical Quality and Safety Group, which also reviews 

Parliamentary and Health Service Ombudsman investigations. A summary of complaints also goes to the 

Quality and Safety Committee.

- There is also a peer review panel which receives feedback on the complaints process, including feedback to 

the complainant.  

• Whilst there were many positive aspects to the complaints process, we note that some improvements could be 
made. Namely, that reports during our service visits suggested that many teams do not have team meetings and 
that due to this there is no forum for discussing learning from complaints, concerns and incidents. This point also 
featured prominently in our staff survey as shown opposite.

R9: The Trust should actively promote forums across various services to ensure that appropriate 
mechanisms are available across the organisation to discuss learnings from complaints, concerns and 
incidents.

KLOE 3. Culture of high quality, sustainable care (continued)
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Key findings Supporting information and evidence

3.3 Leadership development 

• Leadership development is central to the Trust’s cultural strategy. The Trust has a clearly defined and well 
thought through leadership development programme based on NHSI’s national leadership strategy, Developing 
People, Improving Care (DPIC). The Trust’s leadership programme is clearly linked with the employee 
engagement and well-being strategies. We note a number of positive initiatives, including:

- An Internal Leadership Management programme is being rolled out throughout the Trust. There are 

currently more than 70 individuals who have gone through this programme, which has directly led to 

promotions in a number of cases. 

- Additionally, coaching has been given to approximately 60 senior managers on how to hold 

compassionate appraisal conversations. Whilst we understand the benefits of this approach, we did note 

some uncertainty regarding ‘compassionate conversations’ during staff focus groups and believe that 

communication of the approach could be clearer. 

- We are also aware that the Trust encourages people to go on external development programmes, for 

example the King’s Fund compassionate leadership programme.

- As part of the leadership strategy, talent pools are being created for individuals and will have access to 

development opportunities and secondments. We note that there are clinical development pathways as 

well as non-clinical development pathways being designed.

• Staff interviews suggest that while leadership development is offered, staff feel it is not practical to undertake 
leadership training as high work pressures mean time to attend cannot be afforded as work gets backed up in 
their absence. Furthermore, a range of comments from our staff survey suggest that there is a need for greater 
emphasis on ongoing training for established members of staff in clinical and non-clinical roles. Staff have 
reported limited opportunities, having to cancel training due to work commitments and staff having to do 
training in their own time. Our staff survey captures this sentiment and also highlights the disparity in views 
amongst staff.

R10: The Trust should actively try to ensure that time is ring fenced for staff to attend training and 

leadership development activities, including appropriate access to opportunities for established clinical 

staff and non-clinical staff.

3.4 Staff well-being

• Reports from staff interviews and focus groups highlighted a positive and supportive experience when accessing 
well-being services and there are a number of health and well-being initiatives and activities, including:

- A well-being strategy which is linked with the leadership and employee engagement strategy, and 

includes a focus on physical well-being, psychological well-being, and social connectedness. 

- A well-being hub with initiatives including a ‘big white wall’, a well-being bus, involvement in the Mind 

Blue Light pledge and the Red Poppy programme, as well as initiatives to facilitate access to

KLOE 3. Culture of high quality, sustainable care (continued)
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Key findings Supporting information and evidence

3.4 Staff well-being (continued)

well-being services across all sites of the Trust. For example, the development of a social media engagement 

platform and a dedicated mobile application. We are also aware that the mobile application has been adopted 

by other trusts as an example of good practice. Other activities include being involved in suicide research and a 

paramedic global mental health summit.

- There are a number of Trauma Risk Management (TRiM) trained assessors who can help those who have 

experienced a traumatic, or potentially traumatic event.

- At the corporate level, we also note that the executive team is monitoring working time challenges, as well as 

psychological and musculoskeletal sickness absence improvements.

- We observed a pilot scheme initiated by a staff working group aimed at addressing late finishes, which was 

supported by the senior leadership team.

- We also highlight a positive approach to appraisals using compassionate conversations which are explicitly 

linked with well-being.

• Areas where the Trust could seek to improve well-being services include addressing the capacity gap, for example to 
reduce late finishes and the disturbance of breaks. We are aware the Trust has made some efforts to implement 
additional capacity. 

• Additionally, reports suggest that there is a discrepancy in how well-being is addressed in different parts of the 
organisation, with staff reporting that support is dependent on individual line-manager discretion. We note the 
positive steps the leadership development programme has taken to address issues such as this but highlight that 
improvements can still be made. There may also be benefit in triangulating other metrics such as concerns raised, 
sickness levels and incident reporting to identify any patterns in particular areas. Our staff survey also highlights low 
levels of accessibility to activities aimed at promoting well-being.

R11: The Trust should ensure that there is a consistent approach to Well-being applied across the 

organisation to ensure that support is provided independent of individual line manager preferences. 

3.5 Equality and diversity (E&D)

• The Trust has taken encouraging steps in the area of equality and diversity. There is a lead for ‘equality, diversity and 
human rights’ who is tasked with oversight of the Trust’s improvements under the Equality Act. Additionally, in line 
with good practice, the Trust has an established Equality and Diversity Steering Group and a Workforce Race Equality 
Standard action plan. Particular initiatives of note are:

- The Women All Women in EEAST (AWE) Group which aims to improve female representation in senior roles and 

to encourage learning from women’s experiences, helping to create a more inclusive and supportive culture. 

- Similar initiatives are planned to support BAME, LGBT+ and disability communities.

- The Trust has enlisted external support of equality and diversity experts, notably from the East Midlands 

Ambulance Service NHS trust and external stakeholder feedback has been highly supportive of this, suggesting 

that vast improvements have been made in a short time as a result. Positive activities include a Grading event 

held with 80 people in attendance including a number of people with learning disabilities, religious faith leaders 

and Trust Board members. 

• Our staff survey (opposite) was also generally positive regarding the promotion of equality and diversity at the Trust.

KLOE 3. Culture of high quality, sustainable care (continued)
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Key findings Supporting information and evidence

4.1 The Board and Board agenda

• There is an appropriate balance of business which is conducted in the meetings held in public and private. Public 
meetings are held bi-monthly with private sessions/workshops taking place in between which is a commonly 
adopted model and in line with good practice. Efforts have been made to ensure agenda plans provide 
appropriate coverage of strategy & planning, strategic goals, performance monitoring and governance and 
regulatory. Performance monitoring also includes the appropriate coverage of operational, financial, quality and 
workforce metrics. Board meetings are adequately minuted, with appropriate detail and context included 
discussions held. 

• Good practice has been adopted by the receipt of escalation reports from each of the Committee Chairs. 
However, from an administrative perspective, there is scope for greater consistency in how these 
summary/escalation reports are produced, with varying lengths and formats for how the information is 
presented. Committee Chair updates could also be more explicit in highlighting key risks that require the Board’s 
attention or consideration. Feedback via the Board survey was generally positive regarding escalation from 
committees as shown opposite.

• We observed the Trust Board meeting of February 2018, and noted the following areas of good practice:

- There was a professional approach to the meeting, with the appropriate tone set by the Chair and CEO. 

Contributions were courteous, professionally presented, participants were disciplined, conversation was 

free-flowing and there were some contributions from most Board members present. It was generally a 

friendly, comfortable environment with no obvious hostilities or tensions in the room.

- The standard of Chairing was high, with good summation, discussion was moved along where necessary, 

Board members were brought into discussions and timing was appropriately managed. This included a 

thorough summation at the end of the meeting including key risks and messages and matters for other 

committees. We also noted that all NEDs were clearly comfortable operating at Board level and appeared 

to be engaged, asked some inquisitive questions and occasionally brought current and direct experience 

from their own professions.

KLOE 4. Clarity of roles and responsibilities to support good governance
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Key findings Supporting information and evidence

4.1 The Board and Board agenda (continued)

- The CEO demonstrated high levels of articulation and good presence during the Board meeting and 

particularly during a session with staff at break time. We also noted good contributions from a range of 

EDs and an obvious willingness for EDs to debate and challenge each other where appropriate.

• Overall, we were impressed with the quality of the Board meeting we observed, although we note some areas 
for development. These areas are largely influenced by the fact that the Board is currently in transition as 
outlined in KLOE 1 above. The key development points are as follows: 

- The impact of debate has scope for improvement in our view. Specifically, we observed two main 

dynamics:

o There were a number of EDs who had a limited contribution to debates which led to a less dynamic 

discussion than we have observed in other high performing boards. However, this point was partly 

influenced by the transition taking place in relation to the Nursing and MD portfolios, with it being the 

last Board meeting for the outgoing DoN&CQ and only the second for the Acting MD. 

o There was scope for more insightful and challenging questions from NEDs as the lines of enquiry were 

generally of a supportive nature rather than asking the difficult questions that make EDs stand back 

and reflect. Similar to the EDs, this dynamic is clearly impacted by the fact that there are a number of 

new NEDs on the Board. However, we did observe some positive contributions from the newer NEDs 

which point to high potential. We also note that there is potential for the Chair to encourage greater 

levels of scrutiny as the Chair’s approach was often to support points rather than asking probing 

questions or encouraging others to make more insightful and challenging contributions.

- The combined sessions ran for approximately seven hours (inclusive of a break between the private and 

public sessions). Whilst not a significant outlier, this duration of meeting is longer than we normally see at 

similar NHS organisations and in our view is too long to ensure that discussion remains focused, impactful 

and insightful for the length of the meeting. We also noted a detailed agenda to cover with in excess of 

400 pages which may offer some potential for refinement. 

• The Board survey, see graph opposite, indicates there is generally a positive consensus that the Board gets the 
right balance between support and challenge, but without a majority ‘strongly agree’ response, there may be 
benefit in a Board development session considering examples of effective scrutiny from other high performing 
Boards.
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Key findings Supporting information and evidence

4.2 Committees of the Board

• The committee structure benchmarks consistently against other similar NHS organisations. Committee annual 
effectiveness reviews and committee terms of reference are generally in line with good practice.

