North West
Ambulance Service
NHS Trust
Board of Directors Meeting
Wednesday, 25" January 2023
9.45 am — 1.00 pm
To be held in the Oak Room, Ladybridge Hall, Bolton
AGENDA
Item No Agenda ltem Time Purpose Lead
STAFF STORY
Deputy Chief Executive &
BOD/2223/109 Patient Story 09:45 | Information | Director of Strategy,
Partnerships and
Transformation
INTRODUCTION
BOD/2223/110 Apologies for Absence 10.00 Information Chair
BOD/2223/111 Declarations of Interest 10.00 Decision Chair
Minutes of Previous Meeting held on ) . .
BOD/2223/112 30 November 2022 10:00 Decision Chair
BOD/2223/113 Board Action Log 10:05 Assurance Chair
BOD/2223/114 Committee Attendance 10:10 Information Chair
BOD/2223/115 Register of Interest 10:10 Assurance Chair
STRATEGY
BOD/2223/116 Chairman & Non-Executive Directors | 4445 | |ntormation | Chair
Update
BOD/2223/117 Chief Executive’s Report 10:20 Assurance Chief Executive
GOVERNANCE AND RISK MANAGEMENT
BOD/2223/118 23 Board Assurance Framework 10:30 | Decision Director of Corporate Affairs
BOD/2223/119 Trust Corporate Calendar 2023/24 10:40 Assurance Director of Corporate Affairs
Audit Committee Chairs Assurance Mr D Rawsthorn
BOD/2223/120 Report, from the meeting held on 10:50 Assurance

Non-Executive Director

20" January 2022

QUALITY AND PERFORMANCE

Deputy Director of Quality,

BOD/2223/121 Integrated Performance Report 11:00 Assurance :
Innovation, and Improvement

Deputy Director of Quality,

BOD/2223/122 IPC Board Assurance Framework 11:30 Assurance .
Innovation, and Improvement
BOD/2223/123 Learning from Deaths Q2 Report 11:40 Assurance Medical Director
BOD/2223/124 EPRR Assurance Report 11:50 Assurance Director of Operations
Manchester Arena Inquiry: . . .
BOD/2223/125 Recommendations 12:00 Assurance Director of Operations
Quality and Performance Committee Prof A Esmail
BOD/2223/126 Chairs Assurance Report, from the 12:15 Assurance

meeting held on 28" November 2022 Non-Executive Director

Resources Committee Chairs
BOD/2223/127 Assurance Report, from the meeting 12:25 Assurance
held on 20t January 2022

Mr D Hanley,
Non-Executive Director
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COMMUNICATIONS AND ENGAGEMENT

Deputy Chief Executive &
BOD/2223/128 Communications and Engagement Q3 12:35 Discussion Director 01_‘ Strategy,
Report Partnerships and
Transformation
Deputy Chief Executive &
BOD/2223/129 Partnerships and Integration Progress 12:45 Assurance Director 01_‘ Strategy,
Update Partnerships and
Transformation
CLOSING
BOD/2223/130 Any Other Business Notified Priorto | 45 55 | Asirance Chair
the Meeting
BOD/2223/131 Items for Inclusion on the BAF 12:55 Assurance Chair

DATE AND TIME OF NEXT MEETING

9.45am, Wednesday, 29" March 2023 in the Oak Room, Ladybridge Hall, HQ, Bolton

Exclusion of Press and Public:

In accordance with Public Bodies (Admission to Meetings) Act 1960 representatives of the press and other members of the
public are excluded from the remainder of this meeting having regard to the confidential nature of the business to be
transacted, publicity on which would be prejudicial to the public interest.
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Minutes
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Details: 9.45am Wednesday, 30" November 2022
Oak Room, Ladybridge Hall, Trust Headquarters

Mr P White

Mr G Blezard
Mrs C Butterworth
Dr A Chambers
Mr S Desai

Prof A Esmail
Dr C Grant

Dr D Hanley

Mr D Mochrie
Mr D Rawsthorn
Mrs L Ward

Mrs A Wetton
Mrs C Wood

Chair

Director of Operations
Non-Executive Director
Non-Executive Director
Deputy CEO / Director of Strategy, Partnerships and Transformation
Non-Executive Director
Medical Director
Non-Executive Director
Chief Executive
Non-Executive Director
Director of People

Director of Corporate Affairs
Director of Finance

In attendance:

Mrs P Harder

Head of Corporate Affairs (Minutes)

Minute Ref:
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Staff Story

The Director of Strategy, Partnerships and Transformation introduced the staff
story in the form of a short film.

The film featured a newly qualified paramedic from Burnley and a senior
paramedic from Rochdale who attended a complicated maternity incident in
September 2022, which involved the delivery of twins.

The story highlighted that maternity incidents presented a challenge for
frontline staff, who hadn’t always received extensive training. It was
acknowledged that in most instances, NWAS would convey pregnant patients
to hospital prior to the birth, however in situations where this was not possible
it presented complex situations for staff.
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The film highlighted the daunting situation for the staff delivering twin babies,
however, they explained they felt more confident following the incident, which
was due in part to the Trust’'s midwifery led PROMPT training, which had been
attended by the senior paramedic at the scene.

The Board recognised that the senior paramedic had attended the maternity
training in her own time and queried the current arrangements for midwifery
training for frontline staff across the Trust.

The Medical Director explained that the training was not part of core mandatory
provision and the training qualified as CPD for advanced paramedics. He
added the Trust had to consider proportion and competing priorities in terms
of mandatory training.

The Board acknowledged that the Trust dealt with the same number of births
as a small district hospital.

The Chair praised the staff for their excellent work and the time taken to
provide the story, which had highlighted and supported the role of the Trust’s
Consultant Midwife. He added that he understood the balance required in
relation to mandatory training, however welcomed maternity training to be
considered as part of future planning and arrangements.

The Board:

e Welcomed and acknowledged the content of the Staff Story.

Apologies for Absence

There were no apologies for absence.
Declarations of Interest

There were no declarations of interest to note.

Minutes of the Previous Meeting

The minutes of the previous meeting held on 28" September 2022 were
agreed as true and accurate record.

Board Action Log
The Board noted the updates to the Board action log.
Committee Attendance

Prof A Esmail confirmed he had attended the Nominations and Remuneration
Committee held on 28" September 2022.

The Board:
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e Noted the amendment to the Committee Attendance Record.
Register of Interests
The Board noted the 2022/23 Register of Interest presented for information.
Chair & Non-Executives’ Update

The Chair reported that he had attended various ICS meetings, where
discussion had related to key performance issues, which had raised the
challenges of hospital handover delays. He acknowledged the associated
additional pressure on the hospital discharge system, and the work required
to speed up the process to improve the flow of patients.

He emphasised the level of waits was unacceptable, and that recent data
highlighted that NWAS crews were waiting more than 10 hours to hand over
patients.

The Chair advised that he had attended a 2-day symposium on health and
wellbeing in the emergency services, which was supported through various
initiatives and would be shared across the organisation.

He recognised that staff were under significant pressure and stress, due to the
inability to deliver the level of service they would like for patients.

He added that he had recently visited crews in the Lancashire and Cumbria
and Cheshire and Mersey areas, who, despite the challenges, their mood and
conversation had been positive. He acknowledged that the Trust were very
fortunate to have such excellent people and he was extremely proud to be part
of the organisation.

The Board:

¢ Noted the update from the Chairman.

Chief Executive’s Report

The Chief Executive presented a Chief Executive’s report and provided an
overview of activity since the last Trust Board meeting.

He reported that on 3 November 2022 Sir John Saunders, Chair of the
Manchester Arena Inquiry, published Volume 2 of his report which investigated
the Emergency Response on the night of the terrorist attack.

The Chief Executive read out the statement which he had provided at the
media launch.

He stated that the Trust had been issued with local and national
recommendations which would be addressed, and the Chairman of the Inquiry
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had requested each of the emergency services to report their progress in June
2023.

He advised that the Trust Board would discuss further local detail in their Part
2 meeting, to follow, however updates on progress would be presented to
future Public Board meetings.

The Chair emphasised the need for the Trust to be as transparent as possible
in reporting on progress made by NWAS, in response to the Inquiry
recommendations. He added that the Trust’s thoughts remained with the
families of the victims of the attack and that the Trust were committed to
addressing the recommendations and correcting the practice required.

In terms of performance, the Chief Executive confirmed the Trust were
operating at REAP Level 4 and further detail would be discussed as part of the
Integrated Performance Report agenda item.

The Chair referred to recent media reports regarding allegations of racism in
other emergency services and emphasised that the Trust had made a
commitment to anti-racism, within the organisation.

Mr David Rawsthorn referred to PTS activity reported as 16% below contract
baseline and queried the operational and financial consequences.

The Chief Executive confirmed that the Patient Transport Service (PTS) was
operated on a block contract basis and it was noted that the service was
returning to a more normal use of contracted hours, in line with pre-covid levels
of activity.
The Board:

¢ Noted the content of the Chief Executives Update.

Q2 Board Assurance Framework Review

The Director of Corporate Affairs presented the Q2 Board Assurance
Framework Review.

She reported that the Trust's Executive Leadership Committee had
recommended two changes, detailed in s4 of the report:

e To decrease in risk score of SR06 from 15 to 12
e Toincrease in risk score of SR09 from 15 to 20

Mr D Rawsthorn referred to SRO1 and queried the likelihood scoring of the
risk, which he felt could be higher due to the current pressures.

The Medical Director advised that in the context of the national position, the
Trust’s ARP performance was still amongst the highest in the UK, however he
acknowledged the considerable challenges across the sector.
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He reported that the Trust had implemented some significant mitigations
during Q2, which included continued close monitoring of serious incident
declarations, which was a marker to show how well the Trust were mitigating
risk. He added NWAS had also input additional resources to Category 2 call
groups, long waits and had invested in clinical oversight.

He acknowledged that it would be likely that the risk would increase during Q3,
due to the increased challenges on call and demand activity.

The Chair referred to the recommendation to increase SR09 and the risks in
relation to cyber security. He queried the impact of the risk increasing.

The Director of Quality, Innovation and Improvement reported that the Trust
had recently seen significant cyber-attack activity and the Executive
Leadership Committee had approved four new posts, with the aim of mitigating
some of the risk. She anticipated an improved position by the end of the
financial year.

The Board:
o Agreed the decrease in risk score of SR06 from 15 to 12.
e Agreed the increase in risk score of SR09 from 15 to 20.
o Agreed the Q2 position of the Board Assurance Framework.

Use of Common Seal Biannual Report

The Director of Corporate Affairs presented the Use of Common Seal Biannual
report.

She reported that use of the Common Seal was determined by section 8 of the
Trust’s Standing Orders which required a biannual report to be presented to
the Board of Directors for assurance.

The Board:

¢ Noted the occasions of use of the Common Seal as detailed in s2 of
the report.
¢ Noted compliance with s8 of the Standing Orders.

Freedom to Speak Up Biannual Report

The Medical Director presented the Freedom to Speak Up (FTSU) biannual
report.

He reported that there had been 47 concerns raised via the FTSU process
during Q1 and Q2 2022/23, which had been a 28% reduction from the same
period in 2021/22.

He highlighted that the reduction had been attributed to the turbulence caused
during the pandemic and there had been a recent return to pre-covid activity
rates.




He advised that a key theme within the concerns received had been
inappropriate behaviour and attitudes. He reported that significant work had
been undertaken across the Trust and the ambulance sector, which included
benchmarking of staff survey results with other ambulance organisations.

The Medical Director noted that the Trust had newly appointed FTSU
Guardians and a new Lead Guardian. He added that as the Executive Lead
for the FTSU process he would work with the team to input data into future
Integrated Performance Reports and particularly highlight signals within the
data, to alert Board members to the trends and analysis of findings.

Mrs C Butterworth noted the 65% of concerns which related to the Trust’'s HR
processes and queried whether the processes in place where fit for purpose
to deal with the concerns raised.

The Director of People confirmed that the routes for FTSU concerns were dealt
with in conjunction with HR processes.

Mrs C Butterworth added it would be useful to receive the number of concerns
per service line based on headcount to understand the proportionality.

Dr D Hanley reported that as FTSU Non-Executive lead, he was pleased with
the way in which the report was presented and felt confident that the working
relationship between the Lead Guardian and the HR department was effective
and positioned correctly.

The Chair recognised the importance of the Board’s understanding of themes
highlighted by FTSU data and welcomed future categorisation and analysis of
the impact of patient safety and hospital handover delays; to focus the Board’s
attention.

Dr D Hanley confirmed that one of the objectives of the Guardian was to
triangulate the FTSU activity into other performance reporting areas.

The Chief Executive added that this had been the first report provided by the
Medical Director, as FTSU Executive Lead and welcomed requests from the
Board of any further information required, which may be beneficial in future
reports.

The Board:

¢ Noted the content of the report and the update in FTSU Guardian
Structures.

¢ Noted the development of the new Freedom to Speak Up Policy.

o Welcomed categorisation and analysis of the impact of patient safety
and hospital handover delays in future reports; to focus the Board’s
attention.
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Freedom to Speak Up Policy
The Medical Director presented the Freedom to Speak Up Policy.

He reported that the Executive Summary highlighted the work undertaken to
interlink the FTSU process with HR Policies and Procedures and the focus on
local resolution, which included greater clarification on how a complaint would
be handled.

He added that the clarification of roles and responsibilities, including the Non-
Executive Director lead, enabled direct oversight, with the activity clear and
transparent. He noted that an Equality Impact Assessment was included in
the Policy.

Prof A Esmail welcomed the revision which was clear and understandable.

Mrs C Butterworth queried the process in place for staff who weren’t satisfied
with the outcome of the FTSU process and if there was signposting to other
relevant professional external agencies.

The Medical Director confirmed the guardians were aware of the process to
be followed and this was shared with staff. He added there was networks and
national guidance in terms of access to external professional bodies and that
HR had clear links to these organisations.

The Board:
o Approved the Freedom to Speak Up Palicy.
Charitable Funds Annual Report and Accounts 2021/22

The Director of Finance presented the Charitable Funds Committee Annual
Report and Accounts 2021/22.

She reported that the annual report and accounts were presented to the Board
of Directors as the Corporate Trustee, for approval and adoption.

She confirmed that overall funds during 2021/22 had increased, with the
largest element of expenditure attributed to the purchase of medical
equipment, mainly defibrillators and staff welfare, which was all in line with
donor’s wishes.

The Board acknowledged the hard work of the finance team and the Head of
Corporate Affairs.

The Board:

e Approved and adopted the Annual Accounts and Annual Report for
2021/22 and

o Approved the signing of the letter of representation and Statement of
Trustees Responsibilities on behalf of the Corporate Trustee.
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Charitable Funds Committee Chairs Assurance Report

Mr D Rawsthorn presented the Charitable Funds Committee Chairs Assurance
Report from the meeting held on 26™ October 2022.

The Board:

e Noted the assurances within the Charitable Funds Chairs Assurance
Report from the meeting held on 26™ October 2022.

Audit Committee Chairs Assurance Report from the meeting held on 21st
October 2022

Mr D Rawsthorn presented the Audit Committee Chairs Assurance Report
from the meeting held on 215t October 2022.

The Chair referred to the critical and high-risk recommendations.

Mr D Rawsthorn stated he was confident that the outstanding actions referred
to, would be progressed by the next Board meeting in January 2023.

The Board:

¢ Noted the assurances within the Audit committee Chairs Assurance
Report from the meeting held on 215 October 2022.

Integrated Performance Report

The Director of Quality, Innovation, and Improvement introduced the
Integrated Performance Report for the period October 2022.

The Director of Corporate Affairs reported the key points from the complaints
data captured up to 30" September 2022.

The Chair recognised the challenges and referred to the two serious incidents
reported in September and acknowledged the potential increase in serious
incidents as the Trust progressed towards the winter period.

In terms of patient experience, the Deputy Chief Executive reported that the
Patient Emergency Services (PES) and Patient Transport Services (PTS) had
seen an increase in the number of responses received, with a decrease in
satisfaction levels compared to the previous month by 4.2%.

The Director of Quality, Innovation and Improvement confirmed the intention
for the IPR to include narrative both positive and negative, to be addressed by
operations, in response to the issues raised through patient experience
feedback.

The Chair recognised the importance of understanding patient experience and
the role it played in triangulation of data. He acknowledged that the feedback




evidenced a healthcare system under pressure, and that national public
satisfaction in the NHS had been impacted, following the pandemic.

The Medical Director summarised clinical outcomes and AQIs for key
conditions. He acknowledged that the reporting period related to June and
therefore data should be taken with a degree of caution.

Prof A Esmail advised that the Quality and Performance Committee had
discussed the AQI performance at their meeting on 28™ November 2022.

The Chief Executive noted that the Medical Director and himself would be
seeking further discussions at national level in relation to the decline in
performance of some AQIs, with a future update reported to Board, via the
Trust’s Quality and Performance Committee.

Data illustrated in s2.3 and s2.4 of the report highlighted the interconnection
between the Trust and system level metrics and the Medical Director
confirmed the team had completed a very good piece of work with the public
health consultants to identify inequality protective characteristics, to provide
the Trust with a focus. He added that as the fields within the electronic patient
record became more embedded, the information extracted would become
richer.

The Chair welcomed further insight into system wide and local data which
would be monitored via the Quality and Performance Committee.

The Medical Director noted the time lag in reporting of care bundles and
confirmed he was part of the national group revising the metrics, with changes
were expected in the coming months.

In terms of Hear and Treat and See and Treat, good progress was noted, and
the Medical Director advised that further focus was required to add value to
the process.

The Chief Executive added that an increase in the on-scene time, highlighted
that the service was making richer clinical decisions.

Prof A Esmail stated that the Quality and Performance Committee had
discussed hear and treat figures and the variation across the areas in detail.

The Director of Operations reported that the emergency services had received
140,501 calls during October 2022 and had been operating at REAP Level 4
since mid-October, with call pick up considerably challenged.

He added that the Trust had not met the ARP standards and the average time
for hospital handover had increased to 52mins and 23% with a turnaround time
of over 1 hour. He added that category 1 and category 2 long waits had
increased and were impacting on patient care.




He advised that the Trust had increased the number of Emergency Operating
Centre (EOC) call takers in line with plans and a category 2 validation pilot,
which sub categorises category 2 calls, had been implemented to manage risk.

It was noted that see and convey to emergency departments was below 50%,
and NWAS were a more stable provider across the ambulance sector.

The Director of Operations reported that the Trust had taken additional calls
from other ambulance services across the UK via an Intelligence Router
Platform, which had been introduced on 1% November 2022, for long waiting
calls. He confirmed NWAS had taken an additional 650 calls as part of the
process.

Prof A Esmail, as Chair of the Quality and Performance Committee, confirmed
he was confident that the Trust were doing as much as they could to meet the
challenges which were system wide. He added the Committee remained
concerned in respect of the current long waits and potential patient deaths,
which were attributed to a lack of resource.

The Chief Executive advised that the Trust had paused recruitment over the
summer to implement NHS Pathways into call centres, however NWAS were
now recruiting a significant number of call handlers. He emphasised the need
to focus on the reduction in staff absences in the contact centres, as long waits
and calls increased.

Mrs C Butterworth congratulated the Trust on the work being undertaken to
recruit call takers, however acknowledged the need for additional resource to
support the increase in staff.

The Chair welcomed the comments from the Board and emphasised the core
function of the ambulance service, which was to answer 999 calls effectively.
He welcomed further details of the plans related to recruitment trajectory, for
consideration by the Board Assurance Committees, and escalation to Board if
required.

The Chair referred to the assurance reports from the Q&P Committee, related
to handover, and sought further clarification on the work being undertaken.

The Director of Quality, Innovation and Improvement advised that the system
wide improvement plan had an agreed portfolio of work to look at efficiency;
minimise down time; work on job cycle time and to improve access to other
pathways in the system, including digital referrals. She added that work had
been undertaken to unpick national licenses to facilitate change and that the
groundwork had progressed. She added that handover was key to improving
efficiency and patient safety and the Trust were focused on partnerships within
the health care system.

She noted that the Chief Executive had written to Integrated Care Board (ICB)
Chairs to request that each nominate a senior lead, to lead on hospital
handover in each of the areas. She confirmed that the leads were now
established.
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She advised that a North West Handover Improvement Board (NWHIB) had
been established, with an agreed Terns of Reference and the Board were
working through a series of plans to ensure handover was discussed at each
ICB as a key objective. She added that the improvement collaborative would
involve discussion between 50 leaders, to achieve the correct interactions
across the system.

Mr D Rawsthorn welcomed the work undertaken to provide focus across the
three areas and queried if there was a similar focus in North Cumbria.

The Director of Quality, Innovation and Improvement confirmed there was
chief executive representation at meetings, and North Cumbria were an
integral part of the conversations.

Prof A Esmail, referred to the additional financial resource for call handlers.

The Director of Finance confirmed the position of the additional national
resource and use of agency and third-party providers. The Chair noted the
wider issue of the financial position of the trust and confirmed there were
similar deficits in the system and across the region.

The Chair noted the concern of Non-Executives, generally, across the health
sector in relation to current performance and the challenges. He added that
although he took assurance of the work being undertaken within the resource
available, and that the Trust was not an outlier, he confirmed that long waits
remained an area of major concern.

As such, he requested the Quality and Performance Committee obtained detail
of the Trust’s safety netting arrangements for patients, in terms of managing
the risks associated with long waits, and to provide assurance to the Board in
January 2023.

Furthermore, he stated that although he realised ICSs were in the early stages
of implementation, he felt that the Trust Board should formally request that
each of the ICBs, across NWAS, offered whatever support they could, to assist
with hospital handover issues; he requested this should be done via a letter
from the Chief Executive.

He emphasised that the current situation was having a major impact on the
availability of resource to attend to patients in the community, and the greatest
risk lay with those patients not yet seen.

In relation to 111, the Director of Operations outlined performance and noted
the service had achieved 40% call pick up. He added the workforce position
was behind trajectory and this had been scrutinised by the Resources
Committee at their meeting on 25" November 2022, which had included a
deep dive presented by the 111 service.

In terms of PTS activity, he reported full activity and noted communication with
commissioners in terms of contracting arrangements. He advised that a
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discharge bureau had been established on 15 November 2022 to enable the
hospitals to book daily transport for discharging patients, which had gained
positive feedback from the system and was improving the flow of patients from
hospital.

The Director of Finance provided a financial update and noted the small year
to date surplus and a forecast break-even position. She confirmed that the
Resources Committee had been presented with further detail which included
changes in NHS protocol for reporting a deficit position which could not be
consumed by the system. She added that NWAS had adopted good financial
governance, control, and financial improvement checklists. She added that
the agency ceiling was below trajectory for the first time in 2022/23, however
noted caution as the winter period approached.

The Chair recognised the Trust’'s forecasted break-even position, however
stated it was imperative that the Trust did not undermine patient safety. He
appreciated there was a need to be prudent, however the Board had a duty to
sense check that the organisation was achieving the balance required.

The Chief Executive advised that he had recently attended check and
challenge meetings with the ICB and thanked The Director and Deputy
Director of Finance for their input and breadth of operational knowledge, which
had enabled the Trust to convey the messages required.

The Director of People reported that the workforce indicators continued to be
pressurised and the invested work of the attendance improvement teams was
ongoing, which had included a qualitative audit of sickness management
cases.

She advised on the trust’s turnover and vacancy position and noted some
narrowing of gaps in EOC and PES. She added that the Trust continued with
initiatives to promote and attract candidates to the service and to reduce the
number of new staff leaving the service. She noted a national piece of work
to understand strategies for recruitment and retention.

She confirmed, that despite REAP Level 4, the service areas continued with
appraisals and mandatory training.

The Board discussed and recognised the challenge of finding a balance on
mandatory training and appraisals for staff, alongside the requirements of
regulators.

The Board:

¢ Noted the Chair's request to the Quality and Performance Committee
to obtain detail of the Trust’'s safety netting arrangements for patients,
in terms of managing the risks associated with long waits, and to
provide assurance to the Board in January 2023.

o Noted the Chief Executive would write to each of the ICBs on behalf of
the Trust Board, to formally request that each ICB offered, whatever
support they could, to assist with hospital handover issues.
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e The Chief Executive and the Medical Director to hold further
discussions at national level in relation to the decline in performance of
some AQls, with a future update reported to Board, via the Trust’s
Quiality and Performance Committee.

EPRR Annual Assurance 2022/23

The Director of Operations introduced the Trust's Emergency, Preparedness,
Resilience and Response (EPRR) Annual Assurance report.

The Chair emphasised the importance of the report in relation to the
publication of the findings from the Manchester Arena Inquiry (MAI)
publication.

The Director of Operations confirmed the report had been approved by the
Trust’s Accountable Emergency Officer, Executive Leadership Committee
(ELC) and submitted to the Lancashire and South Cumbria Integrated Care
Board for their scrutiny and challenge, prior to submission to the regional
assurance team.