• One notable variation is in relation to the frequency and consistency of meetings of the Quality Governance 
Committee (QGC) and the Performance and Finance Committee (P&FC). The terms of reference provide for a 
minimum of 4 meetings per annum and in practice the committees meet every two to three months. However, 
the frequency is variable, for example the QGC is not due to meet between 7 March 2018 and 13 June 2018 
while the FP&C not due to meet between 23 May 2018 and 5 September 2018. It is not unusual in our 
experience for Performance and Finance Committees to meet on a monthly basis and for quality committees to 
meet at least every other month. Given the quality challenges experienced at the Trust in recent months we 
would have anticipated a closer level of scrutiny from QGC and more regular committee meetings. In our view 
the Trust should consider diarising QGC and P&FC meetings on at least a regular bi-monthly basis.

R12: In line with good practice, the Trust should consider introducing a Board committee schedule 
which allows for the QGC and FP&C to meet on at least a bi-monthly basis.

• We also note a degree of uncertainty in the results of our Board survey regarding the extent to which 
committees take an assurance approach and do not stray into management (see opposite). This point appears 
to relate primarily to ED perceptions with a marked difference between NEDs and EDs. Our observation of the 
May 2018 Audit and P&F committees did not highlight this point as being an issue, although we understand from 
interview feedback that there is a tendency for the QGC to occasionally go into a level of operational detail.

• Our Board survey also highlights that there are mixed views regarding the level of duplication across the Board’s 
committees with a range of NEDs and EDs expressing a level of disagreement that there is no duplication. We 
have not explored this point explicitly in interview but this sentiment may be influenced by the imminent 
introduction of the People & Culture Committee where there may be potential for some overlap with existing 
committees.

• We do not interpret the survey points as being particularly material but it would be sensible for the Trust Board 
development programme to make a provision for a facilitated session looking at effective scrutiny in Board 
Committees and the relationship between Committees.

• We also note a level of inconsistency in ED participation within Board committees and a marked deterioration in 
attendance over the last 12 months. This includes a number of examples of EDs not attending committees 
outside of their immediate portfolios or sending deputies to represent their portfolio. This issue was particularly 
noticeable in relation to HR representation in meetings observed. We also believe it is good practice for more 
regular CEO participation in Board committees than is currently the case.

KLOE 4. Clarity of roles and responsibilities to support good governance (continued)
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Key findings

4.2 Committees of the Board (continued)

• Lastly, our observation of AC, FP&C and review of minutes of the QGC highlight limited and inconsistent participation in Board committees from senior operational 
leaders. Whilst it is important that these committees retain a corporate focus, it is also critical that Board committees provide greater opportunity for NEDs to gain 
oversight of key issues further down the organisation. It is also a good opportunity for senior operational leaders to make closer connections with the Board. This 
objective could be achieved through a rolling-programme of area teams or locality teams presenting current performance and issues at Board committees.

R13: The Board should ensure that ED portfolios are adequately covered in all Board committees and also review mechanisms for Board members to 
gain more direct interaction with senior operational leaders through the committee structure.

Performance and Finance Committee:

• In addition to the general points above, we observed the Performance and Finance Committee on 9 May 2018 and would make the following specific observations:

- There was reasonable ED participation including the DoSD, DoS&S, Acting MD and of course the DoF.  The depth of the DoS&S portfolio enabled the post 

holder to make a significant contribution across various items. A notable absence from the meeting was no representation from the HR Directorate which is a 

significant gap in our view.

- There was limited attendance from NEDs, with only two being present on the day, including one NED who is new to the committee. However, despite being 

new, the individual was able ask some insightful questions in relation to a number of areas including RAG ratings on CIPs, cash payments and the need for 

the committee to look closer at the performance of Patient Transport Services (PTS). 

- Finance reporting was of a basic standard and could have made greater use of graphics and provided more insightful commentary.  Similarly, performance 

reporting was also of a basic standard and was presented independently from the finance report. We understand that an integrated dashboard including KPIs 

and benchmarking is currently under development. We discuss reporting further in KLOE 6.

- We observed a discussion about the role of the committee in using the BAF, relative to other committees, which highlighted a low level of maturity in 

relation to the committee’s use of the BAF. We discuss risk management in more detail in KLOE 5.

See R19 (Risk management)

Audit Committee:

• We also observed the Audit Committee on 9 May 2018 and would make the following specific observations:

- We noted a number of areas of good practice in the documentation supporting the meeting including a comprehensive action tracker and generally good 

quality papers throughout. The meeting also placed high emphasis on risk management with upfront coverage of the BAF which was clearly, concisely and 

professionally presented. The ED perspective principally came from the DoF and the DoS&S whilst the Acting MD observed the meeting. 

- Internal audit provides strong coverage to the meeting with a number of well-presented papers which prompted a good level of debate. This debate led to 

some tensions in the meeting as there was a view from some members that the information had not been fully validated prior to being presented at the 

meeting. Whilst this may be the case, the disagreement brought a healthy level of debate to proceedings which was positive in our view. There was also 

good coverage from counter fraud and we note that External Audit separately met with NEDs following the meeting.

- The Chair of the committee was chairing his first meeting which makes it difficult to comment, although there is likely to be a steep learning curve over the 

next several months and appropriate support will need to be provided. We understand that it was not possible for the new AC Chair to shadow the previous 

AC Chair for a period of time but it may be valuable for the new Chair to seek some coaching from a more experienced Audit Chair as the new AC Chair 

makes this transition. 
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Key findings

4.2 Committees of the Board (continued)

- We note that the meeting agenda was heavily dominated by discussion surrounding a number of corporate functions, including procurement and IT, with 

minimal discussion surrounding operational issues. Furthermore, representation at the meeting was exclusively in relation to corporate services with the 

exception of one operational leader who presented the security plan. Whilst we note a general need to balance the dominance of operations, it is also a key 

area for the Trust and consequently, the new AC Chair may want to consider the need to diversify attendance and agenda at the AC to provide greater 

coverage of the Trust’s activities. This may also include modifying the focus of the internal audit plan.

R14: The Audit Committee Chair should review options for diversifying the focus of the Audit Committee to ensure wider coverage of operational 

activities. 

4.3 Sub-Board level governance

Executive and Senior Leadership Boards:

• The Executive Leadership Board (ELB) is the senior executive decision making body of the Trust and is comprised of all Executive Directors. It meets on a monthly 
basis and is responsible for overseeing all aspects of Trust activities. This meeting is in addition to weekly executive team meetings which are held on a more 
informal basis. Our observation of the March 2018 ELB indicated a professionally run meeting which was well chaired by the CEO and demonstrated good levels of 
cohesion amongst the executive team. It was a useful forum for exchanging a significant amount of important information, although we would have anticipated a 
greater level of rigour and scrutiny in exchanges between EDs than we observed. 

• The Senior Leadership Board is described as a forum for problem-solving, consultation and decision-making. It consists of around twenty senior leaders at Deputy 
Director/Head of Department level and includes representation from all operational and corporate functions from across the organisation. SLB has been in place for 
just over 12 months and is designed to empower senior leaders by delegating some responsibilities for the running of the organisation from EDs. The timing of the 
meeting is scheduled to take place a few days prior to the ELB to ensure that updates can be made to ELB regarding key outputs from SLB. We observed the SLB 
meeting in April 2018 and noted a professionally run meeting which was well chaired and encouraged lots of constructive and intelligent debate across a range of 
topics.  There was at times some confusion over whether items should go to ELB for decision or whether SLB should take the decision.

• Senior leaders interviewed were broadly positive regarding the concept but have noted that there are a number of teething problems, including too many people 
around the table, a number of participants not fully engaging in the forum and the forum generally not operating in a corporate manner. Interviewees also noted 
that operational members have had an overly dominant voice but steps have been taken to change this with a reduction in the number of service delivery 
directorate attendees. We also understand that there is occasionally some ambiguity over what SLB is empowered to do and when ED consultation is required, 
although there is an ED in attendance at each SLB to provide support in this respect. In the light of some of the teething issues, we understand the DoP&C is 
currently running a development programme for the group which aims to address these challenges.

• Overall, we are largely positive regarding this innovative model and recognise the organisational benefits of empowering senor leaders. However, we note a 
number of potential weaknesses in the model which could fundamentally impact its effectiveness if not carefully managed:

- A more typical model is one where there is an extended leadership team including EDs and senior leaders to ensure the appropriate people are in the room 

to take decisions. Whilst the SLB concept has significant merit, the forum will invariably encounter numerous decisions which cannot be overcome without 

ED intervention and support.  Interviewees have given examples of where they were not clear as to whether they could make decisions without ED input as 

well as examples of where decisions had already been taken by EDs prior to the meeting. In our view, the forum would be more effective if it was clearer 

what the actual decision making responsibility of SLB was. We believe the emphasis should be on problem-solving and consultancy and that it should be 

primarily supporting decision-making at ELB. In this capacity we would see SLB as sitting alongside ELB rather than being a formal level in the governance 

structure below ELB.
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4.2 Committees of the Board (continued)

- The role of SLB is also blurred in relation to decision-making responsibilities relating to other key forums such as OPID/SSDG and Clinical Leaders Board and 

in our view greater clarity is required in this respect. We believe this is particularly important in the context of OPID/SSDG as we note greater enthusiasm 

for SLB from heads of corporate services than from Deputy Directors of Service Delivery, who do not appear to be fully bought into the concept.

- The forum is used as an information sharing forum which allows a multi-disciplinary discussion to consider interdependencies. It is not set-up to hold any 

directorates to account for delivery of performance. Similarly, ELB does not hold SLB to account for operational delivery as the SLB Chair merely provides an 

update to ELB. However, it is the key governance layer between ELB and the directorates and there is no direct holding to account between ELB and 

directorates. Rather, this is largely done through individual executive portfolios without fully considering interdependencies and is likely to have exacerbated 

silo working. We understand that Performance Review Meetings between the Executive team and directorates have previously existed and that there have 

been recent attempts to reintroduce this format, albeit at the sector rather than directorate level.

• Overall, we are supportive of the concept of SLB but believe there is scope for greater clarification in relation to its responsibilities relative to ELB and other key 
forums such as OPID/SSDG. In particular, our view is that a more effective solution would be for SLB to work alongside ELB with a focus on problem-solving and 
consultancy as opposed to being a formal layer of governance below ELB. In addition, there is a need to introduce a more formal. multi-disciplinary performance 
review mechanism between the executive team and the directorate. 