He advised that the EPRR assurance rating of Substantially Compliant
represented 89-99% compliance and Partially Compliant represented 77-88%
compliance. He reported that out of 50 core applicable standards, NWAS had
self-assessed full compliance with 45 of the standards and partial compliance
with 5, with an overall rating of Substantially Compliant. He noted there were
12 brand new standards that the Trust was working towards and some of these
related to interoperability.

The Chair referred to the areas of red assurance, which related to commander
training.

The Director of Operations reported that following the Manchester Arena
Terrorist Attack and during the legal process, the Trust had appointed a new
Resilience Director and a Resilience Manager to work in the emergency
operating centres. He added that the Trust's EPRR Sub Committee had the
responsibility to ensure governance and that the Quality and Performance
Committee and Board were clearly sighted on progress against action plans
to deliver the work and improvement required.

He advised that the National Ambulance Resilience Unit (NARU) had
conducted an assurance visit earlier in the year and found good assurance.

It was recognised that EPRR assurance reporting was scheduled in Q4 to the
Quality and Performance Committee.

The Director of Operations confirmed that the Trust had appointed a temporary
resilience manager to specifically focus on the MAI recommendations, to

provide the focus required.

Mrs C Butterworth queried the role of ICBs in EPRR.
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The Director of Operations advised that the EPRR report had been submitted
to the Trust’s lead ICB for review and challenge, as required.

The Chair stated that some elements of the report in relation to commander
competencies required focus and it was important that the trust met the
standards required, particularly in in the context of the arena inquiry findings.
He advised that the Board would discuss timelines for completion of the
actions in the Part 2 board meeting and an update reported to the next public
board meeting.

The Director of Operations confirmed that the EPRR Sub Committee reported
to the Quality and Performance Committee and onward to Board, however the
Chair requested a specific progress report to the Board meeting in January
and stated the Board of Directors had a duty to ensure the Trust delivered the
improvement required.

The Board:

e Considered the content of the EPRR Annual Report and self-
assessment statements.

o Requested a progress report for the next Board meeting on

e 25" January 2023.

The Kirkup Report into Maternity Services
The Medical Director presented the Kirkup Report into Maternity Services.

He advised that the report had been prepared following the independent
investigation which examined maternity and neonatal services across two
hospitals in East Kent between 2009 and 2020, which had been released on
19" October 2022.

Prof A Esmail confirmed the report had been discussed at the Quality and
Performance Committee and recognised that although the report focused on
maternity, the report highlighted a wider cultural issue across the NHS.

The Director of Quality, Innovation and Improvement advised that the report
had been discussed at the Trust’s Patient Safety Sub Committee and Quality
and Performance Committee and added NHS Trusts faced the challenge of
managing resources. The report highlighted that significant change was
required.

Dr D Hanley highlighted the need for a longer-term view on planning and
learning lessons from previous years, to improve the use of resource in the
future.

A Board Development Session in 2023/24 would be dedicated to reviewing a
series of recent NHS investigation reports to consider how these impacted on
the Trust.
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The Chief Executive confirmed that the volume of births attended to by the
service warranted focus by the Board acknowledgement within the system.

The Board:

e Acknowledged the Report and the recommendations.
e Noted that a Board Development Session would be dedicated to
reviewing NHS investigation reports during 2023/24.

Quality and Performance Committee Chairs Assurance Reports from the
meetings held on 26™ September 2022 and 24™ October 2022

Prof A Esmail presented the Quality and Performance Chairs Assurance
Reports form the meetings held on 26™ September and 24" October 2022.

He outlined the areas of low and moderate assurance, attributed to the
pressures on the setrvice.

The Board:

e Noted the Chairs Assurance Reports from the Quality and
Performance Committee meetings held on 26" September and 24"
October 2022.

Resources Committee Chairs Assurance Report from the meeting held
on 25" November 2022

Dr D Hanley presented the Resources Committee Chairs Assurance Report
from the meeting held on 25" November 2022.

The Board:

¢ Noted the Chairs Assurance Report from the Resources Committee
meeting held on 25" November 2022.

Communications and Engagement Q2 Report

The Deputy Chief Executive presented the Q2 Communications and
Engagement Team Dashboard Report.

He provided an overview of activity since the last meeting and advised that
youth representation was currently at 22% against a target of 25% for 2022/23.
He noted that work continued with BAME communities to increase numbers.
He added press and PR activity remained high and there had been a reduction
in the use of social media due to the national mourning period, following the
death of the Queen.

He advised that the Ambulance Academy launch had received significant hits
and the Trust had interacted well with schools and colleges.

-15-



BOD/2223/106

BOD/2223/107

BOD/2223/108

Mrs C Butterworth queried internal communication activity.

The Deputy Chief Executive confirmed that the Trust had an extensive internal
communication plan, however details were not included in the report.

The Chief Executive thanked Mrs C Butterworth for the challenge and
confirmed that consideration would be given to the format for a summary of
the Trust’s internal communication work.

The Board

¢ Noted the content of the report.
¢ Noted that a format for future summaries of internal communication
activity would be considered.

Any Other Business Notified prior to the meeting
There was no other business notified prior to the meeting.
Items for inclusion on the BAF

There were no items identified for inclusion in the BAF.
Closing Remarks

The Chair thanked the team for the staff story and welcomed the significant
discussion related to the Manchester Arena Inquiry. He confirmed that future
reports on the progress made against the Manchester Arena Inquiry Volume
2 Recommendations would be included in public board meetings.

He noted the renewed FTSU report and welcomed inclusion of analysis of
patient safety and hospital handover delays in future reports.

He welcomed the robust discussion in terms of the IPR, which had been
reflective of the wider pressures, and recognised the need to improve 999 call
handler performance.

He thanked the finance and HR teams for their hard work and focus on
attendance levels and acknowledged a further EPPR report on progress would
be presented to the Board in January. Finally, he thanked colleagues for a
good discussion in relation to the Kirkup report which had highlighted wider
thematic issues and for their continued scrutiny at the Trust’s Board Assurance
Committees.

Date and time of the next meeting —
9.45 am on Wednesday, 25" January 2023 in the Oak Room, Ladybridge Hall, Trust HQ.

Signed

Date

-16 -



BOARD OF DIRECTORS MEETING - ACTION TRACKING LOG

Status:

Complete & for removal

In progress

Overdue

Included in meeting agenda

ﬁfjtrl:l:er Meeting Date MEgte Minute ltem Agreed Action Responsible Original Deadline | Forecast Completion Status/Outcome Status
Welcomed categorisation and analysis of the impact of patient
69 30.11.22 96 Freedom to Speak Up Biannual Report safety and hospital handover delays in future FTSU reports, to C Grant Apr-23
focus the Board’s attention
Quality and Performance Committee to obtain detail of the
70 30.11.22 100 Integrated Performance Report Trust s_safety n_ettmg arrapgements for patle_znts, in terms o_f Prof A Esmail / 251.23 Janu_ary Q&F cancelled, included on
managing the risks associated with long waits, and to provide C Grant meeting Action Tracker.
assurance to the Board in January 2023.
Chief Executive to write to each of the ICBs on behalf of the . Chief Executive sent letters to CEOs
71 30.11.22 100 Integrated Performance Report Trust Board, to formally request that each ICB offered, whatever D Mochrie 25.1.23 of ICBs on 30/11/22.
support they could, to assist with hospital handover issues.
The Chief Executive and the Medical Director to hold further
discussions at national level in relation to the decline in D Mochrie / January Q&P cancelled, included on
2 301122 100 Integrated Performance Report performance of some AQIs, with a future update to Board, via C Grant 25.123 Q&P Committee Action Tracker.
the Trust’s Quality and Performance Committee.
73 30.11.22 101 |EPRR Annual Assurance Report Chair requested a EPRR Progress Report to be presented o the| s 50 g 25.1.23
next Board meeting on 25th January 2023.
74 30.11.22 102 |Kirkup Report A 2023/24 Board Development Session to be dedicated to A Wetton 25.1.23 Included on the BDS Plan for 23/24.
review of NHS investigation reports.
- Noted that a format for future summaries on the Trust's internal D Mochrie / Email to Chair and
s 80.11.22 105 Communications and Engagement Q2 Report communication acivity would be considered. S Desai 25.1.23 Mrs C Butterworth, from S Desai.
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Surname

Current position (s) held- i.e.

Governing Body, Member
practice, Employee or other

CONFLICTS OF INTEREST REGISTER

NORTH WEST AMBULANCE SERVICE - BOARD OF DIRECTORS

Declared Interest- (Name of the organisation and nature of business)

Type of Interest

Financial
Interests

Non-Financial

Interests

Non-Financial

Personal

Interests

Indirect Interests

Nature of Interest

Date of Interest

Action taken to mitigate risk

To be decided by Chairman if decision is

Ged Blezard Director of Operations Wife is a manager within the Trust's Patient Transport Service v |Other Interest Apr-19  |Present required within a meeting, in relation to the
service line.
" . Agreed with Chairman not to accept or start
HR Consultant (no live commissions) for NLaG Acture Trust and Beacon GP v |Position of Authority Apr-22  |Present any NHS HR contracts without his prior
Care Group
approval and support.
. . . . Withdraw from decision making process if the
Non Executive leector -3 x Adult Health and Social Care Companies owned v |Position of Authority Apr-22  |Present organisations listed within the declaration were
by Oldham Countil N
involved.
4 Seasons garden maintenance Ltd has
Catherine Butterworth Non-Executive Director Director / Shareholder for 4 Seasons Garden Companies: secured and operates NHS Contracts for
4 Seasons Garden Maintenance Ltd grounds maintenance and improvement works
s NS At Tt bt e e
4 Seasons Design and Build Ltd v |Position of Authority Apr-22 Present N Y
appointment at NWAS.
4 Seasons lawn treatments Ltd
3 To withdraw from the meeting and any
CFR HR Ltd (not currently operating) - removed 25th May 2022 decision making process if the organisations
listed within the declaration were involved.
Withdrawal from the decision making process
Self Employed, A&A Chambers Consulting Ltd V Self employment Jan-23 if the organisation(s) listed within the
declaration were involved.
. Withdrawal from the decision making process
Trustee at Pendle Education Trust . . . - . .
rustee at Pendle Education Trus N Position of Authority Jan-23 if the organisation(s) listed within the
declaration were involved.
Withdrawal from the decision making process
Husband appointed as CEO at East Grinstead NHS Trust \  |Other Interest Feb-23 if the organisation(s) listed within the
declaration were involved.
Alison Chambers Non-Executive Director Withdrawal from the decision making process
Husband works for Liverpool CCG (Cheshire and Mersey ICB) v |Other Interest Feb-22 |31-Jan-23 if the organisation(s) listed within the
declarations were involved
Governor at Wigan and Leigh College R Position of Authority Apr-20  |31-Mar-22 N/A
§ . Withdrawal from the decision making process
Prq V|C§ Chancel!or, Faculty of Health and Social _Care apd M_ember of J Position of Authority Apr-19  |30-Apr-22 if the organisation(s) listed within the
University Executive Group, Manchester Metropolitan University > )
declarations were involved
. . . . . . ; Withdrawal from the decision making process
Husband is CEO at Barking and Havering and Redbridge University Hospitals v |other interest Aug-19 |Feb-22 if the organisation(s) listed within the
NHS Trust . >
declarations were involved
Salman Desai Director of Strateqy, Partnerships | e jaration NA | A NA | NA [N NIA N/A
and Transformation
Board member of Charity Dignity in Dying \/ Board member May-22 Present
Aneez Esmail Non-Executive Director Employed at the University of Manchester v Professor of General Practice Apr-21 3rd Mar 22 |N/A
Withdrawal from the decision making process
Work in GP Practice - Non Exec Chairman of Board v N/A N/A N/A |Position of Authority Apr-21 3rd Mar 22 |if the organisation(s) listed within the
declarations were involved
NHS Consultant - Critical Care Medicine - Liverpool University Hospitals NHS Connection with organisation Wlthdrawal‘fror.n the Qe0|5|on maklng process
N v . . Apr-19  |Present if the organisation(s) listed within the
Foundation Trust contracting for NHS Services > N
declarations were involved
If FMS run events in the North West, these
Chris Grant Medical Director A member of Festival Medical Services, a not for profit' registered charity would be undertaken via usual NWAS
S . N h command functions and EPRR planning and |
staffed by volunteers, delivering professional medical services at events . . . ! N
N Non Financial Professional Interest. Jul-22 Present would remove myself from any interactions
throughout the country. NWAS does not sub-contract events nor does FMS . "
C A and engage with the NWAS Deputy Director
operate any significant activity in the North West. . .
should involvement be required from the
Medical Directorate.
Aavid Lanloy Nan.Evar tiva Nirantar Associate Consultant for the Royal College of Nursing N Trainer (part time) Jan-22 _|Present No conflict.




Surname

Current position (s) held- i.e.

Governing Body, Member
practice, Employee or other

Declared Interest- (Name of the organisation and nature of business)

Trustee, Christadelphian Nursing Homes

Type of Interest

Financial
Interests

INCIEHS

Non-Financial

Personal

Interests

Indirect Interests

Nature of Interest

Other Interest

Date of Interest

Present

Action taken to mitigate risk

N/A

Chair of Association of Ambulance Chief Executives (AACE) Advisory role

to the NHS Leadership Review Team N Jan-22  [Present No conflict.
Member of the JESIP Ministerial Board, HM Government v Position of Authority Jan-22 _ |Present No conflict.
Board Member/Director - Association of Ambulance Chief Executive's J Position of Authority Sep-19 |Aug-20 No conflict.
Reglstergd with the Health Care Professional Council as Registered J Position of Authority Apr-19  |Present N/A
Paramedic
Daren Mochrie Chief Executive Member of the College of Paramedics v Position of Authority Apr-19 Present N/A
Chair of Association of Ambulance Chief Executives (AACE) N Position of Authority Aug-20 |Present N/A
I\C/I:rne'l;aer of the Royal College of Surgeons Edinburgh (Immediate Medical J Position of Authority Apr-19  |Present N/A
Member of the Regional People Board N Position of Authority Sep-20 |Present N/A
Member of Joint Emergency Responder Senior Leaders Board v Position of Authority Sep-20 |Present N/A
Member of NHSE/I Ambulance Review Implementation Board N Position of Authority Sep-20 |Present N/A
Board Member/Director - NHS Pathways Programme Board \ Position of Authority Mar-20  |Aug-20 Appointment declined
Maxine Power Director of Quality, Innovation and |, peciaration Nva | ona | N | e |wa NIA NIA
Improvement
Trustee and Treasurer of Citizens Advice Carlisle and Eden (CACE) N Position of Authority Apr-19  |31.3.22 N/A
David Rawsthorn Non-Executive Director Will not use NED position in any political way
Member of Green Party N Other Interest May-19 |Present and will avoid any political activity in relation to
the NHS.
Member of Cumbria Wildlife Trust N Other Interest Apr-19  |Present N/A
Will not use position in any political way and
Lisa Ward Director of People Member of the Labour Party N/A N/A v Other Interest Apr-20  |Present will avoid any political activity in relation to the
NHS.
Angela Wetton Director of Corporate Affairs Nil Declaration N/A N/A N/A N/A |N/A N/A N/A
Director — Bradley Court Thornley Ltd \ Position of Authority Apr-19  |Present N/A
. . . Lo Withdrawal from the decision making process
’5\‘3;55?::;;"% Director -Miocare (Oldham Care and Support Limited is a v Position of Authority Apr-19  |Present if the organisation(s) listed within the
Peter White Chairman _ _ _ i _ _ declarations were involved
Non-Executive Director — The Riverside Group N Position of Authority Apr-19 _ |Jan-22 -
Withdrawal from the decision making process
Non-Executive Director — Miocare Ltd v Position of Authority Apr-19  |Present if the organisation(s) listed within the
declarations were involved
Withdrawal from the decision making process
Husband was Director of Finance at East Lancashire Hospitals NHS Trust v |Other Interest Apr-19  |Jul-19 if the organisation(s) listed within the
declarations were involved.
. X . . . Withdrawal from the decision making process
Carolyn Wood Director of Finance Husba_nd s Dlrgctor of Flnance/peputy Chief Executive at Lancashire v |Other Interest Aug-19 |Present if the organisation(s) listed within the
Teaching Hospitals NHS Foundation Trust > N
declarations were involved.
Board Member - Association of Ambulance Chief Executives N Position of Authority Nov-21 |Present No Conflict
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PURPOSE OF PAPER: For Assurance
EXECUTIVE SUMMARY: The purpose of this report is to provide members with

information on a number of areas since the last CEO’s report
to the Trust Board 30 November 2022.

The highlights from this report are as follows:

Paramedic Emergency Services
» 22,866 hours of unproductive time in December due
to handover delays directly impacting C1/C2 long
waits
* Two periods of industrial action (IA]) with further
planned
* Reduced call volume helped during the 1A

NHS 111
* Increased call demand over Strep A
» Health Adviser attrition increased
* The 111 rota review has been delayed by four weeks

Patient Transport Services
* Year to date, July 2022 - November 2022 activity is
at 14% below baseline.

The paper also provides an update on local, regional and
national activities as well as outlining our approach to a
number of areas

RECOMMENDATIONS: The Board is recommended to:

e Receive and note the contents of the report




CONSIDERATION OF THE The Trust’'s Risk Appetite Statement has been considered
TRUST’S RISK APPETITE as part of the paper decision making process:
STATEMENT
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LI Innovation
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INCLUDE CONSIDERATION OF RISK APPETITE STATEMENT AT SECTION 3 OF REPORT
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2.1

2.2

PURPOSE

This report seeks to provide a summary of the key activities undertaken by the Chief
Executive and the local, regional and national issues of note in relation to the trust
since the last report to the Trust Board on 30 November 2022.

PERFORMANCE

Paramedic Emergency Service

None of the national ARP response standards were met within the reporting
period. November and December have been challenging for several reasons. There
was a marginal drop in hours lost due to extended handover times in November
(16012), followed by a significant increase in lost hours during December. December
saw the loss of 22866 hours of unproductive time which is the equivalent of 953 x
24-hour emergency vehicles or the entire fleet for central Manchester, Salford, Bolton
and Wigan for a seven-day period. This loss of resource has a direct impact on C1
and C2 long waits, which increased over that period.

We continue to see improvements in hear & treat with no reduction in see &
treat. The hear & treat for December was 17.7%, some of the improvements were
as a result of escalation within the patient safety plan due to increased handover
times and industrial action. Overall, the conveyance rate of patents to hospital
reduced to 46.6%.

There were two periods of industrial action planned on December 21t and
28", Action was taken on the 215t however the 28" was postponed. The action on
21t was taken by all three trade unions and impacted on normal resource
availability. Derogations for staff to provide life and limb cover were agreed and in
place, plus additional third-party provision. We also had the support of 87 military
personnel who were utilised during the 24-hour period of action. We continue to
monitor any impact of the action in terms of patient safety. Mitigations were put in
place to provide the safest service possible. The Trust benefitted from a noteworthy
response from the public and support of the trade unions with derogations. The call
volume was reduced by 35-40% which aided the response to the calls we did receive.

The industrial action was quickly followed and preceded by the festive period. The
usual annual winter and festive plans were put into place. The festive period, in
particular New Year’s Eve, were quieter than previous years.

Further action took place on 11 January with additional dates planned by all unions
for January and February; planning and preparation is on-going. Currently, mid-
January, the Trust is performing well in answering 999 calls within standard and
seeing much less patients waiting on the stack for an ambulance.

NHS 111

Winter and the festive period brought NHS 111 more challenge with increased
demand. The rise in calls was multifactorial with increased incidents of flu and Covid
in our communities across the North West. The greatest surge in call demand
however was due to the occurrence of the Strep A infection and, primarily due to the
Government and NHS guidelines and perceived antibiotic shortages. This unplanned
sudden surge in calls hit all NHS 111 providers across England, with call volumes on
some days even higher than those seen during Covid.



2.3

3.1

3.2

The festive period this year presented the scenario of 4-day weekends with Primary
Care shut on the bank holidays. Our busiest day was the 27" of December with
18,430 calls offered and our 111-team answering 8,298 calls.

Mid-January has seen a settling of the call demand back down to pre-Strep A
volumes, which is resulting in better performance and reduction in abandoned calls.
Throughout this period with the excessive call demand and staff sacrificing being with
family and friends on the celebration days, the 111-leadership team have really
focussed on the health and well-being of the staff. Provision of snacks and drinks
utilising the charitable funding and the 111 Champions organising quizzes and dress
down days has been positively received by the 111 teams.

The attrition rates for Health Advisors grew again in December; a review of the exit
interviews is taking place to identify any themes. Considerations include the impact
of the call demand through December, the end of the retention payments and season
variation.

The 111-rota review continues, however due to the call demand and the Industrial
Action in December the third working parties were cancelled. This means the project
will now be delayed by 4 weeks.

Similar to PES, 111 services have been impacted by industrial action.

Patient Transport Service

PTS performance is reported one month in arrears. Activity in November was 9%
Below contract baselines. Year to date July 2022 - November 2022) is performing at
14% below baseline.

Similar to PES, PTS services have been impacted by industrial action.
ISSUES TO NOTE
Local Issues

Learning from major incidents

The trust will soon be required to update the Manchester Arena Inquiry on progress
against the recommendations.

In my Association of Ambulance Chief Executives’ Chairman role, | recently spent
some time at West Midlands Ambulance Service, meeting with the National
Ambulance Resilience Unit to share thinking around major incident responses and
influence nationally. This is going to be followed up with a workshop in February. |
also spent some time with the Chief Constable of British Transport Police, discussing
some of the same themes, but from a multi-agency perspective.

Regional Issues
Critical Incidents

On a few occasions at the beginning of December the trust reached critical level in
terms of our ability to provide a safe service for our patients with over 600 patients
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waiting in our communities for an ambulance. This was the same for other ambulance
Trusts, who in some cases had more than this at any given time.

We issued appeals to the public asking them to think before dialling 999 and
reminding them to consider alternative transport if they did need to go to hospital.

The number of incidents we dealt with each day remained consistently around 3,000,
primarily due to improved Hear & Treat. These numbers represent typical numbers
for the trust, but with handovers taking so long, the result for patients waiting in the
community was longer than anyone would like.

Our NHS 111 teams have seen huge surges in calls by the thousands. Many of the
additional calls are for people seeking prescriptions and trying to find antibiotics.
Again, we reminded the public to use 111 online first and to get prescriptions through
their usual GP.

Hospital Handover Collaboratives

Led by our Director of Quality, Improvement & Innovation, events took place in
Cheshire & Merseyside as well as Greater Manchester, attended by NWAS and
hospital representatives who discussed the importance of working together to reduce
harm caused by long waits and various case studies were heard where there has
been success.

Electric Vehicle Charging Points

The trust has introduced a pilot scheme of electric vehicle staff and visitor charging
point at Ladybridge Hall, Estuary Point, Salford Station and Macclesfield station.

The charge points accommodate two vehicle bays, each accessed via contactless
payment, charged below the commercial tariff rate. A minimum pre-authorised
amount of £30 (including VAT) will be temporarily reserved against each transaction,
however, only the actual cost of the charging session will be deducted.

Following a review of the initial trial, further installations will be rolled out across the
NWAS footprint to grow the network, encourage the use of alternative fully
electric/plug in models, reduce the carbon footprint, and greatly assist the trust to
achieve its sustainability target zero by 2040.

National Issues
Industrial Action

RCN, GMB, Unison and Unite balloted their members for industrial action in relation
to the national pay award and met the legal threshold to take action.

In order to manage industrial action, letters were issued to hospital trusts, primary
care colleagues as well as care homes and assisted living facilities to update them
on the potential disruption to our services due to the strike action and to assure them
of the steps being taken to secure system support on those days and the anticipated
significant operational challenges for the 48 hours beyond the days of industrial
action.

Following the notification of strike action, the trade unions met with senior members
of NWAS management team to negotiate derogations. Throughout the negotiations
patient safety and staff welfare were priorities. These discussions aim to support
colleagues’ right to take action, whilst honouring a joint commitment to maintain



patient safety. The decision whether to strike or work remains a voluntary matter for
the individual, but the derogations represent a joint agreement on the minimum level
of cover needed to meet the legal obligation for strike action not to endanger life or
cause serious harm. | would like to thank our trade union colleagues and staff for
supporting us with those derogations.

On both days of strike action, staff volunteered and worked tirelessly to ensure our
patients received the care they needed despite the reduced number of resources
available, whether this was on the frontline responding to those in need, overseeing
the situation in EOCs or volunteering to support us in different service lines.

Through our public messaging and the promotion of alternative healthcare provision
via our NHS partners, thankfully, the demand level on both days was not at a critical
level like it has been recently.

All ambulance service leaders have urged the government to continue to meet with
unions and do everything in their power to resolve the issues raised. As Chair of
AACE | have regular access to ministers and national union leads and | am doing all
| can to make sure everyone is aware of the current challenges faced.

House of Lords Enquiry evidence

In November as the AACE Chairman, | was invited and gave oral evidence to the
House of Lords Public Services committee, “Emergency Health Care a National
Emergency”. | was able to share my 34 years’ experience in the NHS and nearly 32
years in the ambulance sector, the current position we find ourselves in and my ideas
around solutions. This report has now been published and can be assessed using
the following link:
https://publications.parliament.uk/pa/ld5803/Idselect/pubserv/130/130.pdf

Health Select Committee evidence

In December as the AACE Chairman, | was invited and gave oral evidence to the
Health Select Committee in response to concerns around Urgent & Emergency Care
and the forthcoming industrial action.

NHS Recovery Forum

| was invited to represent the ambulance sector at a meeting in Downing Street for
the NHS Recovery Forum. Representatives from across the NHS were invited to
discuss four key issues: social care and delayed discharge, urgent and emergency
care, elective care and primary care. The aim of the event was to help share
knowledge and practical solutions so that we can tackle the most crucial challenges
being faced by the NHS such as delayed discharge and emergency care, ambulance
response times and the pressure on our staff.

It was interesting to hear about correcting unwarranted variations in NHS
performance between local areas so that, no matter where patients live, they have
access to quality healthcare.

The NHS, local authority and voluntary sector partners have been working
innovatively to try and manage demand and create extra capacity for years. Since
Covid we have seen real challenges which are driven both by demand for services
and by worsening hospital handover times, which are associated with an inability to
discharge patients into social care.


https://publications.parliament.uk/pa/ld5803/ldselect/pubserv/130/130.pdf

| outlined what the sector is doing really well and the role we can play, but also
stressed the importance of reducing handover delays to ensure patient safety in the
community and the impact that this is having on staff. | also spoke about 'right sizing'
the ambulance sector. This is about how we ensure ambulance services have the
right number of resources to meet demand and the other things that matter to staff
such as on-time finishes and protected development time. | have been asked to
continue to lead on national work looking at what capital and revenue funding may
be required to achieve this.

It's important that the unique position of ambulance services is represented
nationally, and | am pleased to use my position to represent our sector with the hope
of delivering benefits for all ambulance staff and | hope that the latest initiatives, and
the recent pledge to publish a workforce strategy this year, are the first steps towards
addressing the NHS' biggest challenge; looking after its staff.

GENERAL
New Year’s Honours

Deputy Chief Executive and Director of Strategy, Partnerships & Transformation,
Salman Desai, has been awarded the Kings Ambulance Medal in the New Year’s
Honours list.

Salman joined the service in 1997 as a paramedic before being appointed Head of
Service Development and then joining the Board of Directors in 2016 as Director of
Strategy & Planning and being appointed Deputy Chief Executive in 2021.

The Kings Ambulance Medal is awarded to ambulance staff who have shown
distinguished service, exemplary dedication to their role and demonstrated
outstanding ability, merit and conduct to their vocation

Salman has worked hard to redress the balance of representation from ethnic
minority communities within our sector, acting as a trailblazer for equity, equality and
a better understanding the personal challenges that can bring.

Ambulance staff crisis phoneline

Staff who work in the ambulance service are more likely to experience suicidal
thoughts. AACE has commissioned the Ambulance Service Charity (TASC) to
provide a new crisis phoneline to provide immediate and ongoing suicide and mental
health care for all ambulance staff in the UK regardless of location, job role or length
of service

The service includes 24-hour phoneline support staffed by qualified counsellors
experienced in helping people in the blue light services, supported by clinicians and
longer-term support once a person is safe and stable, specifically a five-session
support programme tailored to people experiencing suicidal thoughts.

Research Forum 2023

NWAS has been selected as the host for the 999 EMS Research Forum Annual
Conference 2023 which is a fantastic accolade for our Research and Development
Team. The forum brings together academics and healthcare providers with a
research interest in pre-hospital emergency care and takes place on 20" and 21
June in Manchester.



Abstracts are invited for oral, elevator, or poster presentations on any aspect of
research or quality improvement in pre-hospital emergency care. | am delighted to
be opening this really important event.

Armed Forces Covenant

Since 2014, our service has made a promise to those who serve, or who have served,
in the armed forces, and their families, that they are treated fairly by signing the
Armed Forces Covenant.

Our support to armed forces staff has been recognised in the form of a Gold Award
by the Ministry of Defence's Employer Recognition Scheme. Our armed forces staff
receive up to ten days paid leave for training and we have a strong and active staff
network of our armed forces colleagues.

Wheelchair Rugby League World Cup

Congratulations to Adam Rigby, on a triumphant wheelchair rugby league world cup
victory when England beat France. Adam works in the resilience team at Ashburton
Point and plays wheelchair ruby for Wigan Warriors and England. In a recent media
interview, | was really pleased to read that Adam has praised the mental health
benefits of playing and how he's keen to increase participation in the sport.

Disability History Month — 16 November to 16 December

The year the trust campaigned to #StoptheStereotypes and shared stories from staff
living with disabilities who talk about the stigma they have faced both in public and at
work, to raise awareness of the prejudices people with disabilities face.

Responding to a mental health crisis

The Mental Health Education for Ambulance Services Conference took place at the
end of November and the National Mental Health Workforce Development Project
originated in response to the NHS Long Term Plan (2019) to improve mental health
training in ambulance services. The HEE Mental Health Programme allocated
£150,000 to a Workforce Transformation Fund specifically to support development
of ‘mental health crisis response capability’ from the ambulance workforce.

From the project, a new training package has been created for all staff to help them
feel prepared when attending mental health incidents. This module is a step forward
in ensuring all staff entering the ambulance service have access to high quality
mental health training at an induction level to help them feel equipped for their new
roles.

Employers Network for Equality & Inclusion

The trust has achieved The Employers Network for Equality & Inclusion’s (ENEI)
Gold Award for Talent, Inclusion and Diversity Evaluation (TIDE). This accolade
comes after we previously achieved silver last year. Out of 155 global entries, and
just 13 gold award winners, this is a great achievement for the trust.

TIDE (Talent, Inclusion and Diversity Evaluation) is a benchmarking tool that ENEI
has developed to assess organisational performance and progress in relation to
diversity and inclusion. TIDE measures organisations against eight different areas of
diversity and inclusion practice and this award recognises the progress we have



made to improve the experience of staff from diverse groups and the commitment to
keep this focus in place even at times of pressure.

Strep A spike for NHS 111

Our NHS 111 teams have seen huge increases in calls in general recently, as well
as spikes in calls from worried parents about potential Strep A infections.

The UK Health Security Agency reported there were 851 cases reported in week 46,
compared to an average of 186 for the preceding years. There is considerable
variation across England with the highest rates seen in the North West.

In response to the demand at 111, our Communications Team has been working with
NHS England to share key messages reminding people to use 111 online for the over
5s, for a timely and efficient response, and to promote good hand hygiene to prevent
the spread of infection.

Ambulance Series

Filming of the next series of BBC’s ‘Ambulance’ programme starts soon with crews
from Lancashire and Cumbria being the first to take centre stage before the
production team move into Greater Manchester in March.

Over the last few weeks, Dragonfly staff have been out and about meeting NWAS
staff on stations and in EOCs, while behind the scenes there has been engagement
with external stakeholders, completion of risk assessments and fit out of the
ambulances to hold the cameras and sound equipment. This has been a whole team
effort with staff from operations, HR, rostering, health and safety, infection control
and communications, amongst others, to pull the project together.

As always, the issue of patient consent is being managed by Dragonfly, working
closely with NWAS, and there are robust procedures to follow to obtain this from
patients and/or their families.

In our Thoughts

It is with great sadness that | write to inform you of the death of our colleagues, Ben
Lightburn and former colleague Linda Snape

Ben was a paramedic based in Cheshire & Merseyside and had worked for NWAS
since 2014 when he joined as an emergency medical technician, later qualifying as
a paramedic in 2021. Ben helped many communities in their time of need, showing
immense care and compassion to all his patients and was a friend and mentor to
many of his colleagues Tragically Ben was killed in a car crash on his way to work
on New Year's Day.

Linda was a long serving member of staff who worked for the trust (and formerly
Lancashire Ambulance Service) for over 19 years, working initially within emergency
planning and then as a fire, safety and security practitioner. Sadly, Linda lost her
fight to cancer after battling for three years

The trust sends sincere condolences to the family, colleagues and friends of Ben and
Linda.



LEGAL, GOVERNANCE AND/OR RISK IMPLICATIONS
There are no legal implications contained within this report
EQUALITY OR SUSTAINABILITY IMPLICATIONS

There are no equality or sustainability implications associated with the contents of
this report

RECOMMENDATIONS
The Board is recommended to:

¢ Receive and note the contents of this report



North West

Ambulance Service
NHS Trust

REPORT TO BOARD OF DIRECTORS

DATE:
SUBJECT:

PRESENTED BY:

Wednesday 25 January 2023

‘ Q3 Board Assurance Framework Review 22/23

‘ Angela Wetton, Director of Corporate Affairs

SROL | SRO2 | SR0O3 | SR04 | SRO5 | SRO6
LINK TO BOARD
AEER USRS SRo7 | SR0S | SR09 | SR10 | SR11 | SRi2
= 0 = O 0 0
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EXECUTIVE SUMMARY: The Corporate Risk Register detailing all risks scored =215
can be seen in Appendix 1 and the proposed Q3 position of
the Board Assurance Framework (BAF) with the associated
risks scored =215 can be viewed in Appendix 2. The BAF
Heat Maps for 2022/23 year to date can be viewed in

Appendix 3.

The Executive Leadership Committee (ELC) recommend
the following Q3 changes (s4):

Increase in risk score of SR0O1 from 15 to 25
Decrease in risk score of SR02 from 16 to 12
Increase in risk score of SR03 from 15 to 25
Increase in risk score of SR04 from 12 to 16
Increase in risk score of SR06 from 10 to 15
Decrease in risk score of SRO7 from 12 to 8
Decrease in risk score of SR09 from 20 to 15

RECOMMENDATIONS:

The Board of Directors are requested to agree the:

Increase in risk score of SR01 from 15 to 25
Decrease in risk score of SR02 from 16 to 12
Increase in risk score of SR03 from 15 to 25
Increase in risk score of SR04 from 12 to 16
Increase in risk score of SR06 from 10 to 15
Decrease in risk score of SR0O7 from 12 to 8
Decrease in risk score of SR09 from 20 to 15
Q3 position of the Board Assurance Framework

CONSIDERATION OF THE
TRUST’S RISK APPETITE
STATEMENT

(DECISION PAPERS ONLY)

The Trust’'s Risk Appetite Statement has been considered
as part of the paper decision making process:

Financial/ VfM




Compliance/ Regulatory
Quality Outcomes
Innovation

Reputation

INCLUDE CONSIDERATION OF RISK APPETITE STATEMENT AT SECTION 3 OF REPORT

ARE THERE ANY IMPACTS
RELATING TO: Equality: ]

Sustainability
(Refer to Section 4 for detail)

Es!EVIOUSLY CONSIDERED iy N ot Committees, ELC and Audit Committee

Date: Throughout Q3

Outcome: For Assurance
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PURPOSE

The Board of Directors has overall responsibility for ensuring that systems and
controls are in place to mitigate any significant strategic risks which have the potential
to threaten the achievement of the Trust’s strategic objectives.

This paper provides an opportunity for the Board of Directors to review the 2022/23
Q3 position of the Board Assurance Framework (BAF) along with the Corporate Risk
Register (CRR) risks scored 15 and above that are aligned to each BAF risk.

ASSURANCE PROCESS

The BAF and associated corporate risks are reviewed via the Integrated Governance
Structure.

The evidenced based assurance information reported throughout the quarter via the
assurance committees and identified via as review of Chair's Assurance Reports is
collated on the Assurance Map. The assurance mapping has been utilised to support
and inform discussions with Executive Directors and assist with the population of the
assurance framework.

REVIEW OF THE CORPORATE RISK REGISTER
The review of the CRR takes place monthly at the Executive Leadership Committee
(ELC) as well as via the Integrated Governance Structure. The CRR is available in

Appendix 1.

REVIEW OF THE Q3 BAF POSITION

BAF RISK SRO1: There is arisk that the Trust may not deliver safe, effective,
and patient centred care leading to avoidable harm, poorer patient outcomes
and reduction in patient satisfaction

The risk has increased in risk score following review, with the following rationale
provided by the Medical Director and Director of Quality, Innovation and
Improvement:

1. Ongoing pressures within NHS111, PTS and 999 services and delivery of
ARP standards and excessive waits for Category 2.

2. Escalation to REAP Level 4 and operating daily at Level 4 on Patient Safety
Plan.

3. 111 telephony capacity reached on one day due to increased demand.

4. During December, there were an increased number of incidents scored at 4-
5 as a result of resource availability and prolonged response times.

5. Industrial action resulted in additional significant organisational operational
demands and clinical risk.



6. Pressures impacting on organisational change (SDMR) and delivery of core
business activities.

SRO02: There is a risk that the Trust cannot achieve financial sustainability
impacting on its ability to deliver safe and effective services

The risk has decreased in risk score following review, with the following rationale
applied by the Director of Finance:

1. Identification of full and recurrent efficiency requirements.

BAF RISK SRO03: There is a risk that the Trust does not deliver improved
national and local operational performance standards resulting in delayed care

G Blezard

The risk has increased in risk score following review, with the following rationale
applied by the Director of Operations:

1. Increase in pressure within the NHS and hospital handovers which resulted
in the escalation to REAP Level 4 due to lost resource hours.

2. Industrial action and reduction in available resources.

Increased C1 and C2 long waits and potential patient harm.

4. Increase in call volume for NHS 111 due to prevalent illness and increase in
flu and Covid-19.

5. Impact of industrial action has delayed completion of service delivery model
review (SDMR).

w

BAF RISK SR04: There is arisk that the Trust will be unable to attract or retain
sufficient suitably qualified staff and maintain low abstraction levels, which
may impact on our ability to maintain safe staffing levels

The risk has increased in risk score following review, with the following rationale
applied by the Director of People:

1. Industrial action has impacted on safe staffing levels resulting in a disparity
between demand and available resources.



2. Challenging recruitment market has impacted on delivery of recruitment plans
for contact centre and corporate roles.

BAF RISK SR06: There is a risk that non-compliance with legislative and
regulatory standards could result in harm and/or regulatory enforcement
action.

M Power

The risk has increased in risk score following review, with the following rationale
applied by the Director of Quality, Innovation and Improvement:

1. Risks remain associated with assurance reporting and checks compliance for
clinical and non-clinical safe systems of work due to winter pressures, REAP
Level 4 and capacity to complete assurance checks and rectify actions.

2. ARP performance deteriorated despite CQC ‘should do’ improvement
following recent inspection.

3. Progress to redesign quality assurance visits (QAV) has paused due to
development of reporting from safecheck and ensuring clinical audit risks can
be mitigated through development of APEX.

4. Resource reallocated to support handover improvement in addition to
national asks impacting on capacity to complete risk mitigation work.

BAF RISK SRO07: There is a risk that the proposed changes to legislation
reduces the Trust’s ability to engage effectively and influence across all the
ICS within its regional footprint

4x3 4x3 4%2 4x2 S Desai
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The risk has decreased in risk score following review, with the following rationale
applied by the Director of Strategy, Partnerships and Integration:

1. ICS formalised within the Health and Care Act 2022 from July 2022.
2. External relationships across areas embedded.
3. Effective partnership working with ICB/ICPs.

SR09: There is a risk that due to persistent attempts and/or human error,
NWAS may suffer a major cyber incident resulting in a partial or total loss of
service and associated patient harm

M Power




The risk has decreased in risk score following review, with the following rationale
applied by the Deputy Director of Quality.

1. Key driver is the patching compliance which is at the highest level seen and
well within tolerated limits.

2. There continues to be a high threat of cyber-attacks based on an increased
attack surface through ongoing digital change and deployment.

3. Stable period and continued learning from events such as Silver Puncture
which has aided the reduction of risk score.

4. Recent MIAA audit on mobile devices demonstrated significant assurance in
terms of cyber security.

LEGAL, GOVERNANCE AND/OR RISK IMPLICATIONS (including consideration
of the Trust’s Risk Appetite Statement)

The Board Assurance Framework and the Corporate Risk Register form part of the
Trust's risk management arrangements and supports the Board in meeting its
statutory duties.

The Board Assurance Framework contains the application of the Trust's Risk
Appetite Statement and has been reviewed as part of the Q3 BAF Review process.

EQUALITY OR SUSTAINABILITY IMPACTS
None identified.
RECOMMENDATIONS

The Board of Directors are requested to agree the:

e Increase in risk score of SR0O1 from 15 to 25

e Decrease in risk score of SR02 from 16 to 12

e Increase in risk score of SR03 from 15 to 25

e Increase in risk score of SR04 from 12 to 16

e Increase in risk score of SR06 from 10 to 15

e Decrease in risk score of SR0O7 from 12 to 8

e Decrease in risk score of SR09 from 20 to 15

o Q3 position of the Board Assurance Framework



APPENDIX

1

Corporate Risk Register

il ) o

. o2 . . ~ 98 ® =3 % .

RiskID ® g Risk Description 23 S 3 i) Risk Owner
[y} x5 = > )
(e} (7] o
8 5
2 2
. ) ) ) I @
There is a risk that due to increasing _ 3 5
I numbers of 999 calls and patient acuity to IS L [

246 8 EOCs, callers may experience call pick up g -% Q % Director of
g delays resulting in increased emergency S 5 = % Operations
~ response times and negative impact on 8 s ®

operational performance standards. ® S

5] 2

o

5 o

9]

2

j=2

— [}

g There is a risk that due to industrial action < ° o

259 [ arising from the national pay dispute, we are g -% E; ) Medical
5 unable to provide a safe or effective service B 5] & % Director
S leading to risk of serious patient harm. 8‘ ®

g
o
o
There is a risk that capacity constraints " 3
within the Digital team mean that new ACQI 2 2
| i — c D
N _for Older pec?ple Falls not conveyed' is rl10t g .g & Director of
o included within phase 1 of APEX, and will ) o b5 x X
N R o > = I ] Quality

304 > lead to non-completion and non-submission g ] = [v4 X
> L L X L S = biT] Innovation &
5 of clinical audit information and participation 2 - i)

B L ) ) ) 5] © Improvement
within national quality frameworks meaning 14 o 5
non-compliance with national clinical g g—
reporting standards. o

Initial
Rating

=
[0}
£
@
[0}
=
=

Treat - Implement controls and mitigating actions to

Treat - Implement controls and mitigating

Treat - Implement controls and mitigating actions to reduce the risk

reduce the risk

actions to reduce the risk

Cur(ent Controls in Place Title
Rating

Agreed implementation of additional EMD Support Staff from April 2020 and
additional staff from September 2021,

Performance Management Framework,
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NWAS Patient Safety Plan,

Gaps in Control Title

NWAS' obligation to provide buddy
support for other NHS Ambulance
Services during periods of high demand,
Unpredicted increased activity from

Assurance in Place

National performance data,
NWAS Integrated Performance Report,

NWAS performance data to Commissioners,
Performance Management Framework,
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Risk ID

327

Date
Opened

17/11/2020

Risk Description

There is a risk that due to increases in
operational demand, limited resource and
processes the existing operating model for
NWAS may be ineffective resulting in
delayed patient response and inability to
achieve ARP standards.

Risk
Status

active

Type

Operational

Subtype

Operational Performance

Risk
Register

Corporate Sensitive Risk Register

Risk Owner

Director of
Operations

Current
Rating

Initial

. Controls in Place Title
[REVs]

Treatmen

Shared learning via AACE and other NHS Ambulance Trusts,

Preparatory workforce planning including overtime and recruitment
opportunities, Senior operational representation at National level,

NWAS representation on monthly conference calls,

Implemented Pre-Determined Attendance (PDAs) part of ARP v2.3 and
frequent reviews of PDAs, Implemented clinical leadership across all EOCs
and Trauma cells, Auto-allocation to improve response times,

Management of IFT/ HCP activity, DCA, RRV and ORH Modelling Review
Building & Better Rota's Project, Fleet Replacement Programme,
Operational Policies & Procedures and Operational Guidance,

Operational, Tactical and Strategic Management,

Performance Management Framework, Additional resources utilised to

Treat - Implement controls and mitigating actions to reduce the risk

328

17/11/2020

There is a risk that due to the excessive
handover delays at hospitals across the
North West, there maybe increased numbers
of patients being held on the back of
ambulances and the number of available
ambulances may diminish which may result
in increased numbers of delayed responses
for our patients.

active

Operational

Patient Safety

Corporate Risk Register

Director of
Operations

Gaps in Control Title

Confirmation of the receipt of additional
finances from Commissioner,

Delivery of Urgent and Emergency Care
Strategy,

Workforce Planning,

Awaiting outcome of ORH review,
Monthly monitoring by Lead

Assurance in Place

NatroTTar PeTToTTd
National ARP Data,
ORH Modelling Report,

NWAS Integrated Performance Report,

NWAS Performance Reports to Commissioners,
NWAS Performance Reports to NHSE/I,

NWAS Business Cases for Fleet Replacement,

NWAS Workforce Indicators Report,

National Hospital Handover Performance Data,

NWAS Hospital Handover Performance Data to
Commissioners,

NWAS Hospital Handover Performance Data to
NW NHSE/I,

Gaps in Assurance

AACE to simplify the operating
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Treat - Implement controls and mitigating actions to reduce the risk

329

03/02/2022

There is a risk due to the gaps in assurance
surrounding the enactment of Duty of
Candour for incidents that do not meet the
Serious Incidents threshold, that regulatory
Duty of Candour conversations will be
missed, leading to regulatory enforcement,
financial implications and loss of service
user confidence

active

Operational

Patient Safety

Corporate Risk Register

Director of
Quiality
Innovation &
Improvement

20

to reduce the risk

Duty of Candour Questions Available during Incident Management in
DatixWeb System,

Duty of Candour Questions Available during Complaint Management in
DatixWeb System