R15: The CEO should consider modifying the terms of reference of SLB to focus on problem-solving and consultancy and clarify decision-making 

responsibility relative to ELB and key management forums including OPID/SSDG and Clinical Leaders Board.  

R16: The CEO should consider the introduction of more formal multi-disciplinary Performance Review Meetings between the Executive team and 

directorates to improve accountability and promote integrated working.

SSD/OPID/LDG

• As part of our review, we observed SSDG, OPID and the West area Local Delivery Group (LDG) meetings, which represent the three senior layers of governance 
within the service delivery structure. SSDG is chaired by the Director of Service Delivery, OPID includes representatives from both the East and West area teams 
and LDG is held at the area team level. We also understand that each sector team have management meetings within their own patch. 

• These meetings are comprehensive in nature, include significant representation from service delivery leads, are held on a regular basis (weekly for SSDG/OPID 
and bi-weekly for LDG), and are serviced with a range of high quality information capturing operational performance to a granular level. Overall, they provide 
comprehensive coverage of operational performance.

• However, we make a number of general observations in relation to the forums:

- The forums are designed as service delivery directorate meetings as opposed to multi-disciplinary operational groups and as such the service delivery 

agenda dominates the meetings. Our observation is that other directorates are not adequately and consistently represented at these meetings and the 

agendas could be more diverse in terms of the range of topics discussed. For example, we noted no HR representation at SSDG, OPID or LDG and no clinical 

governance representation at LDG. In addition, other directorates represented in meetings were often relatively junior and did not make significant 

contributions to debate.

- The observed meetings avoided any challenging discussions and were used mainly for information sharing forums. We did not observe any examples of 

holding to account of sector teams or area teams in any of the observed meetings.
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Key findings Supporting information and evidence

4.2 Committees of the Board (continued)

- The volume of meetings and number of attendees is disproportionate to those held in other directorates 

and we would question whether the organisation is using its senior resource in the most efficient manner.

• Overall, we believe there is scope for significantly streamlining the governance structure around service delivery 
directorate meetings, introducing a more multi-disciplinary approach to the forums and enhancing the level of 
scrutiny and accountability at the area and sector team level. Interestingly, while the staff survey is very 
positive regarding clarity of roles and responsibilities, conversely results are heavily skewed towards strongly 
disagreeing or disagreeing that staff at all levels are held to account for poor performance and behaviours (see 
results opposite).

R17: The Board should consider scope for streamlining the approach taken to SSDG, OPID and LDGs to 
promote increased multi-disciplinary working at the operational level and to enhance the level of 
accountability and rigour applied to performance management.

Service delivery restructure

• Following a prolonged period where there have been a number of individuals in interim posts across the service 
delivery leadership structure, the DoSD is in the process of consulting on a new operational structure aimed at 
providing stability in substantive post holders, optimising the service delivery structure and promoting greater 
levels of consistency and accountability across the organisation. Whilst this initiative is creating a level of 
uncertainty for a range of senior leaders, there is a consensus that it is imperative that the issue is tackled as a 
number of professionals have been in an interim post for a significant period of time. We would concur with this 
view.

• We have however been made aware of a high level of inconsistency in practices and structures across the 
organisation in relation to corporate support services, with interviewees reporting a number of hangovers from 
legacy ambulance trusts which have not been addressed. This includes reports of corporate services being 
depleted in recent years with resource disparity as well as a fragmented structure in term how teams are 
operating across different areas. 

• The operational restructure is primarily focused on the service delivery directorate with corporate services 
having to reorganise subsequently. Whilst we recognise the central nature of the service delivery directorate, a 
more cohesive, inclusive approach would have been to tackle this exercise as an organisational restructure as 
opposed to a service delivery restructure. The way in which it has been designed highlights the silo approach 
that exists across the organisation. 

• We recognise the imperative to deliver on the service delivery restructure and that there is not an option to 
pause activities. However, we do think that the operating model and leadership structure should be more 
proactively considered as part of an ongoing consultation.

R18: The Board should consider the need to widen the current service delivery restructuring process to 
more proactively consider the future operating model for corporate services and the leadership model 
which would encourage more multi-disciplinary working.
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Key findings Supporting information and evidence

5.1 Risk management

• We note a proactive approach to risk management at the Trust with significant work undertaken in recent years 
to improve various aspects such as the Risk Management Strategy (RMS), BAF, Corporate Risk Register (CRR) 
and a general culture towards reporting risk. The Head of Portfolio Office has been pivotal in driving this agenda 
as previous Head of Risk Management and retains responsibility within the current portfolio. An internal audit 
report in January 2017 conducted a Risk Maturity Audit which identified that further work was required to 
ensure that risk management was embedded within the business as usual processes across the organisation. As 
a result, a number of actions were undertaken including a review of the 4Risk software system and a reduction 
in the volume of risk registers; the establishment of an SLB risk register; two Board risk management 
workshops and two SLB risk management workshops; and amendments of job roles to allow for further resource 
to support risk management.

• The Trust brought a refreshed RMS to the March 2018 Board meeting. This strategy follows many areas of good 
practice and clearly sets out the Trust approach to risk management, including individual and collective 
responsibilities at various levels of the organisation.

The Board Assurance Framework (BAF):

• Risk features prominently on the Board agenda with the BAF taking high priority on the agenda in the Board and 
committee meetings observed. Our Board Survey was also largely positively regarding the culture of risk 
management in terms of the articulation of risks and assurance regarding the processed in place to identify and 
control risks (see opposite).

• The BAF follows a standard format and is presented in a professional manner. It includes the clear articulation 
and scoring of risks as well as a detailed outline of mitigations, ownership, due dates and post mitigation scoring 
and target dates. It is covered fully in Board meetings with portfolio specific risks delegated to the relevant 
committee for consideration.

KLOE 5. Management of risks, issues and performance

Executive Summary:

• We have observed some areas of good practice in relation to risk management practices at the Trust and note a level of momentum in relation to a refresh of the 
Risk Management Strategy, prioritisation of the BAF in Board and committees, and the embedding of risk registers across the organisation. This process is clearly 
ongoing and there is scope for improvement in a number of areas including more effective consideration of strategic and operational risks at Board and committees, 
and more consistent and comprehensive consideration of the risk register at key service delivery meetings including OPID, SSDG and local service meetings. 

• There is a lack of awareness amongst staff regarding the process for assessing the quality impact of cost improvement initiatives and the Trust does not routinely 
conduct post implementation reviews. 

• We note a comprehensive and proactive approach from internal audit which brings challenge and value to the Trust, although there is potential for committee 
members to embrace that challenge in a more positive manner as they did appear somewhat defensive in the observed Audit Committee.

• We have reviewed corporate governance surrounding winter planning in term of preparation and escalation. We found evidence of a heavy focus on planning, 
forecasting and delivery through the weekly operational leadership meetings. In addition there was evidence of strong co-ordination across the localities through the 
Regional Coordination Centre. However, we also note a number of areas for improvement, including scope for a more consolidated approach to presenting the 
various plans; more timely preparation of plans; more formal Board oversight of plans; formally conducting a QIA for winter plans; and improved executive visibility 
and availability during long periods of sustained pressure.
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Key findings Supporting information and evidence

5.1 Risk management (continued)

• Our observation of the P&FC highlighted low levels of maturity in relation to the effective use of the BAF to 
manage strategic risks. Specifically, there appeared to be a level of confusion over the role of the committee in 
reviewing the risks relative to other committees. We also note that there was insufficient focus on the mitigating 
actions and action dates as well as a lack of clarity regarding the correct approach towards conducting deep-
dives into individual risks. The information was present in our view but some further development is required to 
enable NEDs to use the information more effectively. We did not observe a QGC meeting but understand that 
this meeting does conduct deep dives into individual risks.  The Board survey reflected greater clarity in relation 
to the role of the Board and committees in the management of risks than we observed in practice (see 
opposite). 

R19: The Chair should make provision for further Board development in relation to the effective use of 
the BAF at Board and Board committees.

Corporate Risk Management 

• The Trust has placed significant effort on embedding risk management across the organisation, including the 
roll-out of the 4Risk software system for the documentation of risk. The expectation is that teams and 
directorates are responsible for reviewing their risk registers on at least a monthly basis to ensure they are an 
accurate reflection of the relevant risks. Furthermore, expectations regarding roles and responsibilities are 
described in the RMS. There is also extensive training provided in relation to risk management including during 
the induction programme and on an ongoing basis and annual mandatory training.

• Our service visits and interviews also highlighted good awareness amongst staff regarding knowledge of how to 
report risks and we were made aware of examples of learning from risks being shared locally. Similarly, the staff 
survey indicated good levels of awareness in relation to the identification and reporting of risks (see opposite).

• However, a notable feature of our service visits was that teams reported not having regular team meetings and 
as such it is difficult to see how risks are reviewed collectively under a formal governance structure. We also 
note that whilst the risk register did feature in the observed LDG and OPID meetings, the review was minimal 
and there was potential in our opinion for risk to have played a more material role in the meetings. Overall, 
whilst a comprehensive framework has been put in place there is still further work to be done in terms of 
ensuring consistent and through coverage of risk registers in all key operational forums.

R20: The Trust should consider mechanisms available to encourage more consistent and comprehensive 
consideration of the risk register at key service delivery meetings including OPID, SSDG and local 
service meetings.

KLOE 5. Management of risks, issues and performance (continued)
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Key findings Supporting information and evidence

5.1 Risk management (continued)

• We also note that principle risks are managed via the SLB which has a specific risk register on 4Risk. There have 
also been a number of risk workshops held with SLB to facilitate improved risk management by the forum. In 
addition, other core sub-groups such as the Clinical Quality and Safety Group have risk management as a 
specific agenda item on their agendas. However, we are not aware of the top risks from SLB being formally 
escalated to the Board or committees. Whilst we recognise the need for the Board to take a more strategic 
approach through the BAF, it is also good practice for the Board and committees to also formally consider the 
top corporate risks coming through the risk register. We also observed a need for greater clarity for NEDs 
regarding the differences between the BAF and the corporate risk register and how they should align at Board 
level.

R21: The Board should review top corporate risks at Board and committee level and there should be 
regular deep-dives into the issues and mitigations in place. 

5.2 Performance review

• We consider performance management reviews as part of our sub-Board governance review under KLOE 4 
above.