Treat - Implement controls and mitigating actions

Duty of Candour Repository,
Duty of Candour Audits/ Compliance
Reviews

requires review

support performance, e.g. use of Third Party Providers with increased scope of|Commissioner to facilitate release of NWAS Integrated Performance Report, model., Q Q
practice, use of CFRs and PTS supporting PES work, funding, Hospital Handover Project partly implemented Continued hospital pressures, 8 g
NWAS Communications; use of social media, Clinical Leadership Model, International appointees will not be in across NW Acutes, No confirmation for re-occurring g 5
NWAS Operational Performance Calls, ROCC Tactical Commanders & post until circa Sept 2022, Every Minute Matters Project Documentation, funding levels for resources from b= 3
Strategic Commanders, Cancellation of mandatory training & appraisals, Current military resources are depleting | £6.23 m investment to cover short-term increase |01 April 2022
NWAS Winter Plan, Engagement with System Leaders & Acute Hospitals, in stages up to 31/03/2022 following in resources from September 2021 - 31 March
Engagement with NHSE/I, Engagement with NWAS Lead Commissioner, which no further resources will be 2022,
Temporary suspension of Mandatory Training during winter 2021/22, available., Commissioners and NHSE are engaged in
Initiated actions for REAP 4 as agreed by ELC, Review of strategic intentions | Due to external pressures, improving ED hospital delays,
with increases in pressures., Additional 45 DCAs being utilised as part of REAP level was escalated to REAP 4 Buddy system from NHS Ambulance Trusts to
Winter Plan, Additional 90 PTS staff being upskilled for PES up to 31 March |24/03/0222 alleviate pressures on EOC when required,
2022, Additional funding for 111 Service, Six Point Plan jointly devleoped with Financial Investment and Monitoring Winter Plan
Commissioners to cover - Increase Resources, increase Hear and Treat, presentation (30/11/21) provides projections of
reduce loss of vehicle hours, Discussions with NHSE re “levelling up® exenditure,
investment, International recruitment is being Project led by NHSEE for MACCA application approved January 2022,
NWAS, Australian Paramedics have commenced in post 150 military assets deployed assisting NWAS
bk VeiinennAA  0a MAceok nnnn
Every Minute Matters™ collaboration with Hospitals to improve handover times,
Local management engagement with hospitals within their Sector,
NWAS Executive Management engagement with hospitals, Implemented
HALOs at hospital sites to improve delays, Hospital Handover Project to
reduce delays at hospitals, Installed Hospital Arrival Screens for all hospitals
across the NW, A&E Delivery Board with NWAS representation,
Attendance at National calls regarding hospital handovers, Continued hospital pressures affect
QI Approach to hospital handover, The Hospital Handover Safety Checklist is NWAS' ability to handover patients
supported by the Medical and Quality Directorate and can be used in all in a timely manner,
Emergency Departments, Attendance at NHSE/I North West Winter Planning Continued abstraction rates of
Meeting, Attendance at NHSE/I Hospital Handover Delays Review Meetings, . . . .NWAS Hospital Handover Performance Datato |PES staff remains challenging to
o . - NN . < Unpredictable increases in demand o . X
Identification of Hospitals to participate in "Every Minute Matters’, NWAS across the Service Directorate Commissioners and NW NHSE/I, provide extra vehicles,
concerns raised with AACE for National level discussion, Strategic meeting Increased pressure within hos’ itals are NWAS Hospital Handover Safety Checklist National Performance Data, ~ ~
chaired by Prof. A Marsh to review delays, NHSE/I and Commissioners taking |. >ea p p developed and being rolled out across the NW. National Hospital Handover S S
. . - X . X increasing delays for the release of . . I N
the lead to reduce hosptial handover times, Escalations with Chief Executive ambulances Two sites fully implemented, Performance Data, S S
Officers of appropriate Acute Trusts, Hospital outliers escalated to the T P NWAS Integrated Performance Report, NWAS Hospital Handover s d
: ) ; DCA vehicle specification for 2023/24 ) ; A ) 8 I
Regional Director of NHSE, Targeted recovery plans for hospital handover does not include the provision of Hospital Handover Project Documentation, Process redesign not fully
improvements, Continued liaison between NWAS and Acute services (Gold wheelchairs p ICS Collaborative Project Documentation, implemented the NW,
Cell meetings in Cheshire and Mersey Region);, Monitoring is taking place Right Care Closer to Home" allocated to SPTLs. | NWAS Hospital Handover Safety
between Acute and CQC 23 joint monitoring arrangements between lead Checklist not fully implemented
Commissioners and NWAS, National Handover meeting with AACE, across the NW,
Operational Orders being reviewed., Hospital Handover Action Cards to NWAS Hospital Handover Fit2Sit
assist with managing a deteriorating patient, Commissioners are leading on ongoing with Tameside
working with Acutes and monitoring bi-weekly with NHSE, Roll-out in Cheshire
and Merseyside, National Pilot "Rapid Release’ at Lancashire Teachng
Hospitals (Royal Preston Hospital) as of 01/02/2022, Introduction of NHS
Pathways during March 2022 - July 2022 in EOC aimed at reducing A & E
journeys & redirect to alternative services, Regional Handover Board - chaired
by Maxine Power, Launch of ICS Handover Collaboratives Dec 2022
Duty of Candour Procedure (Serious Incidents),
Duty of Candour Training, . Inaccuracies within Duty of Candour
Duty of Candour Enactment Documentation,
S X Procedure,
Duty of Candour Documentation in DatixWeb System, I
Openness and Transparency Questions during Incident Reporting in DatixWeb Organisational awareness of Duty of Duty of Candour Assurance N Q
Candour, Duty of Candour Training Compliance Data, Reporting to Patient Safety Sub =] o
System, - 7 . . I I
. . . A Enhanced Duty of Candour Training Duty of Candour Compliance Reviews (Serious Cttee, S N
Openness and Transparency Questions during Complaint Handling in . = o
. Package, Incidents) Duty of Candour procedure S =
DatixWeb System vv, 3 iy
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bl ) = c ~
o @ QU @ o o - 9 K]
RiskID & § Risk Description 2 % < _’E‘ 2 Risk Owner In|t!al % Cur(ent Controls in Place Title Gaps in Control Title Assurance in Place Gaps in Assurance &
[a) 8. x5 = S e [REVs] ] Rating o
= -
Pen Test - External Vulnerability & DSPT
Assessment (Internal) Feb 2021,
) Pen Test - External Vulnerability & DSPT
° Regular Audits undertaken by MIAA, Regular Pen Tests undertaken, Assessment (External) Feb 2021,
s Mandatory staff cyber training via ESR, External and internals scans and Pen Test - External Vulnerability & DSPT
§ patching completed as released in hours, Cyber Incident Management Assessment (Safe check) Feb 2021,
2 Plan/Policy, IT health dashboard enabling real time monitoring of assets, MIAA IT Continuity Audit Dec 2020,
° visibility of security threats and vulnerabilities, and assurance around MIAA User Privilege Audit Dec 2020,
o complgtlon of mitigation (e.g. patching and CareCERTSs), Cyber essenF|§Is New Cyber Security Manager recruited and in Lack of defined KPI's relating to
N o Compliant assessment completed (2019 - 2020), Desktop central is utilised for place (Oct 2020), Cyber Security &
5 % B maintaining software updates., Radically reduced the number of servers below ITHealth Dashboard - gvernance /aZsurance rocess
There is a risk that due to gaps in controls k< 'GS; =) 2012 - as of 17/06/2021 25 2008 servers are left, Patching effectiveness is . . brithd01.northwestambulance.nhs.uk, gove € P !
- X = > . £ k N : Admin Accounts have internet access, . . Actions from NHS Digital, ~ )
N and user education/awareness, the Trust T < o Director of =2 very high. Regular security updates deployed for the latest security patches, Out of support software Cyber Essential Certificate, Pen Tests & MIAA assessments to I N
Q may be subject to a ransomware attack 2 2 S é Quality 2 New Cyber Security Manager recruited and in place (Oct 2020), pp ! Desktop Central - N Q I
330 3 L ) - : k=S 5] s od ) 2 - . : ' No SIEM, be addressed &b monitored, S S
=) resulting in disruption to digital operations 2] 5 2 Innovation & € New Firewalls were implemented at the end of 2020 offering better security . . http://fepdskc01.northwestambulance.nhs.uk:2581/ : . a o
= . . " . - = @ i) 5 S X X . Lack of uptake in staff security . - Lack of independent evaluation of = S
~ including critical systems, causing an impact o i 15 Improvement c and visibility, New Firewalls were implemented at the end of 2020 offering homePage.do?actionToCall=homePageDetails, . L X b=} S
. . [o} = 5 f - . . n - awareness . . . security training re Social
to normal business operations. 5 8 P better security and visibility, Implementation of Mimecast email security Regular Reporting via IT Security Forum to the Engineerin
a S [ service. Protecting NWAS from new and emerging threats through email, Information Governance Sub Committee on 9 9. )
o £ ’ ] T . N : Lack of multiple and immutable
S Microsoft ATP implemented on all servers. providing protection and visibility. number of unsupported Operating Systems, backuos
.Z This is monitored by the Trust and NHSD, Mobile Device Management in use Regular Reporting via IT Security Forum to the p
g to control services on some mobile devices, Anti-virus protection ( including Information Governance Sub Committee on
o malware protection) on both physical and virtual clients/servera€™s, number of patched/unpatched devices and servers,
g' Device encryption on all laptops and some mobile devices mobile devices to Firewall alerts and dashboard,
n protect data, Automated daily threat assessment in place for Windows 10, Mimecast dashboard - https://login-
'g Business Continuity Plans uk.mimecast.com/u/login/?gta=apps&link=/home#/|
= ogin,
ATP Dashboard -
https://security.microsoft.com/endpoints/dashboard
o Pen Test - External Vulnerability & DSPT
£ Assessment (Internal) Feb 2021,
_% Digital Design Forum, Pen Test - External Vulnerability & DSPT
. ‘g’ ~ Interoperability Forum, Assessment (External) Feb 2021,
S % 2 2 Change Advisory Board - monitoring and reporting, Pen Test - External Vulnerability & DSPT
There is a risk that due to digital k! '05; g2 Control and managing product versions., . . Assessment (Safe check) Feb 2021,
- s I . = > " 0¥ . " e o Incomplete Information Asset Register, L " . ~ )
N expansion/interoperability increasing the st < o Director of S8 Active fire wall restrictions and monitoring, Not all systems have a completed SLSP MIAA User Privilege Audit Dec 2020, Lack of a robust supplier IN N
331 8 Trust's attack surface which in turn increases g -% £ % Quality €3 Advanced threat protection linked to NHS Digital, or DPIA Y p New Cyber Security Manager recruited and in assurance process, S 8
8 overall risk to the Trust resulting in a loss of 'g 5 e x Innovation & 8@ DPIA Process for all systems, ’ . . place (Oct 2020), No all staff follow the correct route d =
= - . - ) s 5 i) = 5 L Lack of penetration testing on new L . . - - = =
~ critical systems and business disruption or o = @ Improvement S = processes and applications, . Digital Design Forum, when developing digital solutions =] N
exfiltration of confidential data. % 8 QE) g SLSP process for all systems, connections Firewalls in place,
a g = processes and applications, DPIA/SLSP process,
E® Logging and monitoring, Mandatory Training Data Protection Module over
"‘clu Risk Management Process 80% compliance reported,
|°:-‘ Cyber Security Green Room Page,
Bi-monthly Cyber Security Forum
ATl Vacant posts are SUnSTantve,
= HSSC committee has oversight of HSS team
=z workplan,
> 2 and associated risks,
5 o E 5 External reporting requirements such as RIDDOR
There is a risk that due to the number of 2 % = ° to the HSE continue to be prioritised,
o« |HSS Practitioner vacancies and high level of B 2 & Director of Py ﬁ HSS establishment consists of 5 substantive HSS Practitioners, MIAA review of RIDDOR scheduled in for 22/23, o %)
S abstractions within the HSS team, HSS o 5 = x X <] 1 Administrator and 1 Team leader position, Vacancies are: 3 x HSS Practitioners, Agency support and temporary support arranged . A S S
N X - X > = © w Quality €3 . X : . " X . R R Recruitment to be initiated for N} [
332 B statutory and operation activity will be g < > x X S Head of Compliance incl HSS is a substantive position, Head of Compliance incl HSS is also on |and in place, - S S
S . . e 5 T Innovation & o2 . e - ) . . vacant positions i o
35 compromised leading to a lack of assurance s % % Improvement 29 Many staff in org hold NEBOSH/IOSH qualifications in HSS, long term sick New team structure in place following process of = &
[S] i i o %] [ T, isati o —
_anq increased staff and patient safety e g g o beyond that of the HSS team organlsat!onal change, ) )
incidents. = 5 % 8 Mutual aid requested and given via TU colleagues
§ o I to help support workplace inspections,
: Full review of internal process for security and
5 safety audits in train and new standard work being
= tested,
W\ aalkh: HSQE Madaratinn nanal af andite acrace
1]
5 ee
2 ‘g 2 . Line capacity already reached at times of
~ There is a risk that due to significantly = 2 o . 29 high demand, ~ )
N R ) I 2L o Director of = 8= i~ ' . N 1N
S increased demand the Trust will run out of o .5 b X Qualit 5 g 2 No ability to increase capacity as ISDN S 3
378 N NHS 111 telephony line capacity again, 2 s Py 4 Iy GE, E=li 25 NHS 111 online providing alternative access point lines no longer supported, N N
o B - : 9 5 = Innovation & L= 8 . B o
S leading to patients not being able to access © I 2 i) |mbrovement % SS May impact on 999 call demand, S S
N the service. o I g P = E’ E National Contingency Mechanism not N N
g— %o available during times of industrial action
o Es
4
[2]
'8 =
. [
9] ns
There i isk that d h National z =R
ere is a risk that due to the new National =) £ 3
— Pl o) <
N Intelligent Routing Platform (IRP) NWAS [ % o Director of 8 E National IRP Programme Team - oversight with sign-off from AACE, National Change Control Process not Fully established National Change N Q
379 8 Digital Team will not be able to fault find or g -% %] s Quality g <] 16 In response to issue, well establishe%i AACE Reporting and Governance Structures, Control Process with good 8 8
S make changes to the 999 telephony platform E 5 € o Innovation & £ 2 Architecture Review with NWAS CTO and National Team on 19 December o . . Architecture Review Documentation attendance, S g
S ) S 2 ] G S ; NWAS technical oversight of IRP limited S s
IS leading to slower response to telephony o) =2 @ Improvement == 2022 - Emergency Change Control implemented IS IS
issues or outages. e <3 E ©
S o c
o =]
o ©
£2
1S
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BOARD ASSURANCE FRAMEWORK KEY

Chief Executive

Director of Quality, Innovation & Improvement

Medical Director

Director of Finance

Director of Operations

Director of People

Director of Strategy, Partnerships & Transformation

Director of Corporate Affairs

CEO
Rare Unllkely Possmle leely Almost
: MD
Catastrophic

5 Moderate ngh H|gh ngh DoF

4 Moderate Moderate High High
Moderate 6 9 12 15 Dol?

3 Moderate Moderate Moderate High DoSPT

Minor 6 8 10

2 Moderate Moderate Moderate DoCA
Negligible

1

Strategic Priorities

The 2018/2023 strategic priority that the BAF risk has been aligned to

BAF Risk

The title of the strategic risk that threatens the achievement of the aligned strategic priority

Rationale for Current Risk
Score

This narrative is updated on a quarterly basis and provides a summary of the information that has supported the assessment of the BAF risk

Risk Appetite

The total amount of risk an organisation is prepared to accept in pursuit of its strategic objectives

Controls The measures in place to reduce the risk likelihood or risk consequence and assist secure delivery of the strategic priority
Assurances The measures in place to provide confirmation that the controls are working effectively in supporting the mitigation of the risk
Evidence This is the platform that reports the assurance

Gaps in Controls

Areas that require attention to ensure that systems and processes are in place to mitigate the BAF risk

Gaps in Assurance

Areas where there is limited or no assurance that processes and procedures are in place to support the mitigation of the BAF risk

Required Action

Actions required to close the gap in control(s)/ assurance(s)

Action Lead

The person responsible for completing the required action

Target Completion

Deadline for completing the required action

Monitoring

The forum that will monitor completion of the required action

Progress

A RAG rated assessment of how much progress has been made on the completion of the required action n

Progress

Not




OUR STRATEGY AT A GLANCE

Our vision is to be the best ambulance service in the UK by delivering
the right care, at the right time, in the right place; every time.

Values:

We work together to understand and value every role in
achieving our shared purpose. We live and breathe
inclusivity, everyone matters.

WORKING

TOGETHER.
We challenge ourselves to be the best we can be. We
are curious and push boundaries to improve everything

£

we do.

BEING AT
OUR BEST.

We make a difference through doing the right thing by
our staff, patients, partners and communities. We act with
compassion and kindness.

MAKING A
DIFFERENCE.

Supporting
strateqies:

Emergency
Care Strategy Strategy

Finance plan -
long term Anancial

Urgent and Quality Digital
(Right Care) Strategy

Priorities:
/

Urgent and
Emergency Care

Increasing service integration and
leading improvements across the
healthcare system in the Morth
West.

A

Business and Comnmercial

Development

Developing skills and capability to
explore business opportunities for

aurrent and new viable contracts,
sarvices or products.

Infrastructure

Reviewing our estates and flest
to reflect the needs of the future

service model.

model

Workforce
Strategy

-
| v

Quality

Delivering appropriate care, which
is safe, effective and patient
centered for each individual.

&

Workforce

Engaging and empowering our
leaders and staff to develop,
adapt and embrace new ways of
delivering the right care.

3\

Digital

Radically improving how we meet
the needs of patients and staff
every time they interact with our

digital services.

Stakeholder
relationships
Building and strengthening

relationships that enable us to

achieve our vision.

G

Environment

Committing to reduce emissions

by embradng new technology

including electric vehicles.

Communications Estates and Fleet
and Engagement
Strategy

Strategies



SRO1: There is a risk that the Trust may not deliver safe, effective, and patient centred

BOARD ASSURANCE FRAMEWORK DASHBOARD 2022/23

15

care leading to avoidable harm, poorer patient outcomes and reduction in patient QL7 & MD 5x3
h ) Performance
satisfaction CxL
SR02: There is a risk that the Trust cannot achieve financial sustainability impacting Resources DoF 41)21
on its ability to deliver safe and effective services CxL
SRO03: There is a risk that the Trust does not deliver improved national and local Quality & L
. oo DoOps 5x3
operational performance standards resulting in delayed care Performance CxL
SRO04: There is a risk that the Trust will be unable to attract or retain sufficient suitably 12
qualified staff and maintain low abstraction levels, which may impact on our ability to Resources DoP 4x3 4x3 4x3
maintain safe staffing levels CxL CxL CxL
SRO5: There is a risk that sufficient progress is not made in developing a 12 12 12
compassionate, inclusive and supportive cultu_re, impacting adversely on staff Resources DoP 3 3 3
wellbeing and engagement, resulting in poor quality services, staff harm and reduced
e CxL CxL CxL
productivity
_ o . . _— : 15 15 10
SRO06: There is a risk that non-compliance with legislative and regulatory standards Quality &
; . DoQIl 5x3 5x3 5x2
could result in harm and/or regulatory enforcement action Performance
CxL CxL CxL
SRO7: There is a risk that the proposed changes to legislation reduces the Trust's 12 12 12
o . ! e ; . Resources DoSPT 4x3 4x3 4x3
ability to engage effectively and influence across all the ICS within its regional footprint
CxL CxL CxL
12 12 12
SRO08: (Sensitive Risk) Resources DoSPT 4x3
CxL
SR09: There is a risk that due to persistent attempts and/or human error, NWAS may 20
suffer a major cyber incident resulting in a partial or total loss of service and Resources DoQll 5x4
associated patient harm. CxL
20
SR10: (Sensitive Risk) Resources DoSPT 5x4
CxL
12
SR11: (Commercially Sensitive Risk) Resources DoOps 4x3
CxL
15
SR12: (Commercially Sensitive Risk) Resources DoOps 5x3

CxL




BOARD ASSURANCE FRAMEWORK 2022/23

BAF RISK SRO0O1: Strategic Priority: Quality & Digital Executive Director Lead: MD
There is a risk that the Trust may not deliver safe, effective, and patient centred care leading to avoidable harm, poorer
patient outcomes and reduction in patient satisfaction Risk Appetite Category: Quality Outcomes — Low

BAF RISK SCORE JOURNEY:
01.04.22

22/23 Target | Final Target
15 15
s B
| oxt | oxk [ ooox ] ooxk | ooxt | oxk |
e BEEXSIEEN  Fxceeded | Exceeded  Exceeded | Exceeded [N  Exceeded NN

20 / RATIONALE FOR CURRENT RISK SCORE

15

BAF Risk Journey 2022/23

The risk score for the Q3 position of this BAF risk has increased to 25 due to ongoing pressures across NHS 111, PTS and 999 services

10 that sees delivery against ARP standards an ongoing concern. The greatest clinical risks are deemed to reside in excessive waits in
5 Category 2 incidents. The Trust has escalated to REAP Level 4 for a sustained period and predominantly operates daily at the highest
0 Patient Safety Plan - Level 4. 111 telephony capacity reached a limit on one day due to increased demand. There were an increased
Apr-22 Q1 Q2 Q3 Q4 number of incidents scored at 4-5 in December linked to lack of available resource and prolonged response times. In addition, national

industrial action led to additional significant organisational operational demands and clinical risk. This has an ongoing impact on
. . organisational change (Service Delivery Model Review) and is impacting on delivery of core business activities, including maintenance
Target 22/23 Risk Appetite of good relationships with trade union partners. New risks have been identified linked to handover delays including staff working outside
their scope of practice, sub-optimal care whilst waiting and vulnerable patients disproportionately impacted. These risks are being
reviewed/processed and will flag against Q4. Resurgence of Covid-19 and emergence of seasonal influenza adds to staff sickness
pressures and IPC concerns. In terms of improvement steps, considerable ongoing focus is required to address worsening hospital
handover delays and the harm associated with system partnership collaborative sessions held in each ICB in December. Significant
work has continued to increase access to falls services and ensure referral routes are available via the DOS. The pilot of the mental
health joint response with mental health providers in the EOC has demonstrated a positive impact on increased hear and treat.

Current

CONTROLS ASSURANCES — EVIDENCE
Quality Performance Level 2: NWAS Quality Account Reported to BoD (PBM/ 2223/24)
Level 2: Integrated Performance Report (IPR) Reported to BoD (BoD/100)
Level 2: Reportable Events Report Reported to BoD (PBM/ 2223/65)
Quality and Operational Metric Surveillance Level 2: HS&S Sub Cttee Chairs Assurance Report Reported to Q&P Ctitee (QPC/ 2223/148)
Level 2: Patient Safety Sub Cttee Chairs Assurance Report Reported to Q&P Cttee (QPC/ 2223/122)
Level 2: Clinical Effectiveness Sub Cttee Chairs Assurance Report Reported to Q&P Cttee (QPC/ 2223/149)
Clinical Audit Level 2: 2022/23 Clinical Audit Plan Reported to Q&P Cttee (QPC/ 2223/142)
Level 2: IPC Board Assurance Framework Reported to Q&P Cttee (QPC/ 2223/53)
Prevention and Control of Infection Level 2: IPC Sub Cttee Chairs Assurance Report Reported to Q&P Cttee (QPC/ 2223/123)
Level 2: IPC Annual Report Reported to Q&P Citee (QPC/ 2223/97)
Digital Capture and Monitoring of Clinical Outcomes Level 2: Clinical Effectiveness Sub Cttee Chairs Assurance Report Reported to Q&P Ctitee (QPC/2223/100)
Safety Culture Level 2: Q&P Chairs Assurance Report Reported to BoD (BoD/2223/59)
Single Primary Triage Level 2: Integrated Performance Report (IPR) Reported to BoD (BoD/2223/73)
Winter Plan Level 2: NWAS Winter Plan Reported to BoD (BoD/2223/76)
Constant Care Action Plan Level 2: NWAS Operation Constant Care Plan 2022 Reported to ELC (ELC/2223/311)
Duty of Candour Level 2: Duty of Candour Policy Reported to ELC (ELC/2223/381)




Learning Disability and Austim Plan Level 2: Learning Disability and Autism Assurance Report Reported to Q&P Cttee (QPC/2223/145)

Gaps in Controls/ Assurances Required Action Action Lead Target Completion Monitoring | Progress

Duty of Candour Implementation of Duty of Candour review recommendations Prof M Power March 2023 Q&P Cttee In Progress
Midwifery Strategic Plan Deliver the NWAS Midwifery Strategic Plan Dr C Grant March 2023 Q&P Cttee In Progress
Mental Health, Dementia, LD & Autism Strategic Plan Develop an integrated MH joint review & response model Prof M Power March 2023 Q&P Cttee In Progress
Hospital Handover System working to agree plans to address handover to reduce harm Prof M Power March 2023 Q&P Cttee In Progress
Digital Capture and Monitoring of Clinical Outcomes Deliver Phase 2 EPR roll out and systems for automating clinical audit Dr C Grant 2023/24 Q&P Cttee In Progress
. . Prof M Power
Safety Culture Devise a plan to improve performance on safety culture & F2SU Dr C Grant March 2023 Q&P Cttee In Progress
. ) . . Prof M Power
NHS Patient Safety Strategy Implementation of the Patient Safety Incident Response Framework Ms A Wetton 2023/24 Q&P Cttee In Progress
Out of Hours Technical Resilience Development of proposal in conjunction with operations Prof M Power March 2023 Audit Cttee In Progress
Quality & Safety Business Intelligence Triangulation of data with performance activity to predict key risks Prof M Power March 2023 Q&P Cttee Com,r\#:nce d
Digital Interoperability Joint working with ICSs to enable data sharing solutions and referrals Prof M Power March 2023 Q&P Cttee In Progress
. . . . Resources
Digital Capacity 111 Telephony Capacity Implementation of SIP Telephony Prof M Power March 2024 Citee




Operational Risks Scored 15+ Aligned to BAF Risk: SR01

ERM ID Directorate Risk Description
259 Operational/ | There is a risk that due to industrial action arising from the national pay dispute, we are unable to provide a
Patient Safety | safe or effective service leading to risk of serious patient harm.
There is a risk, due to the lack of a detailed emergency response specification for the use of private
319 Operational/ | ambulance providers in the provision of PES, that variations in provision of drugs and associated training
Patient Safety | results in difficulties regarding assurance checks and could result in medicines not being administered in
accordance with NWAS protocols leading to serious patient safety incidents
. There is a risk that due to the excessive handover delays at hospitals across the North West, there maybe
Operational/ | . . . -
328 Patient Safet increased numbers of patients being held on the back of ambulances and the number of available
Y | ambulances may diminish which may result in increased numbers of delayed responses for our patients.
Overational/ There is a risk due to the gaps in assurance surrounding the enactment of Duty of Candour for incidents that
329 P do not meet the Serious Incidents threshold, that regulatory Duty of Candour conversations will be missed,
Patient Safety . ) oo . "
leading to regulatory enforcement, financial implications and loss of service user confidence.
Opﬁgi[;%nall There is a risk that due to the number of HSS Practitioner vacancies and high level of abstractions within the
332 Safety & HSS team, HSS statutory and operation activity will be compromised leading to a lack of assurance and
increased staff and patient safety incidents.
Safety
Operational/ | There is a risk that due to significantly increased demand the Trust will run out of NHS 111 telephony line
378 . . X X 4 . .
Patient Safety | capacity again, leading to patients not being able to access the service.