5.3 CIP/Quality Impact Assessments

• The Trust has a process in place for the Quality Impact Assessment (QIA) of Cost Improvement Programmes 
(CIPs) which includes an analysis of associated risks against key quality and safety domains, including patient 
experience, injury and delays. We have been informed that the QIA is reviewed for each CIP by the Consultant 
Paramedic and signed off by the MD and DoCQ. 

• However, our staff survey highlights low levels of confidence in relation to there being a clear process for 
assessing the potential impact on quality. Furthermore, the majority of staff surveyed indicated that they had 
not been asked for their views on the quality impact of a cost saving initiative (see opposite). The Board survey 
indicates a higher level of confidence in relation to a clear mechanism being in place but clearly there is a 
misalignment in awareness between the Board and staff indicating further work is required to raise awareness 
amongst staff. 

• In addition, we are not aware of the QGC conducting ongoing monitoring of quality metrics against CIPs or post-
implementation reviews to assess the impact of any changes after the CIP has been implemented. Overall, it 
appears there is potential for a more comprehensive and embedded approach to the QIA of cost improvement 
initiatives. 

R22: The Trust should seek to raise staff awareness of the process for quality impact assessments and 
also consider introducing ongoing monitoring of quality metrics against cost improvements and post-
implementation reviews.

KLOE 5. Management of risks, issues and performance (continued)
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5.4 Internal Audit

• The Trust has a comprehensive Internal Audit plan which covered a range of areas in 2017/18 including operational performance, complaints and incidents, clinical 
audit processes, corporate governance, recruitment and retention procurement, budgetary controls, IT and project management. We also observed effective 
contributions from the IA team at the May 2018 AC as discussed in KLOE 4 and noted a positive and healthy level of challenge and debate.

• We note that most areas are rated substantial or moderate assurance from a design perspective but a number are rated as limited assurance from an operational 
effectiveness perspective. Limited assurance was presented in relation to complaints & incidents, recruitment & retention, cyber security, procurement and project 
management. 

• The 2018/19 plan will include safeguarding, health & safety, patient safety and CQC compliance amongst others.

• Overall, the Internal Audit function compares well with other organisations we work with in terms of its comprehensiveness, quality of reporting and level of 
scrutiny. We did note a level of tension in the observed meeting however, with some EDs coming across as marginally defensive at times. In our view this level of 
challenge is highly constructive and helpful to the Trust and should be embraced in a more positive manner.

5.5 Winter planning - preparation and escalation

As part of our review, we have considered corporate governance surrounding the winter planning, in terms of both preparation and escalation. We outline below our 
key observations in relation to a number of key strategic areas.

Board oversight

• The Board was briefed regarding arrangements for the Winter Plan at a Board meeting held on 29 November 2017 but only as a verbal update under the CEO’s 
report. The Director of Service Delivery also provided us with a summary of his verbal report which identifies a significant capacity gap. 

• The Trust submitted the Winter Plan to NHS Improvement, as requested, in November 2017. We are not aware of NHSI raising any issues or challenges in relation 
to the plan. Whilst NHS Trusts have been required to take their Winter Plans to their Boards for assurance in recent years, there was no such formal requirement 
for 2017/18. However, it should be considered as good governance to do so as this is a period of higher risk to patients.

• For 2018/19, it is therefore recommended that the Board receives sight of the Trust’s Winter Plan several weeks prior to implementation. The Board should seek 
assurance that the Trust has prepared appropriately and mitigated capacity and patient safety risks and that risks relating to the wider health care system such as 
hospital handover delays have been appropriately escalated.

• A decision was taken to run at Surge Level Red as defined within the Surge Plan over the Festive period. This significance of this decision should have been flagged 
more clearly and picked up as a risk by the Board, NHSE, NHSI, and the wider health care system. 

R23: The Board cycle of business should include a timely annual consideration of the Winter Plan and REAP. The Trust should also consider 
developing a Safer Staffing report to be received by the Board to provide assurance regarding capacity levels during peak periods.

KLOE 5. Management of risks, issues and performance (continued)
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5.5 Winter planning - preparation and escalation (continued)

Planning and forecasting

• We found evidence of a strong focus on planning, forecasting and delivery through the weekly operational leadership meetings and good dissemination of 
information across the operational geography. However, we also note scope for improvements including:

• There were multiple plans (e.g. winter, surge, festive and REAP plans) which caused confusion amongst operational staff.

• The Trust was forecasting increased levels of pressure but according to a range of interviewees under-estimated the level of hospital delays due to an assumption 
that the handover letter issued by NHS Improvement and NHS England would result in a significant reduction in handover delays.

• There was an over reliance on the internal Surge Plan, with less focus on the REAP.  This may have been due to the national timing of the implementation of ARP 
and the REAP nationally not keeping pace with the changes.

• The Winter Plan was finalised at the end of November 2017 and disseminated in early December 2017. In our view, this was too late to be appropriately 
communicated and understood.  In addition, the Festive Plan was only ratified on 22 December 2017, although the document states that it was applicable from 15 
December through to 9 January 2018.

• We understand from staff feedback that the Winter Plan was operationally-led with limited opportunities for staff from other corporate departments to be involved 
in its development.

• It is not clear whether the plans went through a Quality Impact Assessment process either within the Trust or by oversight bodies. In particular, the decision to 
operate at surge level red within the Surge Plan over the festive period should have been submitted to this process.

• In our view, the Trust was slow in raising its REAP level. An integrated plan would have ensured that REAP levels reflected systems pressures in a more timely 
way.

• It is noted that the Executive Team had pre-authorised the decision to move to REAP 4. Pre-authorisation should not be a necessary requirement if an effective on-
call structure is in place. The need for pre-authorisation can hinder agile and dynamic decision-making in rapidly changing circumstances. 

• There was a known shortfall in ambulance capacity but sufficient funding was not available to procure the required capacity from private ambulance providers. 

R24: The Board should consider integrating the various escalation plans to ensure there is greater clarity over escalation levels and actions that will 
impact on managing demand. These plans should undergo a Quality Impact Assessment to highlight risks and mitigating actions and be 
disseminated on a more timely basis to staff. Also ensure that the decision to increase the REAP level can be taken without the need for pre-
authorisation from the executive team.

Impact of the Ambulance Response Programme

• The Trust was one of the last Trusts to move to ARP, as part of the planned national roll-out, at the end of October 2017. This resulted in limited time for making 
the changes required for ARP implementation prior to the commencement of winter. The situation was exacerbated by a number of factors including that capacity 
pressures were already being experienced in October 2017 and EoE has a proportionately high number of RRVs for patient safety reasons. There was evidence 
available from the pilot sites that performance would be impacted negatively by a high proportion of RRVs and it is recognised that a period of time will be required 
for Trusts to make the transition.

• ARP standards also require substantial changes to reporting requirements and staff have commented that one of the issues they encountered was problems with 
activity and performance reporting, which negatively impacted on their confidence in the accuracy of forecasting and planning.

KLOE 5. Management of risks, issues and performance (continued)
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5.5 Winter planning - preparation and escalation (continued)

Executive coordination

• There was evidence of strong co-ordination across the localities through the Regional Coordination Centre. For example, senior staff and Strategic Commanders 
reported good support from the EDs, and whilst there was no executive on call rota, we were informed that there was good access to the CEO, DoSD, MD and 
other clinical leaders. Staff also reported good levels of clinical staffing within the Clinical hub with an establishment of 79 WTEs

• Whilst an appropriate command structure was in place, staff commented that there was not an executive on-call arrangement in place. They went on to comment 
that they believed hospitals may have actioned their requests to address Handover Delays more rapidly, had on-call executives been formally involved in those 
discussions. The Hospital Handover guidance requires executive to executive discussion. It is understood that a formal executive on call rota has now been 
implemented and the National Ambulance Resilience Unit has issued advice to all NHS Ambulance Trusts which will improve consistency. More widely, some staff 
commented on the lack of Board visibility over a prolonged and pressured period.

• Comments from the Trust suggest that escalations made to the NHSE winter rooms regarding Handover Delays did not receive a timely response and that the 
system response could have been more effective. We have not interviewed NSHE as part of this review but believe that this point was recognised in the January 
2018 Risk Summit.

KLOE 5. Management of risks, issues and performance (continued)
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6.1 Performance information and reporting

• Performance and quality information forms a significant part of Board and Committee agendas, with Board-level 
reporting also supported by escalation reporting from each of the core committees. Performance reporting at 
Board is constructed around a detailed Integrated Performance Report (IPR), which includes a number of 
sections providing performance against various metrics for workforce, quality, finance, operational performance 
and strategic change. Separate, and more detailed reports are received by the main committees, including a 
quality report to the QGC and finance and operational reports to P&FC.

• Interviewees presented mixed feedback in relation to the quality and level of reporting at Board and Committee 
level. Some Board members commented that the Board needs to do more work to define what information it 
requires, with a sense that current reporting can at times, be of low quality and lack an evidence base. 

• The over-arching feedback above is supported by the results of our Board survey which expresses a degree of 
uncertainty in relation to performance information (see opposite). Interestingly, the more negative views were 
expressed by EDs.

• We reviewed the IPR, finance, quality and operational reports and would draw out a number of common 
development themes across reporting:

- The data presented is generally factual in nature and the narrative does not always provide interpretation 

of the data to enable clear articulation of the ‘So What?'  factor underlying the commentary and data.

- The analysis is broadly backward looking in nature and there is limited commentary in relation to 

articulating the key risks and the mitigating actions going forward.

KLOE 6. Information

Executive Summary:

• We have observed some areas of good practice in performance reporting, particularly in relation to the presentation of quality related information to the QGC and 
operational performance reporting at OPID and LDG. However, there is significant scope for further improvements to the suite of performance reports at Board and 
committee level. Specifically, reports do not always make full use of executive summaries and summary dashboards; there are material inconsistencies across 
reports, and within reports, in terms of the use of graphics, style of commentary, use of sign posting and level of detail included; the ‘so what’ is not always clear 
from reports; and there is insufficient focus on the articulation of risks and mitigating actions.

• IT infrastructure and information are recognised areas of concern for the Trust, and whilst work is underway to develop a new data warehouse and improved 
business intelligence function, greater pace and momentum is required from the Board to drive this agenda. The plan should also be captured in a detailed digital 
strategy setting-out the roadmap for change. There are also conflicting views regarding the quality of information used in Board reporting which is driving low levels 
of confidence amongst some Board members.