Current
Score

Initial
Score

16
High

12
Moderate

20
High

20
High

12
Moderate

25
High

Trend
Analysis




BOARD ASSURANCE FRAMEWORK 2022/23

BAF RISK SR02:

There is a risk that the Trust cannot achieve financial sustainability impacting on its ability to deliver safe and effective

services

Strategic Priority: ALL

Executive Director Lead: DoF

Risk Appetite Category: Finance/ VM — Moderate

BAF Risk Journey 2022/23

BAF RISK SCORE JOURNEY:

01.04.22 Q3 Q4 22/23 Target Final Target
25 20 12 16
ig T 4x5 4x3 4x4
10 o CxL CxL CxL CxL
5 Exceeded Exceeded Exceeded Within Exceeded Within
2 22 1 2 3 4 RATIONALE FOR CURRENT RISK SCORE:
2= Q Q Q Q The risk score for the Q3 position of this BAF has reduced to a score of 12. The revised and break-even plan was submitted and
approved by Board in July with a high efficiency requirement of 4.18%. As at month 8, the latest reported position, financial performance
Current Target 22/23 Risk Appetite is on plan with a small surplus to date. The full requirement of £15.5m has been identified with £9.4m achieved as at month 8. The
recurrent efficiency target of £8.2m has been fully identified. There is also the continued risk in relation to the raising energy costs
which is being closely monitored and the impact of the change in discount rate.
CONTROLS I— ASSURANCES E— EVIDENCE
Financial Controls Level 3: MIAA Internal Audit: Key Financial Controls Reported to Audit Cttee (AC 2021/114)
Level 3: Audit Completion Report (ISA 260) .
Annual Accounts/ VfM Statement Level 3: Independent Auditors Report Egpgﬁgg :g gggt(ggij (2A2(2:/3/222022/L|1:>8|3f/|ﬁ2(:2/2232/§%49)
Level 3: Audited Annual Accounts 2021/22 P
2022/23 Opening Financial Plans (Revenue and Capital) Level 2: 2022/23 Opening Financial Plans & M01 Financial Position Reported to Resources Cttee (RC/ 2223/07)
Reviewed 2022/23 Financial Plans Level 2: Update and approval of Financial Plans 2022/23 Reported to BoD and Resources Cttee (RC/2223/28 & PBM/2223/30)
Financial Performance Level 2: M06 Financial Position Reported to ELC (ELC/ 2223/309)
Level 2: MO7 Financial Position Reported to Resources Cttee (RC/2223/89)
2022/23 Planning Guidance from NHSEI Level 2: Update and approval of Financial Plans 2022/23 Reported to BoD and Resources Cttee (RC/2223/28 & PBM/2223/30)

Gaps in Controls/ Assurances

Required Action

Action Lead Target Completion Monitoring | Progress

Product and Efficiency Oversight Forum Establishment of the Product and Efficiency Oversight Forum Ms C Wood February 2023 Reéct)tlérges In Progress
Recurrent Funding Recurrent fun_dlng requirement to PES and 111 to deliver safe & Ms C Wood February 2023 Resources In Progress
effective services Cttee
. . . Resources

Receipt of 2023/24 Planning Guidance from NHSEI Ms C Wood January 2023 Cttee In Progress

2023/24 Financial Planning Draft 2023/24 Financial Plan (Revenue & Capital) Ms C Wood March 2023 Resources NS
[SLCIYA Il Commenced

. . Resources [\[e]#
Approval of 2023/24 Financial Plans by Resources Cttee & BoD Ms C Wood March 2023 Cttee / BoD [oaniiiere




Operational Risks Scored 15+ Aligned to BAF Risk: SR02

Initial Current Trend Target
Score Score Analysis Score

ERM ID  Directorate | Risk Description

There are no operational risks scored 15+ aligned to this BAF risk




BOARD ASSURANCE FRAMEWORK 2022/23

BAF RISK SR03: sztrga;r??g;n?;gg - Executive Director Lead: DoOps
There is a risk that the Trust does not deliver improved national and local operational performance standards resulting in
delayed care Risk Appetite Category: Quality Outcomes — Low

BAF RISK SCORE JOURNEY:
01.04.22 22/23 Target

s s s e _ s

Exceeded Exceeded Exceeded ‘ Exceeded Exceeded

BAF Risk Journey 2022/23

25
20 \ /
15

Final Target

Within

Risk Appetite

10

5 RATIONALE FOR CURRENT RISK SCORE:
The risk score for the Q3 position of the BAF risk has increased to a score of 25 due to hospital handovers and the increasing pressure
2 2 1 N 3 " within the NHS. During Q3, the Trust escalated to REAP Level 4 as a result of increased lost resource hours due to handover delays.
pr Q Q Q Q This has been compounded by industrial action. This has led to reduced availability of resources and increased C1 and C2 long waits
(999) and potential patient harm. However there have been continued improvements in hear and treat which has improved up to 19%.
) ) For NHS 111 performance, there has been a significant increase in call volume (doubled) due to RSV, Strep A and as a result of
——— e a2 Risbmzziz prevalent illness and infection such as increases in flu and Covid 19. Contract discussions are ongoing with a view to having more

financial resources available to the Trust. Due to ongoing industrial action during Q4, this will impact on the completion of the service
delivery model review (SDMR).

CONTROLS E— ASSURANCES I EVIDENCE

Operational Performance Surveillance Level 2: Integrated Performance Report (IPR) Reported to BoD (BoD/ 2223/31)
. . . Level 2: Integrated Performance Report (IPR) Reported to Q&P (Q&P/2223/95)
Single Primary Triage System Level 2: CEO Board of Directors Report Reported to BoD (BoD/2223/72)
Gaps in Controls/ Assurances Required Action Action Lead Target Completion Monitoring Progress
Engagement with Commissioners Mr G Blezard March 2023 ELC In Progress
Recurrent Financial Gap Engagement with Commissioners surrounding NHS111 contracts Mr G Blezard March 2023 ELC In Progress
Engagement with Commissioners surrounding PTS contracts Mr G Blezard March 2023 ELC In Progress
Improve availability of alternative care pathways Dr C Grant March 2023 Q&P Cttee In Progress
Alternative Care Pathways
Optimise the use of Hear and Treat and See and Treat pathways Dr C Grant March 2023 Q&P Cttee In Progress
Hospital Handover Embedding the Hospital Handover Escalation process into BAU Mr G Blezard March 2023 Q&P Cttee In Progress
Delivery of SDMR project to improve working practices Mr G Blezard May 2023 Q&P Cttee In Progress
Service Delivery Model Review
Maximise use of existing resources Mr G Blezard 2023/24 Q&P Cttee In Progress




Directorate

Risk Description

There is a risk that due to the excessive handover delays at hospitals across the North West, there maybe

Operational Risks Scored 15+ Aligned to BAF Risk: SR03

328 Operatlonall increased numbers of patients being held on the back of ambulances and the number of available
Patient Safety A - o .
ambulances may diminish which may result in increased numbers of delayed responses for our patients.
Operational/ There is a risk that due to increases in operational demand, limited resource and processes the existing
327 P operating model for NWAS may be ineffective resulting in delayed patient response and inability to achieve
Performance
ARP standards.
Oberational/ There is a risk that due to the new National Intelligent Routing Platform (IRP) NWAS Digital Team will not be
379 Paﬁent Safety able to fault find or make changes to the 999 telephony platform leading to slower response to telephony

issues or outages.

Initial Current Trend Target
Score Score Analysis Score

20 25
High High

25 20
High High

16 16
High High




BOARD ASSURANCE FRAMEWORK 2022/23

BAF RISK SR04: Strategic Priority: Workforce Executive Director Lead: DoP
There is a risk that the Trust will be unable to attract or retain sufficient suitably qualified staff and maintain low abstraction
levels, which may impact on our ability to maintain safe staffing levels Risk Appetite Category: Quality Outcomes — Low

BAF RISK SCORE JOURNEY:

] 01.04.22 Q1 Q2 Q4 22/23 Target | Final Target
BAF Risk Journey 2022/23 12 12 12 12
25 4x3 4x3 4x3 4x4 4x3
ig CxL CxL CxL CxL
10 / Exceeded ‘ Exceeded Exceeded ‘ Exceeded _ Exceeded Within
5 RATIONALE FOR CURRENT RISK SCORE:
0 The risk score for the Q3 positon of this BAF risk has increased to a score of 16.
Apr-22 Q1 Q2 Q3 Q4 In the main as result of the impact of industrial action on safe staffing levels and the disparity between demand and available resources

seen throughout the latter stages of Q3 and continuation into Q4. Robust workforce and recruitment/training plans in place but Q3 has
started to see some impact on delivery of plans in light of the challenging recruitment market, this has particularly impacted on contact
centre and corporate recruitment. Actions in place to maximise course fulfilment in place but plans not fully met in Q3. NHS111
recruitment and retention remains a risk with plans being implemented which are showing early signs of improvement and continue to
remain a key area of focus. PES vacancy position remains strong with substantive staffing, other vacancy positions are improving.
AlTs are in place to support improvement in attendance.

CONTROLS E— ASSURANCES I— EVIDENCE

Current — Target 22/23 Risk Appetite

Strategic People Plan Level 2: NWAS People Plan Reported to Resources Cttee (RC/ 2223/12, 2223/86)
Workforce Plan Level 2: Operating Plan Submission Reported to Resources Cttee (RC/ 2223/07)
. . Level 2: Workforce Indicators Assurance Report Reported to Resources Cttee (RC/ 2223/85)
Recruitment Delivery Plans Level 2: Strategic Workforce Assurance Report Reported to Resources Cttee (RC/2223/41, 2223/70)
. . Level 2: Workforce Indicators Assurance Report Reported to Resources Cttee (RC/ 2223/13, 2223/39, 2223/67)

People Metric Surveillance Level 2: Integrated Performance Report Reported to BoD (BOD/2223/33, 2223/56, 2223/73)

Attendance Level 2: Thematic Analysis: Attendance Management Reported to Resources Cttee (RC/ 2223/11)
Level 2: Strategic Workforce Assurance Report Reported to Resources Cttee (RC/2223/41, 2223/70)

Vaccination Level 2: Vaccination Report 2022/23 Reported to BoD & Resources Cttee (RC/2223/68)

. Level 2: Strategic Workforce Assurance Report

Retention Level 2: Deep Dive 111 Retention Reported to Resources Cttee (RC/ 2223/84)

Gaps in Controls/ Assurances Required Action Action Lead Target Completion Monitoring Progress
Delivery of Q3 Recruitment Plans Ms L Ward January 2023 Reé?tL;r:es In Progress

Recruitment Plans Delivery of Q4 Recruitment Plans Ms L Ward March 2023 Reé?tzr:es In Progress

. . - . Resources
Implementation of additional training capacity to support plans Ms L Ward March 2023 Cttee In Progress
. . . . . Resources

Attendance Delivery of actions to improve attedance including AIT Ms L Ward March 2023 Cttee In Progress

Vaccination Delivery of 2022/23 Flu Campaign Ms L Ward March 2023 Reé?tL;r:es In Progress

Retention Plans Delivery of Retention Plans Ms L Ward March 2023 Reé?tL;r:es In Progress




Datix ID

Directorate

Operational/

Risk Description

There is a risk that due to the number of HSS Practitioner vacancies and high level of abstractions within the

Operational Risks Scored 15+ Aligned to BAF Risk: SR04

Initial Current Trend
Score Score Analysis

12 16
Moderate High

332 SHa?:tlilhéL HSS team, HSS statutory and operation activity will be compromised leading to a lack of assurance and
Security increased staff and patient safety incidents.
Operational | There is a risk due to a significant vacancy gap and rise in turnover and healthy external job market the HR
325 ; . SO . - . g
/People Hub are unable to recruit and retain resources resulting in unfulfillment of transactional recruitment activity.

12 16
Moderate High




BOARD ASSURANCE FRAMEWORK 2022/23

Strategic Priority: Workforce Executive Director Lead: DoP

BAF RISK SRO05:
There is a risk that sufficient progress is not made in developing a compassionate, inclusive and supportive culture,
impacting adversely on staff wellbeing and engagement, resulting in poor quality services, staff harm and reduced

Risk Appetite Category: Quality Outcomes — Low

productivity
BAF RISK SCORE JOURNEY:
BAF Risk Journey 2022/23 01.04.22 Q1 Q2 Q3 Q4 22/23 Target | Final Target
12 12 12 12 12
25
20 4x3 4x3 4x3 4x3 4x3
15 CxL CxL CxL CxL CxL CxL CxL
10 Exceeded Exceeded Exceeded Exceeded _ Exceeded Within
5 RATIONALE FOR CURRENT RISK SCORE:
0 The risk score for the Q3 position of this BAF risk has maintained at a score of 12. There continues to a good health and wellbeing
Apr-22 Q1 Q2 Q3 Q4 offer that remains in place and has been further strengthened through additional NHSEI funding. The staff survey results for 2021 and
NQPS have shown an improvement in comparison with sector scores and provides a foundation for the Trust to build upon in 2022/23.
There is a clear plan for developing work to improve culture and staff experience being implemented and has been reported to
e— Current em— Target 22/23 Risk Appetite Resources Cttee. Key elements of the work have commenced including leadership development roll out, appointment of a Consultant
Psychologist, and progress with the review of disciplinary procedure. However, the continuing high levels of demand combined with
the additional operational pressures of industrial action are impacting on the roll out of initiatives and the experience of staff in work on
a day to day basis, affecting impact.

CONTROLS E— ASSURANCES I EVIDENCE

People Plan Level 2: People Plan 2022/23 Objectives Reported to Resources Cttee (RC/ 2223/07)
Level 2: Workforce Indicators Assurance Report Reported to Resources Cttee (RC/ 2223/39, 2223/67, 2223/85)
Appraisals & Wellbeing Level 2: Wellbeing Annual Report Reported to Resources Cttee (RC/ 2223/40)
Level 2: Health and Wellbeini Reiort Reiorted to Resources Cttee iRC/2223/87i
Level 2: EDI Annual Report Reported to BoD & Resources Cttee (RC/ 2223/14)
Equality & Diversity Priorities Level 2: D&l Chairs Assurance Report Reported to Resources Cttee (RC/ 2223/88)
Level 2: EDI Assurance Report Reported to BoD & Resources Cttee (RC/ 2223/69)
Staff Networks Level 2: EDI Annual Report Reported to BoD & Resources Cttee (RC/ 2223/14)
Level 2: D&I Chairs Assurance Report Reported to Resources Cttee (RC/ 2223/88)
Just Culture & Treat Me Right Level 2: Workforce Indicators Assurance Report Reported to Resources Cttee (RC/ 2223/85)
Violence and Aggression Level 2: Violence and Aggression Assurance Report Reported to Q&P Ctitee (QPC/ 2223/52)
Leadership Level 2: Strategic Workforce Assurance Report Reported to Resources Cttee (RC/2223/41, 2223/70)
Implementation of Phase 1 Management Restructure Level 2: Strategic Updates and Proposals to ELC Reported to ELC (ELC/2223/231)
E:ZlmPer:t)g)tles Review of Delivery Year 1 Action Plans (Workforce Level 2: EDI Statutory and Regulatory Reporting Reported to Resources Cttee (RC 2223/69)
Freedom to Speak Up (FTSU) Delivery of Agreed Actions Level 2:Freedom to Speak Up Bi-Annual Report Reported to BoD (BoD/ 2223/95)
Gaps in Controls/ Assurances Required Action Action Lead Target Completion Monitoring | Progress
Operations and Medical Management Restructure Implementation of Operational & Clinical management Restructure M,\;IS LB\I,%?(T March 2023 ELC In Progress
N . . . Resources
EDI Priorities Review delivery of Year 2 Action Plans (Workforce Elements) Ms L Ward May 2023 Cttee In Progress




Resources

Improved investigation training compliance Ms L Ward March 2023 Cttee In Progress
. . . Lo Resources
Fully embedding Just Culture Principles Review of Disciplinary Procedure Ms L Ward January 2023 Cttee In Progress
Implementation of Disciplinary Procedure Ms L Ward April 2023 Re(s:ct)ttérges In Progress
Partnership Agreement Review of Partnership Agreement Ms L Ward April 2023 ELC In Progress
. . . Resources
Evaluation of Trust Values Undertake an evaluation on the impact on the Trust Values Ms L Ward March 2023 Citee In Progress
Trailblazer for National Health and Wellbeing Framework Review and report outcomes from dianostics Ms L Ward March 2023 Reé?tlgges In Progress
. . . Resources
Wellbeing Implementation of mental health pledge and AACE commitment Ms L Ward 2023/24 Cttee In Progress
. . . . Resources
Leadership Delivery of full Making a Difference Programme Ms L Ward March 2024 Cttee In Progress




Operational Risks Scored 15+ Aligned to BAF Risk: SR05

Initial Current Trend Target
Score Score Analysis Score

Datix ID | Directorate | Risk Description

259 Operational/ | There is a risk that due to industrial action arising from the national pay dispute, we are unable to provide a 16 20 t

Patient Safety | safe or effective service leading to risk of serious patient harm. High High




BOARD ASSURANCE FRAMEWORK 2022/23

BAF RISK SRO06: Strategic Priority: ALL Executive Director Lead: DoQll
There is a risk that non-compliance with legislative and regulatory standards could result in harm and/or regulatory
enforcement action Risk Appetite Category: Compliance & Regulatory — Low

BAF RISK SCORE JOURNEY:

Q4 21/22 Target | Final Target

10
5x2

BAF Risk Journey 2022/23

25 CxL CxL

20 Exceeded Exceeded Exceeded Exceeded _ Exceeded Within

15 —

10 RATIONALE FOR CURRENT RISK SCORE:
B e e e e e e The risk score for the Q3 position of this BAF risk has returned to a 15 due to the increase in risks which remain associated with

assurance reporting and checks compliance for both clinical and non-clinical safe systems of work which have been impacted by winter

0
Apr-22 Q1 Q2 Q3 Q4 pressures, REAP Level 4 and available capacity to complete assurance tasks and rectification actions. Further ARP performance has

deteriorated despite the CQC ‘should do’ for improvement in this area following the recent inspection. A revised Duty of Candour Policy
) ) is in train and the new medical devices oversight group has commenced following learning from the CQC inspection and new audit
Cluriei s Target 22/23 == = RiskAppetite systems and SOPs are now in place for ambulance cleaning and work continues for embedding these areas including new processes
for cleaning following exposure to dangerous substances such as asbestos. Progress to redesign our internal quality assurance visits
(QAVSs) programme in line with the new regulatory model has had to pause as has work to develop routine reporting from SafeCheck
and ensure clinical audit risks can be mitigated through the development of the APEX tool following the EPR implementation whilst
resource has been reallocated to support handover improvement and due to growth in short notice national asks impacting on capacity
to complete the risk mitigation work.

CONTROLS ASSURANCES — EVIDENCE
CQC Overall Rating of ‘Good’ Level 3: CQC Inspection Report Reported to BoD (2020)
CQC UEC System Inspection Level 2: CQC Assurance Report Reported to BoD (BoD/ 2223/37)
Prevention and Control of Infection Level 2: IPC Board Assurance Framework Reported to Q&P Cttee (QPC/ 2223/53)

. ! . Reported to Q&P Cttee (QPC/2223/95)
Complaints & Incidents Level 2: Integrated Performance Report Reported to Board (BOD/2223/73)
Medical Devices Level 2: CESC Chairs Assurance Report Reported to Q&P Cttee (QPC/2223/149)
People Plan Level 2: People Plan 2022/23 Objectives Reported to Resources Cttee (RC/ 2223/07)
People Metric Surveillance Level 2: Workforce Indicators Assurance Report Reported to Resources Cttee (RC/2223/13)
Mandatory Commander Competencies Level 2: Mandatory Commander Training Assurance Report Reported to Q&P Cttee (QPC/2223/26)
Mandatory and Statutory Training Compliance (75%) Level 2: Workforce Indicators Assurance Report Reported to Resources Cttee (RC/2223/39)
Quality and Safety Metrics (Complaints and Incidents) Level 2: Complaints and Incidents Assurance Report Reported to Q&P Cttee (QPC/2223/143)

Gaps in Controls/ Assurances Required Action Action Lead Target Completion Monitoring Progress




Quality Assurance Processes Redesign of Quality Assurance Visits Prof M Power September 2023 Q&P Cttee | In Progress
. . . . . Mr G Blezard
Essential Checks Improve compliance around essential vehicle and premises checks Ms C Wood September 2023 Q&P Cttee In Progress
Improve compliance with IPC practices, including ambulance cleaning
and RPE across the Trust Prof M Power March 2023 Q&P Cttee In Progress
Learning from IPC and RPE Audits Improve processes for FFP3 Face Fit Testing Prof M Power October 2022 Q&P Cttee -
Embed learning from all IPC Audit findings Prof M Power March 2023 Q&P Cttee In Progress
Development of APEX tool to ensure new e-PRF can be audited Dr C Grant June 2022 Q&P Cttee -
Clinical Audit Submissions
Undertake a review of all clinical audits including AGP Prof M Power March 2023 Q&P Cttee In Progress
Electronic Quality Measurement Auditing/ Reporting Systems Develop automated systems for non-clinical audits Prof M Power September 2023 Q&P Cttee In Progress
Appraisals Compliance Achieve 80% compliance Ms L Ward March 2023 Reé?tlétes In Progress
- . . . Resources
Mandatory Training Compliance Achieve 85% compliance Ms L Ward March 2023 Cttee In Progress




Datix ID

Directorate

Risk Description

There is a risk that capacity constraints within the Digital team mean that new ACQI for 'Older people

Operational Risks Scored 15+ Aligned to BAF Risk: SR06

Initial Current Trend
Score Score Analysis

304 Re%ﬁgg?al/ Falls not conveyed' is not included within phase 1 of APEX, and will lead to non-completion and non- 12
. submission of clinical audit information and participation within national quality frameworks meaning | Moderate
Effectiveness . . . . .
non-compliance with national clinical reporting standards.
There is a risk that due to the variation in security provisions at ambulance bases where controlled
Operational/ drugs (CDs) are stored, the Trust will breach Home Office licence security requirements resulting in
318 . . - . y o= ; .
Patient Safety subsequent enforcement action and/or removal of the licence leading to a significant adverse impact in
the Trust’s ability to provide emergency care.
Operational/Estates | There is a risk due to the current state of repair and lack of structural integrity at St Helen's Ambulance
320 and Facilities Station that may cause the structure to collapse leading to the potential for staff injury/death and
Management disruption of services.
There is a risk that due to the excessive handover delays at hospitals across the North West, there
Operational/ maybe increased numbers of patients being held on the back of ambulances and the number of
328 . 4 o0 . o
Patient Safety available ambulances may diminish which may result in increased numbers of delayed responses for
our patients.
. There is a risk due to the gaps in assurance surrounding the enactment of Duty of Candour for incidents
Operational/ . . - A
329 . that do not meet the Serious Incidents threshold, that regulatory Duty of Candour conversations will be
Patient Safety . . ) S R . )
missed, leading to regulatory enforcement, financial implications and loss of service user confidence.
Operational/ There is a risk that due to the number of HSS Practitioner vacancies and high level of abstractions within 12
332 Health, Safety & the HSS team, HSS statutory and operation activity will be compromised leading to a lack of assurance Moderate
Security and increased staff and patient safety incidents.




BOARD ASSURANCE FRAMEWORK 2022/23

BAF RISK SRO07:

across all the ICS within its regional footprint

There is a risk that the proposed changes to legislation reduces the Trust’s ability to engage effectively and influence

Strategic Priority:
Stakeholder Relationships

Executive Director Lead: DoSPT

Risk Appetite Category: Reputation — Moderate

BAF Risk Journey 2022/23

25
20
15

0

BAF RISK SCORE JOURNEY:

Q1 Q2

e CUrrent e Target 22/23

Q3

Q4

Risk Appetite

01.04.22 Q1 Q2 Q3 Q4 22/23 Target | Final Target
12 12 12 8 8
4x3 4x3 4x3 4x2 4x2
CxL CxL CxL CxL CxL CxL
Risk Appetite Within Within Within Within Within

RATIONALE FOR CURRENT RISK SCORE:

CONTROLS

I

ASSURANCES

E——

The risk score for the Q3 position of this BAF risk has decreased to a score of 8 due to associated new structures and work programmes
being proactively progressed by the Trust which will assist to ensure the Parliamentary changes for the ICS to be placed on a statutory
footing are mitigated. Ongoing issues remain surrounding the clarity on how the Ambulance Service will work and function with the
various ICSs. The Trust will be utilising the extra time to embed processes and systems in place for effective engagement and
influencing across the various ICSs and ICPs across the NWAS catchment area.

EVIDENCE

CEO via AACE Role Engagement with NHSE/I

Level 2: CEO Report

Reported to BoD (BoD/2122/97) & (BoD/2122/98)

Designated Executive Director Lead for each ICS

Level 2: Executive Portfolios

Reported to BoD (BOD/2122/87)

Partnership & Integration Team

Level 2: Established in September 2021

Reported to BoD (BOD/2122/87)

NWAS Manager Representation at Key Meetings

Involvement in ICS Structures

Level 2: Assessment to ensure the right expertise is in attendance

Level 2: P&l Team involved in establishing relationships

Reported to Board (BOD/2122/87)

Reported to BoD (BOD/2122/97) & (BOD/2122/98)

Involvement in ICS Structures

Gaps in Controls/ Assurances

Level 2: P&l Team involved in establishing relationships

Reported to BoD (BOD/2122/97) & (BOD/2122/98)

Required Action Action Lead Target Completion Monitoring Progress
Utilisation and monitoring by Senior Managers within the Trust Mr S Desai Q2 Reéct)tLér:es In Progress
Knowledge Vault Familiarisati i for managers across all three areas of the Resources
amiliarisation sessions fo :
Trust Mr S Desai Q2 Citee In Progress
. . . . Resources
Stakeholder Mapping Refresh stakeholder mapping across the Trust for external meetings Mr S Desai Q2 Cttee In Progress




Operational Risks Scored 15+ Aligned to BAF Risk: SRO7

Initial Current Trend Target
Score Score Analysis Score

Datix ID | Directorate | Risk Description

There are no operational risks scored 15+ aligned to this BAF risk




BOARD ASSURANCE FRAMEWORK 2022/23

BAF RISK SR09: Strategic Priority: ALL Executive Director Lead: DoQll
There is a risk that due to persistent attempts and/or human error, NWAS may suffer a major cyber incident resulting in a
partial or total loss of service and associated patient harm Risk Appetite Category: Compliance/Regulatory - Low
BAF RISK SCORE JOURNEY:
Q4 22/23 Target | Final Target
. 10 5
BAF Risk Journey 2022/23
5x2 5x1
25
20 CxL CxL CxL
e _/\ Exceeded Exceeded Exceeded Exceeded _ Exceeded Within
10 RATIONALE FOR CURRENT RISK SCORE:
) The risk score for the Q3 position of this BAF risk has decreased to a score of 15. The key driver to this change is stemmed from our
0 patching compliance, which is currently at the highest level seen and well within tolerated limits. There continues to be a high threat
Apr-22 Q1 Q2 Q3 Q4 of a cyber-attacks, which is based on an increased attack surface through ongoing digital change and deployment. We have seen a
stable period in the previous quarter and continue to receive and learn from events such as Silver Puncture, this has aided the reduction
Current Target 22/23 Risk Appetite in likelihood score. The _Trust conti_n_ues to have a high star_mdard of ov_ersight and processes for cybe_r_ security. A desk tqp exercis_e
has been undertaken with the resilience team and an options appraisal completed to increase resilience, follow up actions are in
progress. The Trust continues to be responsive to nationally issued guidance and is progressing the cyber security work plan.
Multifactorial authentication has concluded with deployment across the Trust and completion in Q2. A new backup solution has been
implemented and our focus remains on closing unsupported servers (2008). A recent MIAA audit on mobile devices has demonstrated
significant assurance in terms of our cyber security.

CONTROLS EE— ASSURANCES I EVIDENCE

Data Security Protection Toolkit Level 2: Digital Strategy Assurance Report Reported to Resources Cttee (RC 2122/119)

CareCert Compliance Level 2: Digital Strategy Assurance Report Reported to Resources Cttee (RC/ 2223/16)

Patching Level 2: Digital Strategy Assurance Report Reported to Resources Cttee (RC/ 2223/16)

Penetration Testing Level 2: Digital Strategy Assurance Report Reported to Resources Cttee (RC/ 2223/16)

Monitoring and Surveillance Level 2: Digital Strategy Assurance Report Reported to Resources Cttee (RC/ 2223/16)

Additional Back-ups Level 2: Digital Strategy Assurance Report Reported to Resources Cttee (AC/2223/42)

Access Controls Multi factoral Authentication (email) Level 2: Digital Strategy Assurance Report Reported to Resources Cttee (AC/2223/42)

Develop business case for 24/7 support Level 2: Digital Strategy Assurance Report Reported to Resources Cttee (RC/2223/72)

Business Continuity Team to desktop worst case scenario Level 2: Digital Strategy Assurance Report Reported to Resources Cttee (RC/2223/72)

Gaps in Controls/ Assurances Required Action Action Lead Target Completion Monitoring Progress

Critical System Security Implement recommendations from MIAA Internal Audit for Cleric Prof M Power March 2023 Audit Cttee | In Progress
Decomission unsupported servers (2008) and (2008 R2) Prof M Power March 2023 Audit Cttee In Progress

Upgrade windows operating systems to within a supported 12 month

Supported Systems version

Prof M Power March 2023 Audit Cttee | In Progress

Replacement of all system using SQL 2008 and 2008 R2 Prof M Power March 2023 Audit Cttee In Progress




Strengthen Password Policy in line wth best practice & national

recommendations Prof M Power March 2023 Audit Cttee In Progress

Implement express route in Azure to block public route Prof M Power March 2023 Audit Cttee | In Progress

Meet Multi-Factoral Authentication solution on remote access Prof M Power March 2024 Audit Cttee In Progress

Implement the Cyber Security plan Prof M Power March 2023 Audit Cttee | In Progress
Cyber Security Plan

Implementation of BeyondTrust Prof M Power March 2023 Audit Cttee | In Progress
Patching (999 and NHS 111) Enable monthly failover & patching opportunities Prof M Power March 2023 Audit Cttee In Progress

Achieve 95% compliance with Data Security Awareness Training Prof M Power March 2023 Audit Cttee | In Progress
Data Security Protection Toolkit Compliance

Implement findings from DSPT Audit findings Prof M Power March 2023 Audit Cttee | In Progress
Out of Hours Resilience Implement recommendations from desktop worst case scenario Prof M Power March 2023 Audit Cttee In Progress




Directorate

Operational Risks Scored 15+ Aligned to BAF Risk: SR09

Initial Current Trend
Score Score Analysis

Risk Description

High

12

Operational/ | There is a risk that due to gaps in controls and user education/awareness, the Trust may be subject to a 15
330 Digital and ransomware attack resulting in disruption to digital operations including critical systems, causing an impact
Innovation to normal business operations.
Operational/ | There is a risk that due to digital expansion/interoperability increasing the Trust's attack surface which in
331 Digital and turn increases overall risk to the Trust resulting in a loss of critical systems and business disruption or

Innovation

Moderate

exfiltration of confidential data.




Appendix 2:
2022/23 Board Assurance Framework (BAF) Heat Maps
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For Decision

The proposed meetings dates for 2023/24 for the Board of
Directors and its Committees can be seen in s3 of the report.

These dates have been shared with Committee Chairs and
Executive colleagues for agreement prior to presenting to
Board.

The Board of Directors are requested to approve the
Corporate Calendar 2023/24.
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PURPOSE

The purpose of this report is to present the proposed Board of Directors and
Committee dates for 2023/24 for approval.

BACKGROUND
Following circulation of the draft dates in December 2022, the Corporate Calendar

for 2023/24 has taken into consideration any feedback received from Board
members.

CORPORATE CALENDAR 2023/24

Meeting Dates

Board of Directors 26" April (short meeting)

9.45 am — 3.00 pm 31st May

Bi-Monthly 215t June (Year End)
26" July

27" September
29" November
31t January
27" March

Board Development
9.30 am —4.30 pm
Bi-Monthly

26" April (timing tbc)
281" June

25™ October

13" December

28" February

9.00 am — 9.45 am
Bi-Monthly when required

Charitable Funds Committee 19" April
10.00am — 11.30am 19 July
Quarterly 18" October
17" January
Nominations and Remuneration 315t May
Committee 26 July

27" September
29" November
318t January

27" March
Audit Committee 215t April
10.00 am — 12.00 pm 19" May
Quarterly 215t June (Year End)
218 July
20" October
19" January
Quality and Performance Committee | 24™ April
1.00 pm —4.00 pm 22" May
Monthly 26" June
24" July

25" September
23 October
27" November
29" January
26" February
25" March




Resources Committee
10.00 am - 1.00 pm
Bi-Monthly

26" May

215 July (1.00pm — 4.00pm)
22" September

24" November

26" January

22" March

Membership of Committees will be reported to the Board of Directors in March 2023.
Diary invites have been distributed to all Board Members for all meetings based on
the current membership and will be updated accordingly in the event of any changes.

LEGAL, GOVERNANCE AND/OR RISK IMPLICATIONS (including consideration of
the Trust’s Risk Appetite Statement)

There are no specific legal implications, however there are governance and
regulatory implications in terms of the establishment and membership of Board

committees.

EQUALITY OR SUSTAINABILITY IMPACTS

None identified.

RECOMMENDATIONS

The Board of Directors are requested to approve the Corporate Calendar 2023/24.




CHAIRS ASSURANCE REPORT

North West
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Audit Committee
Date of Meeting: 20" January 2023 Chair: David Rawsthorn
Mrs C Wood, Director of Finance
Quorate: Yes Executive Lead: Mrs A Wetton, Director of Corporate Affairs

Members Present:

Dr A Chambers, Non-Executive Director
Ms C Butterworth, Non-Executive Director
Prof A Esmail, Non-Executive Director

Key Members Not
Present:

Link to Board Assurance Framework (Strategic Risks): No specific risks aligned to Audit Committee, however, the Committee is charged with a
specific role in relation to oversight of the BAF.

Agenda Iltem

Assurance Points

Action(s) and Decision(s)

Assurance
Ratin

Chairs Assurance
Report — Quality and
Performance Committee

The Committee received the reports from the meetings
held on 26" September 2022 and 24" October 2022.

Noted the assurance provided.

Clinical Audit Progress
Report Q2 2022/23

The Clinical Audit Progress Report for Q2 was
presented to the Committee.

Noted the assurance provided.

Audit Review Update —
Team Rostering
(Cheshire and Mersey)

The Area Director for Cheshire and Mersey attended
to present a report providing an update against the nine
agreed MIAA recommendations.

Noted the assurance provided.

Ke

No assurance - could have a significant impact on quality, operational, workforce or financial performance

Moderate assurance — potential moderate impact on quality, operational, workforce or financial performance

Assured — no or minor impact on quality, operational, workforce or financial performance




North West

Ambulance Service

NHS Trust

Critical and High Risk
Recommendations

MIAA continue to follow up recommendations as

follows:

e The outstanding Freedom to Speak Up
recommendation remains partially implemented
with a revised due date of March 2023.

e The Stock Management — Vehicle Workshops
recommendation is partially implemented with a
revised target date of April 2023.

¢ In relation to Cleric 111 recommendation remains
partially complete with a revised target date of
January 2023.

e Team Rostering (C&M) recommendation
confirmed as partially complete with a revised
target date of March 2023.

Noted the update provided.

Internal Audit Progress

The Committee noted the assurance reviews

Noted the assurance provided.

Report Q3 2022/23 completed within Q3:
DBS Checks - Substantial Assurance
IMT Mobile Devices — Substantial Assurance
Review of HFMA The Committee received MIAA’s assessment of the | Noted the assurance provided.

Improving NHS Financial
Sustainability Checklist

HFMA  checklist Improving NHS  Financial
Sustainability; are you getting the basics right? MIAAs
review provided an objective and unbiased
assessment of the Trust’s self-assessment against the
checklist.

Ke

No assurance - could have a significant impact on quality, operational, workforce or financial performance

Moderate assurance — potential moderate impact on quality, operational, workforce or financial performance

Assured — no or minor impact on quality, operational, workforce or financial performance
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The Committee noted MIAA were assured evidence
was in place to support the self-assessment and where
improvement actions were identified, actions plans with
deadline dates were provided.

Internal Audit Follow Up

The Committee noted the progress within the reporting
period and that 8 recommendations were completed
during the period.

It was agreed the Committee would seek further
assurance to the next meeting in relation to the partially
complete recommendation relating to PTS Critical
Apps, should no further progress be identified by MIAA.

Noted the assurance provided.

Anti-Fraud Progress
Report Q3 2022/23

The Committee received the Anti-Fraud Progress
Report outlining the wide range of activities undertaken
in relation to Strategic Governance; Inform and Involve;
Prevent and Deter and Hold to Account since the last
meeting.

Noted the assurance provided.

External Audit Progress
Report and Technical
Update

Progress report received detailing progress of the
Trust’'s 2022/23 external audit.

Noted the assurance provided.

Board Assurance
Framework Q3 2022/23

The Committee received the updated BAF prior to
submission to the Board of Directors for approval on
25" January 2023.

Committee members considered the report within the
context of their role as Audit Committee.

Noted the assurance provided.

Losses and
Compensation Report
Q3 2022/23

Losses and compensation for Q3 2022/23 totalled
£870k.

Noted the assurance provided.

Ke

No assurance - could have a significant impact on quality, operational, workforce or financial performance

Moderate assurance — potential moderate impact on quality, operational, workforce or financial performance

Assured — no or minor impact on quality, operational, workforce or financial performance
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Formal Assessment of
External Auditors

The Committee received the outcome of the formal
assessment of the effectiveness of the External
Auditors.

Noted the assurance provided.

Code of Governance for
NHS Provider Trusts

The Committee received the outcome of mapping
exercise undertaken to identify the additional or revised
provisions of the updated code of governance where
corporate governance processes will need to be
strengthened in order to declare full compliance at the
end of 2023/24.

Noted the assurance provided.

Waiver of Standing
Orders Q3 2022/23

A total of six waivers were approved during Q3
2022/23.

The Committee noted all waivers requested had been
approved in line with the Scheme of Delegation.

Noted the assurance provided.

MIAA 2022/23 Checklist
Series — Fit and Proper
Persons

The Committee received the Trust's response to
MIAAs checklist for Fit and Proper Persons to support
NHS organisations ensure sufficient, effective
processes together with governance arrangements are
in place.

Noted the assurance provided.

Chairs Assurance
Report — Resources
Committee

The Committee received the report from the meeting
held on 25" November 2022.

Noted the assurance provided.

Ke

No assurance - could have a significant impact on quality, operational, workforce or financial performance

Moderate assurance — potential moderate impact on quality, operational, workforce or financial performance

Assured — no or minor impact on quality, operational, workforce or financial performance
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PURPOSE OF

PAPER:

EXECUTIVE The Integrated Performance Report for January 2023 shows performance
SUMMARY: on Quality, Effectiveness, Operational Performance, Finance and
Organisational Health during December 2022 unless otherwise stated.

For Assurance

Quality
e 158 complaints were received, against a 12-month average of 162

per month.

e 83% of complaints risk scored 1-3 were closed within the agreed
time frame with the data signalling improvement

e The accumulation of complaints has significantly improved and
has been below 40 since the middle of August.

e During December 2022 there were 8 serious incidents reported on
the StEIS database.

e In December 2022, 1,030 internal and external incidents were
opened with no incidents still to be risk scored.

e There were 82 incidents risk scored 4-5 which represents a
significant increase and signals a likely higher number of Sis will
be reported once reviewed

e Areview of incidents risk scored 4-5 for the last two weeks of
December has been undertaken

Effectiveness

e Patient experience: Satisfaction has grown from the last
reporting period for PES (now at 88.9%). For PTS we have seen a
small drop in satisfaction levels (now at 91.3%).

e The NHS 111 service has seen a substantial drop in the number
of responses (69.46% compared to the last reporting period)
combined with a small drop in satisfaction levels (1.10%). This
large drop in returns is attributed to delivery and collection issues
associated with the postal strikes.




For NHS 111 First the current cumulative experience rating of
patients who described their experience as ‘very good/good’ is
85.02% (April 2022 to December 2022). At the end of the last
financial year, March 2022, the cumulative rating was that 92.68%
of patients felt their need for calling the service was met. This
currently stands at 90.63%.

Ambulance Clinical Quality Indicators (ACQl’s): There is no
significant change in the ACQI indicators apart from the stroke
care bundle which is on the lower limit.

The STEMI care bundles were not reported for this month.
H&T, S&T, S&C: For December we achieved 17.7% Hear &
Treat, 29% See & Treat and an aggregate non-conveyance of
46.7%. Hear & Treat along with See & Convey AE and Non AE
show special cause in December. This signals a significant
increase in Hear & Treat and reduction in See & Treat, See &
Convey AE and Non AE.

Patient Emergency Service (PES)

Activity: In December 2022, the Trust received 156,347 calls of
which 92,997 became incidents.

Call Pick Up has been adversely affected by staff abstractions
increased sickness and increased demand. Performance was
55.3% (target 95%) and has deteriorated from the November
2022 position. The mean pick up time for December was 82
seconds (1 minute 22 seconds) and the 95™ percentile, 285
seconds (4 minutes 45 seconds). Both call pick up and pick up in
5 show special cause in December.

Ambulance Response (ARP) Performance

Standard Actual
C1 (Mean) 7:00 9:58
C1 (90") 15:00 16:56
C2 (Mean) 18:00 1:12:11
C2 (90) 40:00 2:45:19
C3 (Mean) 1:00:00 5:16:07
C3 (90") 2:00:00 12:52:41
C4 (90™) 3:00:00 15:52:25

Handover: Average turnaround time has increased and continues
to be above the National standard of 30:00 with a turnaround time
of 58:51. 11,717 attendances (26.8%) had a turnaround time of
over 1 hour, with 2,116 of those taking more than 3 hours. There
were 1,775 delayed admissions in December, with total
accumulated hours of 4,659.

A system wide improvement plan to look at handover performance
continues to progress and collaborative sessions took place in
December.

C1l & C2 Long Waits: The number of C1 and C2 long waits have
increased in December compared to the previous the previous
months.




NHS 111

Standard Actual
Calls . .
Within 60s 95% 23.77%
gxche%e Time to o8 31
é:ﬁ: doned <5% 42.8%
Call back .
Within 10 min 75% 5.24%
Call back
Within 20 min 90% 7.33%
IAverage Call Back 2 hours
\'GVL?:Q; Transfer to 750, 8 42%

e Safety measures are in place. Demand increased, primarily due to
the Government and NHS guidelines on Strep A care, winter
pressures, Industrial action and a rise in ‘in-hour’ requirement.

e Average call to answer time, calls abandoned and call back in 20
show special cause in December.

e PTS performance is reported one month in arrears. Activity in
November was 9% below contract baselines. Year to date July
2022 - November 2022) is performing at 14% below baseline.

Finance

e The year to date expenditure on agency is £3.56m which is
£0.009m below the year to date ceiling of £3.56m.

e As at month 9 (December) the trust is recording a surplus position
for the year to date of £0.751m.

e As at month 9 (December) the trust has delivered the planned
level of efficiency of £10.5m.

Organisational Health

e Sickness: The overall sickness absence rate for the latest
reporting month (November 2022) was 8.64%.

e Turnover has increased to 12.28%. All service lines have seen a
slight increase in turnover. PES turnover is showing an upward
trend but remains low in comparison with other service lines.

e Appraisal: The overall appraisal completion increased to 81.9%.

¢ Mandatory Training: Overall compliance is slightly behind
trajectory but not a cause for concern.

N=ee)IVISN|DJ2W The Board of Directors are asked to:

Note the content of the report

Note the improvements seen in complaints handling times

Note pressures on performance with handover times increased

Note that SI’s are within normal limits however there has been a

significant increase in incidents risk scored 4-5

¢ Note that a learning review has been undertaken of these
incidents

¢ Note that long waits for C1 & C2 have increased in December

e Note the improvements in Hear & Treat and reduction in See and
Convey AE and Non AE.




e Note the ongoing work to maintain patient safety and regulatory
compliance.

o Clarify any items for further scrutiny

SO\ SIBISRVANIMN The Trust’'s Risk Appetite Statement has been considered as part of the
ON OF THE paper decision making process:

TRUST’S RISK

APPETITE [ Financial/ VfM

STATEMENT [J Compliance/ Regulatory

(DECISION 1 Quality Outcomes

PAPERS L1 Innovation

ONLY) [1 Reputation

INCLUDE CONSIDERATION OF RISK APPETITE STATEMENT AT SECTION 3 OF REPORT

ARE THERE
ANY IMPACTS
==V [Nehe Equality: X Sustainability X
(Refer to Section
4 for detail)

PREVIOUSLY
CONSIDERED

BY: Date:

Outcome:
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PURPOSE

The purpose of this report is to provide the Board of Directors with an overview of integrated
performance on an agreed set of metrics required by the Single Oversight Framework up to the
month of December 2022. The report shows the historical and current performance on Quality,
Effectiveness and Operational performance. Where possible it includes agreed regulatory and
practice standards. It also includes information about the performance of peers to address three
important assurance questions:

e How are we performing over time? (as a continuously improving organisation)

e How are we performing with respect on strategic goals?

e« How are we performing compared with our peers and the national comparators?

The format of this report has been revised to ensure that there is greater clarity on the key
measures. Data are presented over time using statistical process control charts. Statistical rules
are applied to determine whether something significant has happened which needs to be
flagged to committee.

SUMMARY

2.1. Quality

e 158 complaints were received, against a 12-month average of 162 per month.

¢ 83% of complaints risk scored 1-3 were closed within agreed timeframes. The data
is signalling a more consistent and improved complaint handling position. The
continued use of the rapid closure process is leading to an improvement in those
complaints closed within SLA (Figure Q1.5) which is showing a new phase.

e The accumulation of complaints continues to reduce which releases capacity
within the team to provide greater focus on responding to complaints and begin to
improve the quality of the written responses.

e Trajectories have been agreed to maintain open complaints below 180 with an
allowance of less than 50% within the accumulation. The accumulation has been
less than 50 since July and less than 40 since the middle of August with there
being 32 in the final week of December.

e 50% of level 4-5 complaints were closed within the agreed time frames.

e 65 Compliments were received in December. This number is lower than the
previous two months (October, 127, November 89). The number reported for
December is likely to increase as compliments continue to be processed.

e During December 2022 there were 8 serious incidents reported on the StEIS
database, this continues to be significantly lower than the 20 serious incidents
reported in January and the second consecutive month of improvement and
remains within normal control limits.

¢ In December 2022, 1,030 internal and external incidents were opened against a
12-month average of 1,116.

e There were 82 incidents risk scored 4-5 which represents a significant increase
and signals a likely higher number of Sis will be reported once reviewed.

¢ Incidents opened with a risk score 1-3 are signalling a change with a new phase
being created. Incidents opened with a risk score 4-5 are signalling a change with
a new phase being created. Following the launch of DCIQ, the Incident
Management Team have been undertaking an initial triage of the incident
reported, risk scoring before allocating to service lines for review and, if necessary,
investigation.



Incidents risk scored 1-3 completed within SLA is showing special cause signalling
improvement for the last six months. Since July 2022, the appointment of a new
Incidents Coordinator has continued to collaboratively work with services lines on
lower risk scored incidents leading to an improved position

The 8 most common themes for incidents reported since the introduction of Datix
IQ in October, were delays (475), call handling (335), care and treatment (257),
accidents and injuries (214), violence and aggression (205), communication (191),
road traffic collisions with vehicle (115) and medicines: general (88).

2.2 Effectiveness

Patient experience

The 280 PES responses are 13.58% lower in number compared to the last reporting
period (324). Supporting comments have also decreased by 15.35% (241 to 204).
The overall experience score for December of 88.9% is 2.81% higher (previously
86.4%).

For PTS the 1,165 responses are 5.75% lower in number compared to the last
reporting period (1165). Supporting comments have also decreased by 12.07% (944
to 830). The overall experience score for December of 91.3% is 1.20% lower
(previously 92.4%).

The NHS 111 service has seen a substantial drop in the number of responses (69.46%
compared to the last reporting period) combined with a small drop in satisfaction levels
(1.10%). This large drop in returns is attributed to delivery and collection issues
associated with the postal strikes. NHS 111 patient experience surveys are still
processed via post whereas our other service lines have all moved to digital surveys.
The NHS 111 survey is nationally mandated, but we understand is currently under
review.

For NHS 111 First the current cumulative experience rating of patients who described
their experience as ‘very good/good’ is 85.02% (April 2022 to December 2022). At
the end of March 2022, the cumulative rating was that 92.68% of patients felt their
need for calling the service was met. This currently stands at 90.63%.