• The Trust has a formal process for dealing with FOI requests which follows many areas of good practice, although there is scope for improvements. Specifically,  
30% of responses are outside of the 20 day response requirement, and an extra layer of independent scrutiny to internal reviews may enhance the integrity of the 
process. We also note that 21% of requests receive no response and whilst the reasons may be entirely appropriate, we are of the view that it would be good 
practice for the Board to conduct a deep-dive into the reasons for these non-responses to gain additional levels of assurance over the robustness of the process.
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6.1 Performance information and reporting (continued)

- Reports make limited use of dashboard summaries and do not consistently include up-front dashboard or summary reports in relation to the key domains. This 
makes interpretation of the data challenging and better signposting would help the reader understanding. We are aware that work is being done to develop 
integrated dashboards to be used at various levels of the organisation.

- There are inconsistencies in presentation styles across reports, and within reports, and there could be a more consistent and effective use of graphic and 
visualisation techniques to present trends and variances.

• We also identified a number of specific strengths and development areas in relation to these reports which we outline below.

Integrated Performance Report

• The Board receives the IPR at each bi-monthly meeting and includes a range of good practice, including: 

- The report is clearly structured on the basis of leadership and improvement; quality of care; finance and use of resources; operational performance, and 
strategic change. This includes clearly signposted sections for each of these areas which are easy to navigate when reviewing the report.

- A number of the sections make good use of visualisation techniques to present a summary of current performance relative to targets and performance is 
tracked over time.

- The report includes a RAG rated approach to monitoring performance in relation to CQC actions and for each of the Transformation Programme Boards.

- The report captures detailed analysis in relation to a range of clinical areas, such as cardiac arrests, STEMI and stroke. This includes detailed commentary in 
relation to key actions being taken in relation to particular issues.

• We also note certain areas where the IPR could be developed:

- The presentation across domains is inconsistent, with varied use of graphics, data and a supporting narrative. For example, the clinical section is very detailed, 
including comprehensive analysis and actions whereas the quality and finance sections present the data with very little interpretation or forward actions. 
Furthermore, the presentation style is of low quality in a number of areas with poor legibility due to font sizes.

Financial reporting

• A more detailed Finance Report is presented to the P&FC. We have reviewed recent Finance Reports, noting the following good practice:

- Consistent reporting of in-month and year-to-date performance, with information included across the expected areas of income, pay, non-pay, efficiency 
savings and cash.

- The report uses a blend of analysis, graphics and supporting narrative, which includes a range of trend reporting across the financial year.

- The report presents key messages which facilitates the reader’s understanding. It also highlights areas of risk to the delivery of the financial plan for the year, 
including upside and downside analysis, as well as RAG ratings in relation to CIP schemes.

• We note the following areas for continued improvement: 

- The report could provide much greater analysis in relation to the forecast position, including I&E and cash flow. In addition, the report makes little reference to 
the underlying trading position and could more clearly articulate the recurrent versus non-recurrent position. It could also make better use of variance analysis 
using bridges.

- Whilst the report does contain information on savings schemes, this could be improved through inclusion of the anticipated savings pipeline and reference to 
any key actions being taken at directorate level to progress delivery or identification.

- In some cases, information is included at directorate level. This could be more-consistently used across financial KPIs, in order to provide more granular insight 
into hotspot areas in need of attention or mitigation.

KLOE 6. Information (continued)
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6.1 Performance information and reporting (continued)

Quality reporting

• The QGC receives a Quality Report, which is also supported by a clinical performance dashboard.  We have reviewed both reports as part of this process, noting 
the following good practice: 

- The Quality Report provides comprehensive coverage across a range of areas including: safety; infections prevention and control; patient experience, clinical 
audit, medicines management and safeguarding, amongst others.  This is complemented by the clinical performance dashboard which provides more detail in 
relation to various areas including cardiac arrests, PCI, STEMI and stroke. In combination, the information provides a significant degree of oversight to QGC 
members.

- The report combines graphics with commentary to provide a good blend of information. Furthermore, the commentary is insightful, links to the data and draws 
out themes and learnings. 

- The analysis is granular which allows the reader to gain insight into specific elements of the analysis. For example, specific analysis in relation to individual SIs 
including an analysis of harm and stage of care; and quality assurance audits relating to individual sectors.

• We have identified a number of areas where there is scope for further improvement: 

- The report is overly detailed in our view for a Board committee level report and could be presented in a more concise and exception-based manner which would 
provide greater focus to facilitate discussion. This point is particularly important given our commentary in KLOE 4 regarding reports that the QGC discussion 
gets into excessive detail at times.

- There is significant variation in the style of reporting across the individual sections and there is scope for greater standardisation in relation to style of 
presentation, degree of commentary and general level of granular detail presented.

Operational reporting

• The Operational Report is presented to the P&FC at each meeting. We have reviewed a selection of these reports and note the following areas of good practice: 

- The report provides good coverage of a range of areas including response times, demand levels, hospital handovers, staffing issues and updates from discrete 
areas including PTS, CFRs and special operations. It also includes a list of key objectives for the service delivery directorate, as key risks for the year and 
commentary in relation to operational planning.

- The narrative provides additional context around individual performance metrics which aids the reader. For example, in relation to ARP and hospital handovers.

• A number of the common development themes discussed at the beginning of this section are relevant to the operational report.

• As discussed in KLOE 4 above, we observed SSDG, OPID and LDG meetings as part of this review. The operational performance data provided for these meetings 
was comprehensive and of a good standard which allowed the meetings to focus on a range of operational metrics down to the locality meetings. We also noted a 
newly designed performance report which was presented at the OPID meeting observed.

R25: The Board should review reporting in light of the various improvement findings referenced under KLOE 6.

KLOE 6. Information (continued)
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6.2 Information technology

• Interviews have recognised the need to upgrade aspects of the Trust’s IT infrastructure, including the 
development of a new data warehouse which integrated more effectively with other systems used at the Trust 
including the CAD. Furthermore, it is acknowledged that the information department needs to modernise to 
perform a business intelligence function as the data produced at present lacks a degree of sophistication. We 
note from the May 2018 P&FC that there are plans to embark on a Business Intelligence Redesign Programme, 
with support from an external consultant.

• The Trust does not currently have a digital strategy and interviewees recognise the need to capture plans 
formally. We understand that the key obstacle to progressing the digital strategy, the new data warehouse, and 
business intelligence is due to resource constraints and recruitment challenges. We note from our Board Survey 
that members are generally aware of these challenges (see opposite) but the digital strategy and associated 
activities needs to be given greater priority from the Board. 

R26: The Board should place greater priority on the digital strategy and increase the pace and 
momentum surrounding improvements to the IT infrastructure and informatics.

6.3 Data quality

• The Trust runs an Information Management Group which is chaired by the DoS&S. This group reports into SLB. 
The Trust has recently updated its data quality policy, having approval from ELB and SLB. A paper outlining the 
Trust’s approach to assuring data quality was also presented to the January 2018 P&FC. A number of EDs have 
also pointed out that they have confidence in the quality of data used to produce performance reports.

• However, despite these assurances, the Board survey indicates low levels of confidence in relation to the quality 
of data used in Board reporting. It is unclear from interviews whether this low level of confidence in data quality 
is influenced by fundamental concerns regarding the quality of source data or whether it is linked to weaknesses 
in the quality of Board reporting itself. It would be beneficial to facilitate a Board seminar on Data Quality to 
ascertain where the source of the concerns lies.

R27: The Board should consider a facilitated session on Data Quality to understand the drivers 
surrounding low levels of confidence in relation to the quality of data used in Board reporting.

6.4 Freedom of Information requests

• Freedom of Information (FOI) requests are handled by the information governance team. This team is led by an 
information governance manager and two FOI officers. The FOI officers have additional responsibilities for 
corporate records and clinical records, respectively. The information governance manager reports into the 
compliance and standards team which is included within the DoCQ portfolio. The DoCQ has overall responsibility 
for managing the handling of FOIs on behalf of the Board. The Trust approach to handling FOI requests is clearly 
set-out in the Freedom of Information policy which was last updated in November 2016 and is due for a refresh 
in November 2018.

KLOE 6. Information (continued)
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6.4 FOI requests (continued)

• The Trust has a standard process for dealing with requests which includes assigning the request to one of the FOI officers; logging on the Datix system; requesting 
information from the relevant department (10 days allowed); signing-off from the relevant ED; sending the information out; and finally closing off on Datix. Our 
understanding is that around 30% of requests received are responded to outside of the 20 day timeline set by the Information Commission. We have been 
informed that the main reason for delays is that not all departments are able to provide the information within the 10 day period due to competing priorities.

• In terms of volume, the Trust receives approximately 60 FOI requests per month, with a total of 833 received during the 16 month period from January 2017 
through to April 2018. Of the 833 FOIs received during this period, 61% received a full response, 17% a partial response and 21% no response. Our 
understanding is that the partial responses are principally due to the full information requested not being available while those requests receiving no response are 
either due to the data not being available or the information not being released due to various criteria set out in the FOI policy. This includes where the cost of 
compliance exceeds an 18 hour limit; where a fees notice has been issued but remains unpaid after 3 months; where a request is vexatious or repeated; and 
where a range of exemptions are applied (as set-out in Appendix B of the FOI Policy). We do not have a breakdown of the exemptions applied across the 21% of 
responses where no response was received but would suggest that a paper is prepared for the Board which reviews the reasons for no responses. This could be 
supported by a Board seminar covering deep-dives into the appropriateness of some of the exemptions applied.

• The party making the FOI request has the option to request an internal review if they are not content with the response. Only 6% of requests received over the 
last 16 months resulted in an internal review. We understand that internal reviews are completed by the FOI officer who did not action the original request to 
provide a fresh perspective. This is a recent change in approach as the Information Governance manager previously conducted the internal reviews but this is no 
longer feasible given the volume and increasing complexity of cases. The final course of action, if not happy with the outcome of the internal review, is to refer to 
the ICO. 

• Whilst we have no concerns regarding the objectivity of the second FOI reviewer in conducting an internal review, we are of the view that the process would 
benefit from an enhanced level of objectivity as the original review and internal review are conducted within the information team without independent scrutiny. 
This independent scrutiny could be achieved through a number of mechanisms, including the sampling of some responses by a senior manager or ED from a 
different department or engaging internal audit to conduct periodic spot-checks of samples.

R28: The Audit Committee should monitor FOI requests on a regular basis to understand the reasons for information not being provided, including a 
deep-dive into a selection of cases. The Trust should also consider mechanisms for improving the timeliness of FOI responses and for introducing a 
more independent perspective to internal reviews.

KLOE 6. Information (continued)
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7.1 Staff engagement

• The Trust has developed an employee engagement strategy for 2017 – 2020. This has been developed from a range of sources including a cultural audit, the NHS 
staff survey and CQC inspection results. The engagement strategy is specifically designed to align with the Trust’s leadership strategy as well as the well-being 
strategy. 

• We note the following good practice in relation to staff engagement:

- Engagement through a range of activities and styles, such as: ‘Your Voice’, a staff forum for ideas to be heard; the introduction of staff awards based on 
organisational values; Board question time, where we observed a forum for staff to be able to ask questions directly of the Board; and weekly ‘need to know’ 
communications with information from the CEO or other member of the leadership team. 

- The commissioning of a cultural audit which involved staff focus groups and a steering group to guide recommendations, leading to the leadership charter, 
leadership strategy and well-being strategy.

- Board members undertake ‘ride outs’ or ‘station visits’ to get first-hand experience from staff in the organisation. 

- The results of the latest national staff survey were positive in relation to the percentage of staff experiencing discrimination at work, staff being satisfied with 
opportunities for flexible working, and the percentage of staff working extra hours (which is in line with the national average for ambulance trusts).

- Reports from service visits and staff focus groups also suggested that staff appraisals, while mixed, can be linked with clear staff benefits. Some staff reported 
being well supported to do training, being sponsored to pursue qualifications (both internal and external) and being given leadership training in line with the 
leadership development strategy. Additionally, these activities have been linked with promotions in some cases. 

• Whilst we note a number of elements of good practice, we have also identified scope for development in relation to staff engagement. Specifically, we noted that: 

- The results of the 2017 national staff survey show that staff engagement scores are worse on average (3.37/5.00) when compared to trusts of a similar type 
and the average has decreased since 2016 (3.41/5.00). Feedback from focus groups replicate this and staff morale was low. National staff survey key findings 
include support from immediate managers as low, recognition of value by managers as low and although the percentage of staff having an appraisal over the 
previous 12 months has improved from the previous year, the quality of appraisals is rated as one of the Trust’s lowest indicators, suggesting that more people 
are having poor quality appraisals.

KLOE 7. Stakeholder engagement

Executive Summary

• As discussed in KLOE 3, the Trust is going through a transitional phase towards a more empowered workforce and there are many encouraging steps being taken to 
increase staff engagement and well-being. However, there are many instances of low morale throughout the workforce and it is important that staff engagement 
remains at the forefront of the Trust’s plans; that communication between staff and the Trust’s leaders is open and honest; and that staff are continually informed, 
having the opportunity to be involved in plans that affect them as well as input to the Trust’s plan. Immediate areas of improvement include: a refresh of the Trust 
engagement strategy with a comprehensive consultation process where all staff are given the opportunity to contribute, and; a review of current actions being taken 
to improve the rate, quality and effectiveness of the appraisal process to ensure it is understood and effective for all staff. 

• The Trust has demonstrated many areas of good practice in relation to patient engagement and this an area of strength in our view.

• We have engaged with a broad range of external stakeholders as part of this review and feedback has generally been positive regarding engagement with the CEO, 
Chair and sector leaders. We note however that there is scope for more active engagement between the CEO and peers at provider organisations, although again 
acknowledge the logistical challenges of covering such a large region. In addition, there is potential for improved external engagement and profile for other EDs and 
all NEDs. We are also aware of significant ongoing concerns being raised by certain stakeholders regarding a lack of confidence in senior leadership at the Trust. The 
concerns are largely linked to the operational plans discussed under KLOE 5 but we did not find evidence to suggest that events around this period were specifically 
linked to weaknesses in senior leadership at the Trust. We do note however that the ongoing criticism being levelled at Trust senior leadership has impacted on the 
capacity of senior leadership to tackle the various issues outlined in this report and would suggest maintaining an internal focus going forward.
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7.1 Staff engagement (continued)

- Supporting this, feedback from service visits and staff focus groups 
describe mixed feelings in relation to appraisals with some staff not 
having had any appraisals, some staff reporting that appraisals did not 
serve to support them in their role, while others were able to link 
appraisal conversations with opportunities for career development as 
described above. Some staff felt that the quality of the appraisal was 
highly variable based on individual line managers. The results of our 
staff survey indicate widespread dissatisfaction with the appraisal 
process, which is described as a ‘tick-box’ exercise by a number of 
participants. Many respondents have indicated going for several years 
without having appraisals, while others have said that the process has 
not being explicitly linked to meaningful professional development (see 
staff survey results opposite).

- There are mixed reports regarding the visibility of senior leaders and a 
perceived lack of visibility and support in some areas which is 
contributing to low morale.  Many staff who we spoke with reported 
knowing local leaders but were unable to name individual Board 
members or Executives, while some report having not met any in ten 
years.  However, other staff report good visibility of some of the NEDs 
and that the CEO in particular makes an effort to get out to staff. Many 
staff were also sympathetic to the difficulties that the size of the 
operational area presents but felt visibility could still be greater. Our 
staff survey suggests a widely held view amongst staff that there is low 
levels of visibility across the organisation for EDs, NEDs and that 
leaders at every level are not visible. Our survey for example has 
numerous references to low levels of visible and inspirational 
leadership from Duty Locality Officers and Senior Locality Managers.

- Whilst we note the consultation within the cultural audit, a number of 
staff were critical of the nature of communication between the Board 
and the workforce generally, indicating that they often felt in the dark 
regarding how future plans would affect them, or indeed what future 
plans are (as discussed in KLOE 2). Similarly, staff report having little 
input into ongoing consultation or avenues for feedback or initiatives. 
Once again our staff survey expresses strong views from staff in 
relation to poor communication at a number of leadership levels and 
staff have strongly indicated that they are not regularly asked for 
feedback or encouraged to contribute new ideas (see overleaf).

KLOE 7. Stakeholder engagement (continued)
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7.1 Staff engagement (continued)

• Whilst the engagement strategy is well-developed, it has not been updated since the 2016 staff survey results 
and does not address where the Trust is currently. For example, it references that ‘the next NHS staff survey will 
be carried out in autumn of 2017 and work has started on developing an evaluation tool to support the next 
phase of the cultural audit.’ It is clear that elements of the engagement strategy have been actioned, such as 
implementing the leadership development strategy but it would be helpful for the engagement strategy to be 
updated to reflect the current state. 

• See section 3.1 for further detail in relation to organisational culture and staff sentiment.

R29: 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. 

R30: 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.

7.2 Patient engagement

• Patient experience represents a key part of the Trust’s operations and we are aware that the Trust has a patient 
and public involvement and engagement delivery plan, a patient feedback policy and procedure, as well as a 
dedicated patient experience department which deals with all patient advice and liaison service enquiries. The 
patient experience department is also responsible for concerns, compliments or requests for information, as well 
as delivering statistical information to the Board, quality governance committee, ELB, or lead commissioners to 
help inform decision making. 

• We are also aware that the Trust runs a community engagement group which aims to hear and implement 
patient feedback.

• The latest friends and family test shows that on average 95.1% of patients would be likely or extremely likely to 
recommend the service to a friend or relative. Responses are similar for recent months although we note that 
there were individual cases where ‘extremely unlikely’ was reported. 

• The positive patient experience is also reflected in the national staff survey which shows effective use of 
patient/service user feedback as one of the top five ranking scores for the Trust.

• In line with good practice, we note that the Board has introduced a Patient Story at the start of many public 
Board sessions, with these stories positively received and used to frame subsequent Board discussions from a 
patient experience and quality improvement perspective.

• We note that interviewees spoke positively about the work the Trust has done in relation to engaging with 
families and patients who have suffered a bereavement, particularly in relation to sepsis.

• We also received positive feedback regarding the Trust’s involvement with the Patient Transport Service which 
has been going through a particularly difficult period.

KLOE 7. Stakeholder engagement (continued)
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7.3 External stakeholder engagement

• We have engaged with a number of external stakeholders during this process including commissioners, MPs, Health Watch, providers, NHS Improvement, CQC and 
senior leaders from other emergency services. Overall, stakeholders have commented positively on their relationships held with the Trust. In particular, we note 
the following good practice and positive engagement: 

- The CEO has worked hard to establish a good relationship with the Clinical Commissioning Groups and accountable officers. 

- The majority of external stakeholders we spoke with expressed support for the Trust’s leadership and in particular the CEO and Chair, commenting on effective 
working relationships with Executives as well as at operational levels.

- A range of interviewees have commented on positive working relationships with local senior leaders. This was particularly in relation to managing hospital 
handover delays and collaboration between the local hospital and regional sector leads.

- We also note positive feedback regarding the manner in which the Trust responded to challenges with the PTS contract in Bedfordshire & Hertfordshire and in 
particular the proactive and supportive manner in which the Trust assumed the contract from an independent provider towards the end of 2017. 

• There have also been a number of areas for development raised by a small number of external stakeholders, including:

- The CEO has developed good levels of engagement with a range of stakeholders but it has been suggested that there is potential for enhanced levels of 
engagement with CEO peers at provider organisations, particularly in the context of the material handover challenges the Trust has been facing. We recognise 
the challenges of covering the East of England area by the CEO but believe there is benefit in targeting some of these relationships more proactively.

- The majority of EDs and all of the NEDs have very low profile across the patch and there is potential for the external engagement strategy to make provision 
for more opportunities for the Board to gain greater external profile.