Ambulance Clinical Quality Indicators (ACQI’s)

August 2022's data see us within normal limits and close to the mean across all indicators
apart from the Stroke and which is on the lower limit. The STEMI care bundle was not reported
for this month (latest is July). This is being closely monitored by the audit team and plans are
in place to address these issues. The lag in data publication impacts upon the ability to assess
or understand reasons behind this as well as the ability to evaluate the impact of any recent
work undertaken to improve in these areas.

Return of spontaneous circulation (ROSC) achieved for the Utstein group was
42.4% (national mean 48%). For the overall group the rate was 17.8% (national
mean 25.6%).

Survival to Discharge rates in August 2022 were at 5.6% (national mean 8.0%).

In June 15.2% of patients in the Utstein group survived to hospital discharge. The
national mean at 25.1%.

Mean call to PPCI time in August for patients suffering a myocardial infarction was
above the national mean of 2h 42mins; the Trust’s performance was 2h 32mins.
Mean call to hospital time in August for patients suffering a hyper acute stroke was
below the national mean of 1h 41mins. The trusts performance was 1h 32mins.



e The Stroke Care Bundle performance for August was 96.3%. The national mean at
95.9%

e The Stemi Care Bundle performance was not reported for August in line with the
NHSE schedule.

Hear & Treat, See & Treat, See & Convey

e For December we achieved 17% Hear & Treat and ranked 2nd nationally.
e See & Treat we achieved 29% and we are ranked 11th nationally.
¢ In total there was an aggregate non-conveyance of 46.7%.

Hear & Treat data points are showing an upward trend and moved into a new phase at the
beginning of December. Weekly hear & treat figures in December are over 16%, with 1 week
at 18.8% in special cause over the new phased upper control limit.

Hear & Treat continues to improve as demonstrated by the number of data points signalling
positive special cause variation. The improvement is being generated through internal NWAS
CHUB and EMA efficiencies which is increasing the volume of secondary triage and
conversion to Hear and Treat. EMA Hear and Treat continues to run at around 5% of calls
triaged with the CHUB providing the significant majority of remaining Hear & Treat . CAS
capacity for 999 referrals has decreased. This is due to the increase of 111 online and locality
referrals into the local CAS.

As respond standards deteriorate the opportunity for Hear & Treat increases as the time to
triage extends in line with response. This can be clearly seen within the Cheshire and Mersey
footprint. As the area with most challenged operational resources and response standards,
the opportunity and number of Hear & Treat generated has increased.

Work continues through the CP cohort to improve See & Treat. It should be recognised that
some of the mitigation actions put in place at times of high demand reduce the opportunity for
See & Treat. Through Industrial Action and times of high demand where a critical incident is
declared, enhanced signposting is implemented. The utilisation of sign positing (which
involves no send to some C3s) reduces some of the See & Treat opportunities. CPs are
focusing on locality variation and reducing unwarranted aspects of the variation. See &
Convey to AE and Non-AE also moved into special cause within December.

2.3 Operational Performance - Patient Emergency Service (PES)

Activity: In December 2022, the Trust received 156,347 calls of which 92,997 became
incidents. Compared with December 2021, we have seen an 9% increase in calls and an 1%
decrease in incidents. The increase in call volume can be attributed to general winter
pressures, likely enhanced by prevailing flu, COVID alongside increases in duplicate calls
due to extended waits for response. It should be noted that often increases in call volume do
not translate into increases in incident volume. This is due to the increase in ‘no outcome’
calls. No outcomes include signposted calls (no sends), ETA scripts that enable the caller to
make a decision on their care when an estimated ambulatory response is provided. For
December duplicate calls stood at 1,473 per day and no outcomes at 970 per day. When
appraising the overall NWAS demand, all indicators should be considered as opposed to
incident count in isolation.

e Call volume: call volume is 9% above the equivalent month for 2021.

e Call Pick Up has seen a deterioration in December and performance worsened from
68.7% in November to 55.3% in December (target 95%). The data points within call
pick up showed special cause throughout December and Pick up in 5 the first weeks



of December. The mean pick up time for December was 82 seconds (1 minute 22
seconds) and the 95™ percentile, 285 seconds (4 minutes 45 seconds).

Call pick up has deteriorated within the month of December vs November. This is primarily
due to the increase in call volume received into the EOCs. Al calls answered have increased
by around 450 call per day. As a result, the mean and centile CPU measures have
deteriorated. This is despite increases in front line call handling through recruitment, training,
and deployment of new EMAs. The EOC has continued to experience high levels of
abstraction with sickness continuing to be high. This has mitigated some of the benefits of
increase in overall call handling staff.

NWAS continues to perform above the national average for CPU although this reflects the
pressures on 999 nationally as opposed to stepped improvements from NWAS. IRP data for
December reflects this position. For December, nationally 29,255 calls were routed via IRP.
NWAS passed out 1,210 and answered 2,907, therefore net imported 1,697 additional calls.

Projecting forward it is anticipated that CPU will improve. The EOCs recruitment and training

plans continue to deliver increases in call handling staff through to the end of Q4. This
increases the numbers of call handlers and should improve CPU.

Ambulance Response (ARP) Performance

Category Standard Rgtcl:a;rllber A2z
C1 (Mean) 7:00 9:58

C1 (90") 15:00 16:56

C2 (Mean) 18:00 1:12:11

C2 (90M) 40:00 2:45:19

C3 (Mean) 1:00:00 5:16:07

C3 (90M) 2:00:00 12:52:41

C4 (90M) 3:00:00 15:52:25

For December response time targets were not met for any ARP measures. All the ARP
standards have seen an upward trajectory in December signalling deteriorating response
times. C1 and C2, mean and 90th have exceeded normal control limits in December. All data
points are positioned outside the upper control limit apart for C1 90", week commencing 26™
December. C3 saw 3 out of the 4 December data points above the upper control limit, only
falling below week commencing 19" December,

The primary drivers.

C1 and C2 incident proportions remain high. The percentage of C1 has
marginally decreased vs November but C2 has risen. This is due to acuity of
patients, extended response standards leading to upgrades and utilisation of
sign positing which reduced the number of C3 and 4 incidents.

e Handover has increased by around 10 minutes per attendance which increases job
cycle and reduces operational capacity.



e Variation in operational resources by sector. Movement of resources into these areas
reduce capacity in other sectors and can increase response times by virtue of
distance.

e Call pick up is also having a negative impact on C1 response standards. As the mean
and centile CPU increases, the frequency of clock start prior to triage increases. This
results in extended allocation and response times.

e There has also been a reduction in C3/4 incident count, especially on days of high
activity and Industrial Action. Signposting closes a proportion of C3 and C4 cases as
no outcome. This results in a smaller data set and more variable response standards
as a result.

Overall NWAS continue to perform better than the sector in respect to C1 and C2. In addition,
the Clinical Coordination Desk (CCD) continues to provide senior clinical oversight to waiting
patients. It is undesirable patients wait but the CCD ensures the patients who do wait are the
most clinically appropriate to do so.

Handover is the primary barrier to improved performance and the trend of extended handover
is a concern. It is difficult to foresee stepped improvements in response if handover does not
improve.

In response to this challenge the EOC/CHUB team are working closely with operations to
increase secondary triage capacity and reduce the number of patients a resource is
dispatched to and ultimately the number of patients we take the front door of hospital. This
will be achieved through highbred working and focusing on the lower acuity / less complex
C2 patients.

Handover

e Average turnaround time has increased and continues to be above the national
standard of 30:00 with a turnaround time of 58:51. This is the highest turnaround time
this calendar year.

e Within December, 3 out of the 4 weekly data points are showing special cause moving
outside the upper control limit.

e 11,717 attendances (26.8%) had a turnaround time of over 1 hour, with 2,116 of those
taking more than 3 hours. There were 1,775 delayed admissions in December, with
total accumulated hours of 4,659.

e The Trust is increasing the use of cohorting patients to mitigate decreasing
performance.

e A system handover improvement board has been established with ICB Chief
Executive leads nominated. Handover collaborative session are being hosted in each
ICB. The first meetings took place in December with more planned in February and
April 2023. A move towards a more system-based approach will see the spread of
responsibility for handover performance.

Cl & C2 Long Waits

Long waits for C1 saw an increase to 959 in September and to 1,619 for December. This is
the highest level of long waits since October 21. The number of C2 long waits increased from
12,153 in November to 21,089 in December. This is highest number of long waits overall
since October 21. Turnaround, poor call pick up and abstractions are the primary drivers.

The risk in the waiting stack continues to be mitigated by the clinical co-ordination desk
(CCD). The CCD utilises Advance Practitioners to review the waiting stack and identify high
risk patients.



2.4 Operational Performance - NHS 111

Measure Standard Soe;; r,:ct:)teural
\(/:Valt”rin 6os  [°O% Il
Average Time to 28m 31s
answer

égﬁgdoned <5% 42.8%
\C/:V?t”hlt;\aglc() min [20% 3%
é\;ifkage Call 2 hours
}[/(\)/all\mnrs'l'eransfer 759, 3420

Call demand for 111 throughout December remains very high. The service saw 334,479 calls
offered compared with 236,233 December 2021. 156,023 of those calls were answered,
116,662 abandoned and the additional calls redirected via IVR signposting.

Demand increase was primarily caused due to the Government and NHS guidelines on Strep
A care, winter pressures and Industrial action. Within December, 111 saw a 25% increase on
under 15 triages from the previous month. Additionally, ‘in-hour’ call demand increased within
November and December, work is ongoing with Primary care networks to look at variability of
usage of 111 between practices.

Increased demand has directly affected overall performance throughout December.
Answered in 60 fell to 23.7% and abandoned is now showing special cause at 42.8%.
Average time to answer saw an increased to 28 minutes 31 seconds, pushing the metric into
special cause. The resource gap between capacity and demand has also a causal factor in
the decline of performance. Variation at interval level along with staff sickness, attrition and
industrial action have been a significant challenge. Focus on strategies to improve this
position are well underway and monitored within the 111 people plan.

The team are continuing to work with ORH to demonstrate the change in profile and increase
in demand over the last 12 months, this will be used during future conversations with
commissioners.

The increase in demand on the 111 service has directly impacted the size of the Clinical
advice queue. Warm Transfer to nurse and time taken for a call back continues to be well
below the target. Warm transfer for December is 8.42%, call back in 10 minutes 5.24% , just
above the lower control limit. Call back in 20 minutes for December is now in special cause,
below the lower control limit at 7.33%. Measures continue to be in place to ensure patient
safety.

2.5 PTS

o Due to reporting timing issues PTS performance is reported one month in arrears.

e Activity in November for the Trust was 9% below contract baselines with Lancashire
and Cumbria 22% and 23% below baselines respectively. Year to date July 2022 -
November 2022) is performing at 14% below baseline.



2.6 Finance

e The year to date expenditure on agency is £3.56m which is £0.009m under the year
to date ceiling of £3.56m.

¢ As at month 9 (December) the trust is recording a surplus position for the year to
date of £0.751m.

e As at month 9 (December) the trust has delivered the planned level of efficiency of
£10.5m.

2.7 Organisational Health
Sickness

The overall sickness rate for November 2022 decreased to 8.64% (OH1.1) with COVID
sickness at 0.94%. COVID sickness is at its lowest rate for 8 months.  Non COVID sickness
remains stable but with a slight increase at 7.7% in November which is in line with seasonal
trends. However, over the last six months non-COVID sickness has been tracking on average
1% below the same period last year which indicates some impact of the measures being taken
to improve attendance. This has resulted in 3 months being at or below the lower control limit.
Contact Centres remain above average for sickness but both EOC and 111 have shown some
improvements in management of underlying non — COVID absence.

¢ Data analysis continues to show the top 5 reasons for absence are Mental
Health, Covid, Injury, MSK and Back problems.

e Following the withdrawal of COVID terms and conditions arrangements, staff absent
long term with COVID have now fully transitioned onto occupational sick pay. Cases
are being managed through a robust Occupational Health process in line with a
nationally agreed framework with the aim of where possible returning staff to work. The
extended periods of long term sickness associated with COVID reflect in higher than
normal long term sickness levels but overall long term sickness has been on a downward
trend since April

e A dedicated Attendance Improvement Team is continuing to focus on supporting
operational teams to improve attendance management and wellbeing. In the main the
work focuses on ensuring organisational grip; data quality and thorough case review;
coaching and developing managers to both manage and work to prevent ongoing
absence.

¢ Discussions and developments are taking place regarding embedding attendance
management accountability within the overall performance oversight framework.

Turnover

Staff turnover for December 22 is 12.28% showing a very small increase within the context of a
broadly stable position over the last six months. This is calculated on a rolling year average.
Overall staff turnover has shown a steady increase in the last 12 months. The Green Star
indicates a potential new phase with PTS exceeding the upper control limit, however robust
plans are in place to deliver additional staffing in this area.

e EOC turnover is at 14.57% in December. This has shown a small increase over the last
2 months after a previous downward trend. This may reflect the extreme operational
pressures combined with high vacancy gap seen in Q3.

e 111 turnover continues to stabilise with a very slight increase to 36% from 35.56% in
September 22 however, the data is showing improvements in recent months.



PES is being closely monitored with the turnover reflecting increases in retirement and
opportunities within primary care. It remains lower in comparison with other services
lines. Recruitment plans are also in place.

The Trust is working across the Ambulance Sector and with NHSEI on specific
targeted interventions to support contact centre retention including the retention
payments that NWAS have applied. These payments completed in December and the
impact of this will be monitored.

Temporary Staffing

As a result of COVID-19, restrictions in relation to agency usage were paused but these have
been reinstated under the 22/23 financial regime. The position for December shows continuing
agency usage at a stable position. The agency ceiling, which is the maximum spend allowable,
has now been confirmed as the level set out within our operational plan. Further reductions in
agency usage will be required.

Agency staff have continued to support the Contact Centre environments. However,
those staff in EOC who have wanted to transfer to Trust contracts have now done so
(OH 4.3).

A small number of Agency staff are continuing to be used in 111 and CHUB, in Clinical
roles and reflect pre pandemic usage.

Current agency usage is therefore anticipated to continue until further recruitment in 111
is delivered.

Vacancy

Chart OH5.1 shows the vacancy gap at-4.88% in December 2022. This is an
improvement on the previous month however signals a significant change from five
months ago as a result of the increases to PES & EOC establishment arising from
additional investment. The slight worsening position in December represents a normal
seasonal impact of reduced new starts during the Christmas period.

Recruitment plans for 111 remain a risk. The current vacancy position is -
14.90% (OH5.5) with vacancies being focused in the Health Advisor and Clinical Advisor
roles. This is mitigated to —12.2% by agency staff waiting for transfer onto permanent
contracts but is a variation on plan. Whilst turnover is improving, the recruitment market
is proving challenging for call handler positions. Work is ongoing locally and nationally
to review processes and improve attraction. Agency recruitment on an introductory fee
basis is being used to help fill any gaps in courses.

The PTS vacancy position (OH5.2) has remained stable. Robust plans are in place to
reduce the gap over the coming months, but PTS also have robust bank arrangements
in place to help bridge the vacancy position.

PES position (OH5.3) shows -2.83% under-established due to increased establishment
but robust recruitment plans are in place for the remainder of the year. This gap is
primarily the Paramedic workforce.

The substantive EOC position shows an improved position at —3.66%, this improvement
results from the transfer of agency staff to permanent contracts and an intensive period
of recruitment in Q3.

Appraisal
e Appraisal completion rates are at 82% for December 22 (OH6.1) which exceeds target.
e PES, PTS and 111 remain at or ahead of target (OH6.3, OH6.2, OH6.5). 111 have

shown consistent improvement despite vacancy challenges as this forms part of
retention plans. EOC have dropped behind target to 68% as a result of the Pathways
roll out and recovery plans are in place



e ELC have recently approved a revised target of 80% compliance for service lines and
90% for corporate teams and Band 8 and above management positions by March 2023.
This aims to consolidate and equalise current performance. In addition, the transition
back to a fuller appraisal has been approved following engagement with service line
teams.

Mandatory Training

The 22/23 mandatory training programme has a primary focus on ensuring a strong foundation
of statutory compliance given disruption over the last 2 years. It remains limited to a one day
programme for 22/23 in recognition of operational pressures. The programme started at the
end of June with a target of 85% by the end of March 2023.

PES classroom attendance is in line with trajectory with PTS exceeding the target.

Overall compliance is slightly behind target 78% but not a cause for concern. EOC are slightly
behind trajectory at 77% with recovery plans in place.

There has been some impact on mandatory training resumption in Q4 as a result of military
training to support industrial action but this is being closely monitored to ensure overall
compliance remains on track.

Case Management

e Overall case levels have reduced since the last report to Board supported by
more cases being closed than opened in the last six months

e Average case times are reducing

e The number of suspensions has increased to 10, which is an increase in four
since the last report. Several cases have exceeded 10 weeks due in the main
to complexity and the involvement of third parties

COVID 19

o 368 staff have tested positive for Covid-19 in December 2022. At the end of this
reporting period, there was 5 open outbreaks on Trust sites.

LEGAL, GOVERNANCE AND/OR RISK IMPLICATIONS

Failure to ensure on-going compliance with national targets and registration standards could
render the Trust open to the loss of its registration, prosecution and other penalties

EQUALITY OR SUSTAINABILITY IMPACTS

A review of data against protected characteristics to understand and improve patient experience
is being undertaken by the Diversity and Inclusion sub committee. Patient experience data has
previously been broken down however data quality and gaps in reporting of ethnicity challenge
our ability to analyse performance data. A plan to improve this is in place and reports to the
Diversity and Inclusion sub committee.

A move to increase Hear & Treat and see and treat supports our sustainability goals.



5. RECOMMENDATIONS

The Board of Directors is recommended to:

¢ Note the content of the report

¢ Note the improvements seen in complaints handling times

¢ Note pressures on performance with handover times increased

¢ Note that SI's are within normal limits however there has been a significant increase in
incidents risk scored 4-5

¢ Note that a learning review has been undertaken of these incidents

¢ Note that long waits for C1 & C2 have increased in December

¢ Note the improvements in Hear & Treat and reduction in See and Convey

¢ Note the ongoing work to maintain patient safety and regulatory compliance.

e Clarify any items for further scrutiny



NHS

North West  F#2% ¥
Ambulance Service {«2¥
NHS Trust S

Integrated Performance
Report

Board - January 2023

nwas.nhs.uk



Rules for interpreting SPC Charts

Most charts contained in the report are SPC (Statistical Process Control). SPC charts follow the rules shown below to
determine when something statistically significant has happened. Once these rules are triggered the control limits - dotted
lines above and below the mean (centre line) are adjusted around the new data — this is known as resetting the limits

Rule 2: 8 or more consecutive data points above or Rule 3: A trend of at least six consecutive points

Rule 1: Single data point outside the control limits below the centre line (up or down)

Rule 4: 2 out of 3 consecutive data points Rule 5: At least 15 consecutive data points "hugging"

near a control limit (outer third) the centre line
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Q1 COMPLAINTS

Figure Q1.1

Figure Q1.2

Severity 4-5

Complaints Recieved by Month

Severity 1-3

Complaints Recieved by Month

January 2017- December 2022

January 2017-December 2022
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Figure Q1.4

Figure Q1.3

Complaints with Risk Score 4 - 5 Closed

Complaints with Risk Score 1 - 3 Closed

January 2017- December 2022

January 2017- December 2022
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Figure Q1.5 Figure Q1.6

Complaints with Risk Score 1 - 3 Complete within SLA

Complaints with Risk Score 4 - 5 Complete within SLA
January 2017 - December 2022

January 2017 - December 2022
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Q2 Incidents

Figure Q2.1

Figure Q2.2

Incidents Opened with Risk Score4 -5

Incidents Opened with Risk Score1 - 3

January 2017 - December 2022

January 2017 - December 2022
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Figure Q2.4

Figure Q2.5

% Complete within SLA

Incidents with Risk Score 1 - 3 % Complete within SLA

January 2017 - December 2022
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Q3 SERIOUS INCIDENTS

Figure Q3.1

StEIS Incidents Reported by Month

January 2017 - December 2022
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Q5 SAFETY ALERTS

Table Q5.1

Safety Alerts

Number of Alerts
Received
(Jan 22 — Dec 22)

Number of Alerts
Applicable
(Jan 22 — Dec 22)

Number of Open Alerts

CAS/ NHS Improvement

Safety Alerts

Number of Alerts
Received
(Jan 22 — Dec 22)

Number of Alerts
Applicable
(Jan 22 — Dec 22)

Number of Open Alerts

MHRA — Medical Equipment

Safety Alerts

Number of Alerts
Received
(Jan 22 — Dec 22)

Number of Alerts
Applicable
(Jan 22 — Dec 22)

Number of Open Alerts

MHRA - Medicine Alerts

58

Class 2 recall of Amiodarone Injections. All stocks were checked and then
re checked, no recalled batch codes were found.

Safety Alerts

Number of Alerts
Received
(Jan 22 — Dec 22)

Number of Alerts
Applicable
(Jan 22 — Dec 22)

Number of Open Alerts

IPC




E1 PATIENT EXPERIENCE

Figure E1.1

PES Friends and Family Test (See and Treat)
Dec 2021 - Dec 2022 o 0
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Figure E1.2

PTS Friends and Family Test
Dec 2021 - Dec 2022 91.3%
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Positive

“The paramedics were so thorough, compassionate, and took the time to explain
everything not only to the patient but also his parents. They went way beyond their
call of duty and are a credit to the NHS.”

“My father’s case was upgraded by a paramedic who phoned us whilst waiting for
ambulance that was going to take several hours, and they came soon after. The
paramedics were so kind and reassuring to my elderly father.”

Negative

“Unprofessional paramedics who were more interested in their mobiles and looking
who was near their house on their ring doorbell. They were patronising and made
me feel | was wasting their time. They made me walk down the street to the
ambulance rather than coming to my house, | felt like | had been picked up off the
street. Very upsetting experience by paramedics who didn't seem to care!”

“Was not listening when | said I'm not going to hospital and became rude.”

Positive

“The ambulance staff were fantastic, they were friendly, helpful and went above
and beyond to make my mother's experience as easy as possible.”

“Service on time, been friendly and professional. It took so much stress from me
having this service as my husband is terminally sick and would usually take me and.
I have cancer too. So, this service is so valuable at moment. Thankyou.”

Negative

“They failed to read the notes about our Dad having hemiparesis and needing
stretchering out. By the time they had sent 2 crews out he had missed his surgery so
had to just come home. They turned up with a wheelchair and no stretcher so it was
distressing for Dad having to sit there for hours and then to be sent back because he
was over 2 hours late.”

“No communication during the strikes and was left stranded.”




Positive
Figure E1.3 *  “Quick service. My little girl needed antibiotics and she was seen to
within 2 hours of the phone call. Lovely female doctor.”
*  “Very prompt to arrange call back from doctor, and also fast (within 1

111 Friends and FamilyTest i i ”
Dec 2051 - Dec 2020 i hour) to arrange walk in appointment.
250 882% 1000% ¢
[ w00% § .

g 200 80.0% @ Negative

£ eo ggg;’ 2 *  “First of all, the phone call lasted 45 mins with a translator. The

g 50.0% 3 adviser told us to go to Accrington Hospital. They sent us back to

2 100 gggﬁ E our Burnley Hospital because they only check injured patients not

© 50 I l 200% B with infections.”

. . e & s “I was dissatisfied with how long it took to get through. The time
Dec-21 Jan-22 Feb-22 Mar22 Apr-22 May-22 Jun22 Jul22 Aug-22 Sep22 Oct-22 MNov-22 Dec-22 & someone did call me back was too late for me to take my daughter
Month - Incident . . . .
to an out of hours appointment which is the reason for my call in
mmmm Number of patients who completed the survey % Very Good/Good the _first place, Ended up at my own GP the fo”owing day_ My
daughter had an ear infection.”
Figure E1.4 Positive
* “Got good advice. My injury turned out more serious than | thought so
111 First PE Survey ”
Apr 2022 - Mar 2023 gra.teful 111 sent me tc? AandE. .
180 100.00% * “Given the correct advice from someone with knowledge, told what to do
160 90.00% and arranged a telephone call.”

140 71.70% 80.00%
0,
120 70.00%

] v

60.00%
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20, 10.00%
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* “It was quick and directly addressed the issue when we missed the first call
back. They tried again.”
* “Kind, caring staff who acted quickly. Chased up the GP for me.

Completed Surveys

% Extremely Likely/Likely to Recommend

Negative
Apr22  May22 Jun22  Jul-22  Aug22 Sep-22 Oct22 Nov-22 Dec22 Jan23 Feb-23 Mar23 ¢ ”Mi5|eading' Why give an app°intment time for A and E? I diSCharged
Month - Incident myself after 1 and a half hours, not having been triaged.”