• We also note significant concerns have been raised by certain external stakeholders and union representatives regarding the strength of leadership at the Trust, 
and in particular the leadership from the CEO and Chair. We understand that these concerns have existed for a period of time but were exacerbated by events 
surrounding a number of SIs during the festive period which led to a risk summit towards the end of January 2018. Whilst we believe it is appropriate to raise 
concerns over the Trust’s handling of the operations plan during the festive period, as discussed in section 5.5, we did not find evidence to suggest that events 
around this period were specifically linked to weaknesses in senior leadership at the Trust. We do note however that the ongoing criticism being levelled at Trust 
senior leadership has impacted on the capacity of senior leadership to tackle the various issues outlined in this report and would suggest maintaining an internal 
focus going forward. 

R31: The Trust should conduct an external stakeholder mapping exercise, with a view to updating the external engagement plan, so that there is an 
appropriate level of exposure between senior leaders at the Trust and external stakeholders. This should include a plan to promote engagement 
between the CEO and peers in provider organisations, and to raise the profile of other EDs and NEDs across the patch more generally.

KLOE 7. Stakeholder engagement (continued)
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Key findings

8.1 Quality improvement

• The Trust has a number of qualified Quality Improvement (QI) professionals and there are pockets of innovative activities and initiatives within the organisation.  
There are also steps being taken to develop further members of staff with quality improvement training being undertaken with the Advancing Change and 
Transformation (ACT) academy under NHSI as well as a small number of ‘Q’ fellowships. 

• We understand that the former DoN&CQ played a key role in promoting QI across the organisation and we have met with a number of members of staff who have 
expressed a strong desire for the Trust to maintain momentum in this area but expressed concerns that the change in clinical governance leadership may impact 
on its ability to do so. However, our interviews with senior leaders suggest that there is appetite for continuing the roll-out of QI training and methodologies 
across the organisation. Our view is that this is a sensible direction to follow and is in line with practices we are currently observing at other clients. We would 
therefore anticipate QI to form an important component of the evolving Trust corporate, quality and leadership strategies whilst also featuring prominently within 
the Transformation Board

8.2 Learning

• We received a range of positive feedback about the Trust’s approach to learning, including:

- The Trust has made efforts to ensure continuous improvements in the quality of education and training and that risk identification processes are incorporated 
into local improvement plans. The national staff survey shows that a key area of effectiveness for the Trust is its use of patient and service user feedback.

- We are also aware that the Trust is focussed on establishing a culture of learning from mistakes rather a culture of blame. 

• However, we also received feedback regarding the extent to which there are opportunities for shared learning and communication across the Trust and note 
consistent reports of silo working across the different ‘regions’ and localities. Moreover, we understand that a number of teams do not have team meetings, which 
raises questions about how those teams can discuss and learn from incidents or be involved in shared organisational learning. A number of interviewees and staff 
members referenced learning as a key area for improvement.

See R9 (Raising concerns, incidents and complaints)

KLOE 8. Learning, continuous improvement and innovation

Executive Summary:

• The Trust has gained some positive momentum in relation to the roll-out of QI training and methodologies and it is important in our view that the drive of this 
important initiative continues under the leadership of the to-be-appointed DoCQ. We would anticipate QI to form an important component of the emerging corporate 
strategy, which would be in line with current practices we are observing at other clients.

• We note the Trust’s focus on establishing a culture of learning but the absence of regular team meetings across a number of services restricts it ability to do so and 
there is a need for additional mechanisms to achieve this aim (see KLOE 3). This is further impacted by a degree of silo working across localities.

• We have reviewed the Trust’s approach to responding to a number of external reviews and note a structured and detailed approach to the development and 
monitoring of action plans by Board, committees and other senior leadership forums. We do have some concerns though regarding the balance between 
confidentiality and public transparency and are of the opinion that there was scope for greater public disclosure in relation to the findings and action plan in relation 
to the HEE Quality Framework review issued in May 2017.
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Key findings

8.2 Learning from external reviews

• As part of our engagement we were asked specifically to look at the ways which the Trust responded to a number of external reviews. These include a Care Quality 
Commission (CQC) inspection, a Health Education England (HEE) review, an NHS Protect review, and an SSG Health financial improvement programme. We 
consider how the Trust has responded to each of these and progressed actions since the reports were issued: 

CQC

• Care Quality Commission (CQC) performed an announced inspection of the Trust from 4 to 8 April 2016 and an unannounced inspection on 19 April 2016. CQC 
rated the Trust as requiring improvement overall, as well as in every domain other than caring, which was rated as outstanding. CQC also raised issues in a 
number of areas including, but not limited to, skilled and qualified staff, staff support and appraisals, staff training, incident reporting and learning and 
safeguarding.  The report was first considered at the September 2016 Board meeting where the report, and an associated action plan, was presented by the 
DoN&CQ. Subsequent to this, the action plan has been reviewed monthly at SLB and good progress has been made. RAG ratings are reported against actions and 
the Board Summary of the action plan shows all actions are rated as green with the exception of EUC/EOC qualified and skilled staff to provide safe care and 
treatment, which is rated as amber, although recruitment activities are underway. In addition, progress against the CQC action plan has been a standing item at 
the QGC throughout the same period and has featured regularly in Board meetings. We do note however that some issues raised by CQC continue to be issues for 
the Trust as discussed throughout this report but in particular regarding strategy and culture (KLOEs 2 and 3). We would anticipate action plans to be monitored 
and rated against outcomes as well as implementation.

HEE

• The Trust was selected by Health Education England (HEE) to participate in a pilot education & training quality review process known as the Quality Framework. 
This consisted of a self-assessment tool, student survey and meetings held with students, educators and mentors.   The process culminated in a report to the Trust 
on 5 May 2017 from the Postgraduate Dean highlighting a number of significant areas for improvement including, but not limited to: ongoing training and 
development as well as existing knowledge and skills for staff; access to continuous professional feedback; quality of in house training provision; and 
organisational culture regarding raising concerns.

• In response to the concerns raised, the Trust was asked to produce an action plan which covered a range of focus areas. This action plan was subsequently 
presented to the May 2017 private Board meeting and the August 2017 QGC meeting, in addition to being discussed at numerous senior leadership forums. This 
item remained on the agenda for the remainder of 2017 and was prominent in both QGC and private Board meetings. This included reference to the improvement 
plan on the action checklist for private Board and QGC as well as ongoing discussion in relation to progress against the plan. The Trust subsequently implemented 
the majority of the actions and as such the item featured less on the agenda moving into 2018.  Some areas for improvement remain however, including the 
recruitment process, IT issues and some communication issues. The Trust maintains a risk report with associated actions. 

• We do note however that whilst the existence of the report and an action plan were referenced in public Board meetings from as early as May 2017, we are not 
aware of the highlights of the report or the action plan featuring in a meaningful way in public Board meeting and believe it would have met good practice to have 
been more transparent in this regard.

NHS Protect

• The Trust underwent a triggered assessment from NHS Protect in April 2017, arising from a workplace concern in relation to a perceived lack of support and 
preventative action regarding violence and aggression towards staff, with a particular focus on knife crime. The assessment found the Trust to be non-compliant 
for a number of standards including no security management strategy; a lack of a comprehensive risk assessment of security risks, and lone working risk 
assessments not undertaken. 

• An action plan was developed and has been monitored by the Board as well as at SLB, the QGC and the Audit Committee. This included presentation of the action 
plan at the May 2017 private Board meeting and the September 2017 public Board meeting. The latest BAF for May 2018 shows a green RAG rating for the NHS 
Protect action plan, with a note that the tender process is complete for the remaining conflict resolution training. 

KLOE 8. Learning, continuous improvement and innovation (continued)
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Key findings

8.2 Learning from external reviews (continued)

SSG Health

• SSG Health was appointed by the Trust to provide financial improvement support. The appointment was made on the recommendation of NHSI, following direct 
experience gained by SSG Health in the ambulance sector under NHSI’s Financial Improvement Programme (FIP). We understand that the appointment was made 
using a single tender waiver given this specific ambulance sector experience and expertise. The external consultancy completed two phases of work from March 
2017 through to July 2017. The phase one and phase two reports outlined a series of Cost Improvement Programmes (CIP) which have been fully considered by 
the Trust. This includes specific consideration at Board, ELB and SLB but specifically at P&FC. For example, P&FC interaction with SSG Health commenced in 
January 2017, with the team presenting to FP&C prior to commencing the work, and continued through a series of meetings and detailed discussions up until the 
September 2017 P&FC meeting. This included presentation of the phase one report at the May 2017 P&FC and presentation of the phase two report at the July 
2017 extraordinary P&FC.

• Specific consideration of the SSG reports by P&FC or by other Trust forums becomes less prominent after September 2017 as the schemes have been assumed 
under the wider transformation programme and many of them continue to feature as part of the 2018/19 savings programme. This is as we would expect as the 
saving identified were essentially developed to inform the overall programme.

R32: The Trust should review whether there are lessons to learn regarding the level of detail that was shared publicly in relation to the HEE Quality 
Framework review and the level of transparency more generally in relation to external reviews.

KLOE 8. Learning, continuous improvement and innovation (continued)
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Summary of recommendations

Appendix 1

Set out below is a summary of the recommendations contained within this report, including a reference to the section to which they relate. Recommendations for 
improvements should be assessed by the organisation for their full impact before they are implemented. 

Deloitte Public Sector - Confidential - For approved external use 

KLOE # Recommendation Prioritisation*

1

1
The Trust should consider enhancing the level and type of corporate directorate participation in key decision-making forums 
such as SSDG, OPID and LDGs with a view to promoting greater multi-disciplinary working throughout the organisation.

Medium

2
There should be an intensive programme of coaching and development for the newly appointed clinical leadership post 
holders.

Medium

3
The Board should consider the need to add capacity to, or rebalance, ED portfolios to support the DoS&S portfolio. In addition, 
the Board should ensure there is the appropriate level of organisational capacity and capability to support the DoS&S in 
addressing material challenges across a range of departments.

High

4

The Board should assign overall responsibility for corporate governance to a single Executive Director with experience of 
Board and organisational governance frameworks. This process should be accompanied by a comprehensive consultation 
process resulting in the design and roll-out of a single oversight framework for corporate governance which would facilitate 
Board to front-line corporate oversight.

High

5
The Chair should consider the need for additional focused and tailored induction activities to enable the development of sector 
knowledge amongst the new NEDs.

Medium

6
The Board should consider the need to take a more formal approach to succession planning in the context of the Board survey 
results from this review.

Medium

2

7
The Board should prioritise the development of a detailed and over-arching corporate strategy aimed at consolidating the 
various components of the strategy which are already underway. This process should be used to enhance the strategic focus 
of the Board and to improve on the current levels of communication and engagement with internal and external stakeholders.

High

8
The Trust should consider the role of the Portfolio Office in the context of the overall corporate strategy and operating plan to 
ensure that it is effectively implementing the Trust strategy. There is also a need to review the role of finance across the 
Transformation Board to ensure that it remains one of the overarching components as opposed to a discrete work stream.

Medium

3

9
The Trust should actively promote forums across various services to ensure that appropriate mechanisms are available across 
the organisation to discuss learnings from complaints, concerns and incidents.

Medium

10
The Trust should actively try to ensure that time is ring fenced for staff to attend training and leadership development 
activities, including appropriate access to opportunities for established clinical staff and non-clinical staff.

Medium
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Appendix 1
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KLOE # Recommendation Prioritisation

3 11
The Trust should ensure that there is a consistent approach to Well-being applied across the organisation to ensure 
that support is provided independent of individual line manager preferences.

Medium

4

12
In line with good practice, the Trust should consider introducing a Board committee schedule which allows for the 
QGC and FP&C to meet on at least a bi-monthly basis.

High

13
The Board should ensure that ED portfolios are adequately covered in all Board committees and also review 
mechanisms for Board members to gain more direct interaction with senior operational leaders through the committee 
structure.

Medium

14
The Audit Committee Chair should review options for diversifying the focus of the Audit Committee to ensure wider 
coverage of operational activities. 

Medium

15
The CEO should consider modifying the terms of reference of SLB to focus on problem-solving and consultancy and 
clarify decision-making responsibility relative to ELB and key management forums including OPID/SSDG and Clinical 
Leaders Board. 

High

16
The CEO should consider the introduction of more formal multi-disciplinary Performance Review Meetings between the 
Executive team and directorates to improve accountability and promote integrated working.

High

17
The Board should consider scope for streamlining the approach taken to SSDG, OPID and LDGs to promote increased 
multi-disciplinary working at the operational level and to enhance the level of accountability and rigour applied to 
performance management.

Medium

18
The Board should consider the need to widen the current service delivery restructuring process to more proactively 
consider the future operating model for corporate services and the leadership model which would encourage more 
multi-disciplinary working.

Medium

5

19
The Chair should make provision for further Board development in relation to the effective use of the BAF at Board 
and Board committees.

Medium

20
The Trust should consider mechanisms available to encourage more consistent and comprehensive consideration of 
the risk register at key service delivery meetings including OPID, SSDG and local service meetings.

Medium

21
The Board should review top corporate risks at Board and committee level and there should be regular deep-dives 
into the issues and mitigations in place. 

Medium

22
The Trust should seek to raise staff awareness of the process for quality impact assessments and also consider 
introducing ongoing monitoring of quality metrics against cost improvements and post-implementation reviews.

Medium

23
The Board cycle of business should include a timely annual consideration of the Winter Plan and REAP. The Trust 
should also consider developing a Safer Staffing report to be received by the Board to provide assurance regarding 
capacity levels during peak periods.

Medium
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Appendix 1
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KLOE # Recommendation Prioritisation

5 24

The Board should consider integrating the various escalation plans to ensure there is greater clarity over escalation 
levels and actions that will impact on managing demand. These plans should undergo a Quality Impact Assessment to 
highlight risks and mitigating actions and be disseminated on a more timely basis to staff. Also ensure that the 
decision to increase the REAP level can be taken without the need for pre-authorisation from the executive team.

Medium

6

25 The Board should review reporting in light of the various improvement findings referenced under KLOE 6. Medium 

26
The Board should place greater priority on the digital strategy and increase the pace and momentum surrounding 
improvements to the IT infrastructure and informatics.

High

27
The Board should consider a facilitated session on Data Quality to understand the drivers surrounding low levels of 
confidence in relation to the quality of data used in Board reporting.

Medium

28
The Audit Committee should monitor FOI requests on an ongoing basis to understand the reasons for information not 
being provided, including a deep-dive into a selection of cases. The Trust should also consider mechanisms for 
improving the timeliness of FOI responses and for introducing a more independent perspective to internal reviews.

Medium

7

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

31

The Trust should conduct an external stakeholder mapping exercise, with a view to updating the external engagement 
plan, so that there is an appropriate level of exposure between senior leaders at the Trust and external stakeholders. 
This should include a plan to promote engagement between the CEO and peers in provider organisations, and to raise 
the profile of other EDs and NEDs across the patch more generally.

Medium

8 32
The Trust should review whether there are lessons to learn regarding the level of detail that was shared publicly in 
relation to the HEE Quality Framework review and the level of transparency more generally in relation to external 
reviews.

Medium
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Basis of this Review

Appendix 2

The enclosed Final Report has been prepared principally from information supplied by and obtained from discussions with the Board, staff, and stakeholders and a review 

of documentation pursuant to the scope of the work agreed in the Contract dated 19 March 2018. You are responsible for determining whether the scope of our work 

specified is sufficient for your purposes and we make no representation regarding the sufficiency of these procedures for your purposes. If we were to perform additional 

procedures, other matters might come to our attention that would be reported to you. This Final Report should not be taken to supplant any other enquiries and 

procedures that may be necessary to satisfy the requirements of the recipients of this Final Report. You will appreciate that our work was not designed to identify all 

matters that may be relevant to you and this Final Report is not necessarily a comprehensive statement of all weaknesses which may exist in the governance of the 

organisation or of all improvements which may be made,

Our work, which is summarised in this Final Report, has been limited to matters which we have identified that would appear to us to be significant within the context of 

the scope. In particular, this Review will not identify all of the gaps that exist in relationship to the Trusts approach to governance; rather the review will seek to consider 

performance in the areas outlined in the scope and to identify the most material gaps or areas where insufficient evidence may give rise to the identification of material 

gaps in the future.

We have not undertaken a detailed review of the skills, competencies and expertise of individual Board and Committee Members. Further, we have not undertaken: a 

detailed review of the effectiveness or appropriateness of the governance structure or framework; management information; the level of company secretarial resources; 

the IT systems; or the appropriateness of any strategy or risk document. 

This work does not constitute an internal audit in accordance with relevant UK Chartered Institute of Internal Auditors – UK and Ireland Standards and Guidance. As 

agreed with you in our engagement letter, unless otherwise stated in our Final Report, we have not sought to verify the information contained herein nor to perform the 

procedures necessary to enable us to express an audit opinion on any of the financial or non-financial information contained in this Final Report. Indeed, as you will 

appreciate, much of the additional, non-financial information contained in this Final Report cannot be subjected to audit or otherwise independently verified.

This Final Report has been prepared in accordance with the terms of our Contract  and is subject to the restrictions on use specified in the Contract. No party other than 

East of England Ambulance Service NHS Trust is entitled to rely on this Final Report for any purpose whatsoever and we accept no responsibility or liability to any party 

other than East of England Ambulance Service NHS Trust in respect of the contents of this Final Report. This Final Report is prepared solely for your information. Whilst 

we have agreed that the Final Report may be published on the Trust website, no other person is entitled to rely on this report for any purpose whatsoever and thus we 

accept no liability to any other party who accesses this document on the Trust website or otherwise. All copyright and other proprietary rights in the Final Report remain 

the property of Deloitte LLP and any rights not expressly granted in these terms or in the Contract are reserved. This Final Report and its contents do not constitute 

financial or other professional advice. Specific advice should be sought about your specific circumstances. To the fullest extent possible, both Deloitte LLP and East of 

England Ambulance Service NHS Trust disclaim any liability arising out of the use (or non-use) of the Final Report and its contents, including any action or decision taken 

as a result of such use (or non-use).

This Final Report is dated 14 July 2018 and may only be relied upon in respect of the matters to which it refers. In relying upon this Final Report, you agree that we have 

no responsibility to and we will not perform any work subsequent to the date of the Final Report nor to consider, monitor, communicate or report the impact upon 

governance arrangements of any events, circumstances or inaccuracies which may in future occur or may come to light subsequent to the date of the Final Report 

(“Subsequent Events”).
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Glossary of terms

Appendix 3
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AC Audit Committee

ACT Advancing Change and Transformation

ARP Ambulance Response Programme

AWE All Women in EEAST 

BAF Board Assurance Framework

BAME Black and Minority Ethnic

CAD Computer Aided Dispatch

CCG Clinical Commissioning Group

CEO Chief Executive Officer

CFR Community First Responders

CIP Cost Improvement Programme

CQC Care Quality Commission

CRR Corporate Risk Register

DoCQ Director of Clinical Quality

DoF Director of Finance

DoN&CQ Director of Nursing and Clinical Quality

DoP&C Director of People and Culture

DoSD Director of Service Delivery

DoS&S Director of Strategy and Sustainability

DPIC Developing People Improving Care

DQ Data Quality

ED Executive Director

E&D Equality and Diversity

ELB Executive Leadership Board

EOC Emergency Operations Centre

EUC Emergency and Urgent Care

FIP Financial Improvement Programme

FOI Freedom of Information

FTSU Freedom to Speak-Up

HEE Health Education England

HR Human Resources

IA Internal Audit

ICO Information Commissioner’s Office

IM&T Information Management and Technology

ISR Independent Service Review
IT Information Technology

KLOE Key Line of Enquiry
KPI Key Performance Indicator

LGBT+ Lesbian, Gay, Bisexual, Transgender/Transsexual plus

LDG Local Delivery Group

MD Medical Director

NED Non-Executive Director

NLRS National Learning and Reporting System
OD Organisational Development

OPID Operational Performance Improvement and Delivery

P&FC Performance and Finance Committee
PCI Percutaneous Coronary Intervention

PMO Project Management Office

PTS Patient Transport Services
QGC Quality Governance Committee

QI Quality Improvement

QIA Quality Impact Assessment

RAG Red, Amber, Green
RMS Risk Management Strategy

SI Serious Incident

SLB Senior Leadership Board
SSDG Strategic Service Delivery Group 

STEMI ST-Elevation Myocardial Infarction

ToR Terms of Reference
TRiM Trauma Risk Management

Trust East of England Ambulance Service NHS Trust
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