* “Took 3 hours to receive the call back by a clinician.”
* “Was not told where to go when got to hospital. No one could help when |

got there.”

mmm Completed returns Series1




E2 AMBULANCE CLINICAL QUALITY INDICATORS

Figure E2.1

Figure E2.2

ROSC - Utstein Performance

ROSC - Overall Performance

April 2014 - August 2022

April 2014 - August 2022
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Figure E2.4

Survival to Discharge - Overall Performance

Survival to Discharge - Utstein Performance

April 2014 - August 2022

April 2014 - August 2022
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STEMI Care Bundie
April 2014 - July 2022

Figure E2.6

Stroke Care Bundle
April 2014 - August 2022
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Hear & Treat %

Figure E3.6
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See and Convey to AE %

Figure E3.10
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CL Fylde 51.19% G Central
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Figure E3.15 Figure E3.16

Rank Trust Hear & Treat % Rank Trust See & Treat o

1 East Midlands 19.7% 1 South Western 39.1%
2 North West 17.7% 2 South Central 35.9%
3 London 16.7% 3 East of England 34.9%
4 West Midlands 16.7% 4 South East Coast 33.8%
5 South Western 16.5% 5 Isle of Wight 32.8%
& South Central 14.2% 6 East Midlands 32.2%
7 North East 12.5% 7 West Midlands 31.4%
8 Isle of Wight 11.6% 8 London 31.3%
5 South East Coast 9.5% 9 Yorkshire 29.4%
10 East of England 8.5% 10 Morth East 29.1%
11 Yorkshire 7.9% 11 North West 29.0%
Figure E3.17

Rank Trust See & Convey %

1 South Western 44.4%

2 East Midlands 48.0%

3 South Central 49.9%

4 London 52.0%

5 West Midlands 52.0%

[ MNorth West 53.3%

7 Isle of Wight 55.5%

8 East of England 56.6%

9 South East Coast 56.7%

10 MNorth East 28.4%

11 Yorkshire 62.7%
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O1 CALL PICK UP

Figure O1.1

Calls With Pick Up

WC02/01/2017 - WC 26/12/2022
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Figure O1.2

Call Pick up in 5 seconds %
WC 02/01/2017 - WC 26/12/2022
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02 A&E TURNAROUND

Figure 02.1

Average Turnaround Time
WC 31/12/2018 - WC 26/12/2022
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Figure Q1.2

No. of patients waiting outside A&E for handover by week
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Table Q1.3

No. of patients waiting

outside A&E for

Table Q1.1
Average Average
Average .
. Arrival to  Handover
Hospital Turnaround
Month ) Handover to Clear
Attendances Time ) )
Time Time
[mm:ss]

[mm:ss] [mm:ss]
Nov-21 48,412 0:38:29 0:27:28 11:34
Dec-21 47,723 0:39:22 0:27:58 11:18
Jan-22 47,332 0:39:09 0:27:47 11:31
Feb-22 45,232 0:37:13 0:25:56 11:15
Mar-22 47,939 0:42:06 0:30:57 11:48
Apr-22 45,768 0:42:27 0:30:52 11:22
May-22 49,135 0:37:56 0:26:22 11:34
Jun-22 47,276 0:39:45 0:27:56 11:40
Jul-22 46,006 0:42:52 0:31:39 11:14
Aug-22 45,186 0:43:33 0:31:50 11:22
Sep-22 44,198 0:46:00 0:34:15 11:32
Oct-22 44,715 0:52:16 0:40:13 11:25
Nov-22 44,310 0:48:32 0:37:10 11:57
Dec-22 43,703 0:58:51 0:48:18 11:40

Table Q1.2

Top 5 Trusts with most hours lost due to delayed

Trust

Hours lost to
delayed
admissions

Blackpool Victoria Hospital 656.2
Royal Oldham Hospital 582.7
Whiston Hospital 554.7
Royal Lancaster Hospital 408.9
Royal Bolton Hospital 394.1

handover

Aug-20* 38
Sep-20 46
Oct-20 355
Nov-20 347,
Dec-20 406
Jan-21 528
Feb-21 129
Mar-21 182
Apr-21 196
May-21 282
Jun-21 491
Jul-21 585
Aug-21 674
Sep-21 902
Oct-21 1156
Nov-21 739
Dec-21 824
Jan-22 708|
Feb-22 590
Mar-22 936
Apr-22 1057
May-22 891
Jun-22 926
Jul-22 975
Aug-22 1099
Sep-22 1490
Oct-22 2319
Nov-22 1283
Dec-22 1775




O3 ARP RESPONSE TIMES

December 2022
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O3 ARP Provider Comparison
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O3 LONG WAITS

Table 03.29 Figure 03.29
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Figure 04.3

111 Calls Abandoned %

%
-
Q
c
o
T
=
©
o
<
]
=
o

XX
0| o X
XN M wn
N | | 0| <
Vi | ==

Target
Dec 2022

YTD

National

42.78%x

January 2016 - December 2022

Ty
=1
>
—

- zz-noN
- ze-das
- zzang
- zz-hen
- zziem
- ze-uer
" Tz-AoN
- 1z-das
- 1eng
L rz-Aeny
Trlew
- Tz-uer
- 0z-noN
- og-das
- ozny
- oz-hew
- oz-1eW
- oz-uer
- BT-nON
- gT-dag
- eTANns
- GT-Ae
- 6T-1BIN
~ 6T-uer
" g1-AON
| 81-das
- 1Ny
L gr-Aepwy
- g1-1eIN
" g1-uer
- £1-RON
- z1-das
ARLT
- sT-hem
- TR
- T-uer
- 9T-AON
- 91-das
- orny
- o1-Ae
- 9T-1eIN
_ 91-uer

45%

40%
35%
30% -

9 pauopueq

< 25% -

T - T T
E- -
(=] n (=} Tel
o~ — —
2ouUBWIOMAd TTT

0%

(%)
=
=
o
=
v
~
(5}
@
)
X
©
(@)

Figure O4.4b

Figure O4.4a

75%

Target

5.24%
8.31%

Dec 2022

7.33%
9.35%

N
o
o)

(%)
=
o
N
Y
-
o
(©
0
4
©
o

YTD
Target
Oct 2022
YTD

111 Performance Call Back < 20 Minutes %

Time Taken for Call Back < 10 Minutes %

January 2021 - December 2022

January 2016 - December 2022

[ g3

- CTAON

7.33%

+ ZzR0o
F ze-des
- zziny
Feeng

b zeung
- ze-hen
b zdy
- zTrein
Fzz-ged
- ze-uer
F Tz-22a
b Tz-noN
TR0
FTz-das
- Tz-Any
FTzne

b Teeung
- Tz-heny
FTZ-dy
- TTen

ELTACEE]

: Te-uer
=®

00
00% -
00%

00%
00% -

0w O ¥ &N O

18.00% -
16.00% -
14.00% -
12.00% Z
10.00%

% SeINUIN 0Z> Yoed ||BD 2dUEWIONad TTT

[ zz-noN
HNN.Qmm
L zzine

[ zz-hey
H T ey
L zz-uer
[ 1z-noN
Ham.nmm
L Tzne

HHN.>N_>_
C1zten

L Tz-uer
L oz-non
+oz-das

T .
L oznt

< L oz-hen

~ L
W L oz-reN

— L oz-uer

5.24%

HmH|>DZ
L 6T-das
\o\n - 6N

Hma.>m_>_
L 6T-1eIN
- eT-uer
- 8T-AON
L g1-das
- 8Ty

C 8T-Aeiy
L g1-tew
- gT-uer
ARy
- L1-das
ARLY

L r1-heny
[ 7111y
HBH-ENH
L o1-noN
H.wﬂ.nwm
Cotne

L or-Aepy
HWthN_\a_
) Cot-uer

60%
50%
40% -
30% -
20%
10% -
0%

% SOINUIAI 0T> 32B4 ||BD 8dUeWIONBd TTT




Figure 0O4.5
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OS5 PTS ACTIVITY

& TARIFF

Table O5.1

NORTH WEST AMBULANCE PTS ACTIVITY & TARIFF SUMMARY

TOTAL ACTIVITY
Current Month: November 2022 Year to Date: July 2022 - November 2022
Annual Current Current Current Month Current Year to Date Year to Date Year to Date Year to Date
Contract Baseline Month Month Activity Month Activity Baseline Activity Activity Activity
Baseline Activity Variance Variance% VELELTE Variance%

Cumbria 168,290 14,024 10,940 (3,084) (22%) 70,121 50,592 (19,529) (28%)
Greater Manchester 526,588 43,882 45,362 1,480 3% 219,412 214,653 (4,759) (2%)
Lancashire 589,181 49,008 38,014 (11,084) (23%) 245 492 179,475 (66,017) (27%)
Merseyside 300,123 25,010 25,897 887 4% 125,051 119,805 (5,246) (4%)
NWAS 1,584,182 132,015 120,213 (11,802) (9%) 660,076 564,525 (95,551) (14%)

UNPLANNED ACTIVITY
Current Month: November 2022

Year to Date: July 2022 - November 2022

Annual Current Current  Current Month Current Year to Date Year to Date Year to Date Year to Date
Contract Baseline Month Month Activity Month Activity Baseline Activity Activity Activity
Baseline Activity Variance Variance% Variance Variance%
Cumbria 14,969 1,247 505 (742) (60%) 6,237 2,273 (3,964) (64%)
Greater Manchester 49,133 4,094 4,189 95 2% 20,472 20,921 449 2%
Lancashire 58,829 4,902 3,149 (1,753) (36%) 24 512 15,553 (8,959) (37%)
Merseyside 22,351 1,863 2,085 222 12% 9,313 8,142 (1,171) (13%)
NWAS 145,282 12,107 9,928 (2,179) (18%) 60,534 46,889 (13,649) (23%)

ABORTED ACTIVITY

November 2022
Cumbria
Greater Manchester 1,905 19,015 10% 1,183 4,208 28% 1,102 18,642 6%
Lancashire 1,221 19,708 6% 633 3,233 20% 564 12,889 4%
Merseyside 754 10,858 7% 328 1,431 23% 884 11,504 8%
NWAS 4,162 55,943 7% 2,168 9,293 23% 2 604 46,474 6%
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F1 - FINANCIAL SCORE

Figure F1.1 Figure F1.2 Figure F1.3
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OH1 STAFF SICKNESS

Figure OH1.1
. [
NWAS Sickness Absence %
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Table OHLL F3Z708¢2c3Z082532Z082c=23Z082g3F082g=2308253z30
' Year Month

Sickness

Absence Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 ~ Jun-22 Jul-22

Aug-22 Sep-22 Oct-22
NWAS
11.66% | 13.74% | 10.56% | 10.91% | 10.92% | 9.15% 9.40% 10.16% | 8.73% 8.21% 9.38% 8.64%
Amb.

National 9.41% 9.91% 8.56% 9.10% 9.18% 7.64% 7.90% | 8.73%

7.45%
Average




Figure OH1.2 Figure OH1.3 Figure OH1.4

NWAS Sickness Covid & Non Covid PTS Sickness Covid & Non Covid PES Sickness Covid & Non Covid
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g 5 2 § & 2 £ 5§ 2 8 & 2 % 5 2 8§ 2 2 2z 8§ & 2 2 3 F 6 & & & =2 % 8 £ 2 2 8 & & & 2 2 8 & & & 2 2 8
B NWAS Covid % B NWAS Non Covid % M PTS Covid %  ® PTS Non Covid % W PES Covid %  m PES Non Covid %
NWAS PTS S
Month Year Covid % Non Covic Total % Month Year Covid% Non Covic Total % Month Year Cov Non Covic Total %
Table OH1.2 Apr-20f  2.2% 5.2% 7.4% Table OH1.3 Apr-20 1.0% 7.4%|  8.4% Table OH1.4 Apr-20[  2.7% 51%|  7.9%
May-20 1.1% 5.2% 6.3% May-20 0.7% 6.5% 7.2% May-20 1.6% 5.0% 6.6%
Jun-20 0.8% 5.6% 6.4% Jun-20 1.1% 6.2% 7.3% Jun-20 1.0% 5.6% 6.6%
Jul-20} 0.7% 5.5% 6.2% Jul-20 0.9% 6.4% 7.4% Jul-20 0.8% 5.4% 6.2%
Aug-20 0.6% 5.4% 6.0% Aug-20 0.9% 6.9% 7.9% Aug-20 0.6% 5.3% 5.8%
Sep-lﬂl 0.8% 5.5% 6.4% Sep-20 0.9% 6.9% 7.7% Sep-20| 1.0% 5.3% 6.3%
Oct-20 2.1% 5.8% 7.9% Oct-20 1.7% 7.0% 8.7% Oct-20 2.4% 5.5% 7.9%
Nov-20 3.0% 6.0% 9.0% Nov-20 2.4% 7.6%| 10.0% Nov-20 3.8% 5.4% 9.1%
Dec-20) 2.4% 6.3% 8.7% Dec-20 2.1% 6.3% 8.4% Dec-20 3.1% 6.1% 9.1%
Jan-21] 4.3% 6.1% 10.4% Jan-21 3.0% 6.7% 9.8% Jan-21 5.5% 5.9%| 11.4%
Feb-21] 3.1% 5.5% 8.6% Feb-21 2.9% 7.0%| 10.0% Feb-21 3.3% 5.3% 8.6%
Mar-21 1.5% 5.6% 7.1% Mar-21 1.6% 6.8% 8.4% Mar-21] 1.5% 5.7% 7.2%
Apr-21 1.1% 6.8% 7.9% Apr-21 0.7% 6.9% 7.6% Apr-21] 1.1% 6.9% 8.0%
May-21 0.9% 7.4% 8.3% May-21 0.7% 8.1% 8.8% May-21 0.9% 7.5% 8.4%
Jun-21 0.8% 7.7% 8.6% Jun-21 1.0% 7.9% 8.8% Jun-21 0.7% 8.0% 8.8%
Jul-21 1.3% 8.0% 9.3% Jul-21 1.2% 8.4% 9.6% Jul-21 1.3% 8.4% 9.6%
Aug-21 14% 8.6%  10.0% Aug-21 0.9% 8.8% 9.7% Aug-21 1.3% 8.8%| 10.1%
Sep-21 1.4% 8.6% 10.0% Sep-21) 0.9% 9.7%| 10.7% Sep-21] 1.4% 8.2% 9.6%
Oct-21] 1.5% 8.8% 10.3% Oct-21 1.5% 8.9% 10.4% Oct-21 1.4% 8.5% 9.9%
Nov-21 1.5% 8.4% 10.0% Nov-21 1.5% 8.9% 10.4% Nov-21 1.3% 8.0% 9.4%
Dec-21] 2.8% 8.9% 11.7% Dec-21 2.2% 89% 11.1% Dec-21 3.1% 8.4%| 11.5%
Jan-22 5.8% 8.0% 13.7% Jan-22 4.9% 8.6% 13.6% Jan-22 6.1% 8.0% 14.1%
Feb-22] 3.0% 7.6% 10.7% Feb-22 3.0% 8.6%| 11.6% Feb-22 3.0% 7.8%| 10.8%
Mar-22 3.3% 7.6%  10.9% Mar-22 2.9% 9.0%| 11.9% Mar-22 3.6% 7.5%|  11.1%
Apr-22 3.6% 7.3% 10.9% Apr-22 2.7% 8.4% 11.2% Apr-22| 3.6% 7.2% 10.8%
May-22 2.0% 7.2% 9.1% May-22| 1.9% 8.7% 10.7% May-22, 2.0% 6.7% 8.7%
Jun-22 2.4% 7.0% 9.4% Jun-22 2.0% 7.9% 9.9% Jun-22 2.6% 6.4% 9.0%
Jul-22] 3.1% 7.1% 10.2% Jul-22] 3.3% 7.8%| 11.1% Jul-22| 3.5% 6.3% 9.8%
Aug-22 1.5% 7.2% 8.7% Aug-22 1.5% 8.3% 9.9% Aug-2 1.7% 6.6% 8.3%
Sep-22 1.1% 7.1% 8.2% Sep-22 1.4% 7.9% 9.3% Sep-22 1.2% 7.0% 8.3%
Oct-22] 1.5% 7.9% 9.4% Oct-22 2.1%) 83%| 10.4% Oct-22 1.4% 71% 8.5%
Nov-22 0.9%) 7.7% 8.6% Nov-22 1.0% 8.5% 9.5% Nov-22, 1.0% 6.9% 7.9%




Figure OH1.5 Figure OH1.6 Figure OH1.7

EOC Sickness Covid & Non Covid 111 Sickness Covid & Non Covid Corporate Sickness Covid & Non Covid
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Table OH1.5 EOC Table OH1.6 - Table OH1.7 nthYear Covid% Non CovicTota
° Month Ye c N c Month Year Cov Non Covic Tof -
— — Apr-20]  0.6%|  1.9%|  2.5%
5.3% 7.5% May-20,  0.2% 2.4% 2.6%
5.2% 5.8% Jun-20  03% 2.6% 2.8%
6 1% E.5% Jul-20,  0.2% 3.5% 3.8%
:‘;: ?2: Aug-200  0.1% 3.4% 3.4%
oo 0% Sep-20]  0.1% 2.8% 2.9%
7‘ % 9'1% Oct-20| 0.8% 2.6% 3.5%
o T
J -21 Lsw|  23%]  3.9%
7.1%|  10.7% an- : : :
6% BO% Feb-21 1.2% 1.8% 3.0%
6.4% 7.1% Mar-21 0.7% 1.8% 2.5%
71% 7.5% Apr-21 0.5% 2.0% 2.6%
5.8% 7.0% May-21 0.2% 2.6% 2.7%
6.6% 6.9% Jun-21 0.3% 2.7% 3.0%
8.2% 9.3% Jul-21 1.1% 2.7% 3.8%
10.0% 11.8% Aug-21 0.7% 2.7% 3.4%
10.5% 12.0% Sep-21 0.4% 2.8% 3.1%
10.9%|  12.9% Oct-21 0.4% 3.9% 4.3%
10.3%|  12.4% Nov-21 0.7% 3.9% 4.6%
111%]  13.9% Dec-21 0.9% 3.8% 4.7%
8.5%| 15.2% Jan-22 1.9% 2.8% 4.7%
7.9%|  11.2% Feb-22 11% 3.3% 4.4%
7.9%  11.3% Mar-22 1.0% 3.5% 4.5%
7.3%|  116% Apr-22 1.1% 3.4% 4.5%
7.7%]  9.7% May-22 0.6% 3.6% 4.2%
8.7%| 11.5% Jun-22 0.6% 3.0% 3.6%
83%|  11.4% Jul-22] 0.7% 3.7% 4.3%
8.9%| 101% Aug-22 0.3% 3.1% 3.4%
7.6%  8.3% Sep-22 0.3% 3.1% 3.4%
10.1%|  11.6% Oct-22, 0.5% 4.2% 4.7%
8.9%  9.7% Nov-22 0.6% 4.7% 5.3%




OH2 STAFF TURNOVER

Figure OH2.1
0,
NWAS Turnover %
April 2016 - December 2022
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Year Month
Table OH2.1

Turnover Mar-22  Apr-22 May-22 Jun-22  July-22  Aug-22 Sep-22  Oct-22 Nov-22  Dec-22
NWAS 11.37% | 11.68% | 11.94% | 12.17% | 12.49% | 12.19% | 12.35% | 12.45% | 12.28% | 11.94% | 12.01% | 12.28%
Amb.

National 10.80% | 11.09% | 11.43% | 12.09% | 12.10% | 12.27% | 12.27% | 12.27% | 12.23%

Average




Figure OH2.3

Figure OH2.2

PES Turnover %

PTS Turnover %
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Figure OH2.4

Figure OH2.5
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OH4 TEMPORARY STAFFING

Figure OH4.1
NWAS- Total Staff Costs and % of Temporary Staff
April 22- March 2023
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Table OH4.1

Feb-22 Mar-22 May-22 Jun-22 Aug-22 Sep-22 Oct-22 Nov- 22 Dec-22
Agency Staff Costs (£) | 783,115 864,691 1,072,794 792,309 624,873 514,594 472,303 376,736 279,546 176,850 159,947 157,417
Total Staff Costs (£) 27,466,754 | 26,722,244 | 42,104,411 | 27,581,772 | 26,920,461 | 26,399,198 | 26,352,765 | 27,478,110 | 29,946,339 | 27,740,005 | 27,494,954 | 27,204,469
Proportion of 2.9% 3.2% 2.5% 2.9% 2.3% 1.9% 1.8% 1.4% 0.9% 0.6% 0.6% 0.6%

Temporary Staff %




Figure OH4.3

PES - Total Staff Costs and % of Temporary Staff
April 22- March 2023
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Figure OH4.5
PTS - Total Staff Costs and % of Temporary Staff
April 22- March 2023
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OH5 VACANCY GAP

Figure OH5.1
(V)
NWAS Vacancy Gap %
April 2016 - December 2022
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Table OH5.1

Vacancy

Gap Jan-22 Feb-22 Mar-22  Apr-22 May-22 Jun-22  July-22 Aug-22 Sep-22 Oct-22 NOv-22  Dec-22

| NWAS | -0.87% | -1.77% | -2.10% | -2.03% | -2.30% | -5.95% | -6.13% | -5.24% | -6.81% | -5.51% | -4.44% | -4.88% |




PES Vacancy Gap %
April 2016 - December 2022

Figure OH5.3

PTS Vacancy Gap %

April 2016 - December 2022

Figure OH5.2
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OH6 APPRAISALS

Figure OH6.1
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Figure OH6.3

Figure OH6.2

PTS Appraisals Completed %
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Figure OH6.5

Figure OH6.4

EOC Appraisals Completed
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OH7 MANDATORY TRAINING

Figure OH7.1
Mandatory Training - NWAS Overall Competancy Compliance
January 2022 - December 2022
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Figure OH7.2

Mandatory Training - PES Classroom
January 2022 - December 2022
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Figure OH7.3 Figure OH7.4

Mandatory Training - PTS Classroom . )
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Figure OH7.5
Mandatory Training - 111 Competancy Compliance Mandatory Training - Corporate Competancy Compliance
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OH8 CASE MANAGEMENT

Figure OH8.1
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COVID 19

Figure CV1.0
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REPORT TO BOARD OF DIRECTORS

DATE: 25 January 2023

SUBJECT: Infection Prevention and Control Bi-Annual IPC BAF

PRESENTED BY: Director of Quality, Improvement and Innovation

SR01 SR02 SR03 SR04 SRO05 SR06

U U 0 [

LINK TO BOARD
ASSURANCE FRAMEWORK:

SRO07 SR08 SR09 SR10 SR11 SR12

] O O ] O O
PURPOSE OF PAPER: For Assurance
EXECUTIVE SUMMARY: This paper provides the Board of Directors with a the NWAS

response against the revised 10 Key Lines of Enquiry
(KLOES) for the updated Infection Prevention and Control
Board Assurance Framework (IPC BAF) (v1.11).

The IPC BAF provides assurance that policies, procedures,
system, processes and training are in place to minimise the
risk of transmission of respiratory infection to service users,
patients and staff. It also identifies gaps in assurance, IPC
risks and mitigations. The Framework is organised under 10
Key lines of enquiry, each with a series of questions which
need to be addressed.

In October 2022 NHS England and Improvement provided
an updated IPC BAF (V1.11) in which the Trust has now
developed in line with the overarching Trust BAF. The new
format is included in the appendix of this report. It is to be
noted by Board that there have been significant steps in
improving IPC within the Trust and that at present we have
no red rag rated areas and 13 amber rated areas. Gaps in
Control are clearly articulated and a timeline to improve
declared throughout the BAF.

The key risk to note is related to fit testing where some
actions remain outstanding although our position has
improved. In this reporting period the associated corporate
risk has been reduced from 15 to 8.

The updated IPC BAF will be monitored by the IPC Sub
Committee.

RECOMMENDATIONS: The Board is asked to:




1) Note and acknowledge the significant steps of
improvement in relation to IPC within the Trust

2) Note the gaps in control and the measures being
taken to improve performance and provide further
assurance

CONSIDERATION OF THE The Trust’'s Risk Appetite Statement has been considered
TRUST’S RISK APPETITE as part of the paper decision making process:
STATEMENT

(DECISION PAPERS ONLY) [ Financial/ VfM

Compliance/ Regulatory

L1 Quality Outcomes

] Innovation

[] Reputation

INCLUDE CONSIDERATION OF RISK APPETITE STATEMENT AT SECTION 3 OF REPORT

ARE THERE ANY IMPACTS
RELATING TO: Equality: Ul Sustainability ]
(Refer to Section 4 for detail)

AoV E R Aele] B[S = A8 Under normal circumstances the BAF would have been
BY: reviewed at IPC sub committee and Quality and
Performance Committee prior to Board. It has been
circulated to IPC sub committee members.

Date:

Outcome:
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2.1

2.2

2.3

24

2.5

2.6

PURPOSE

The purpose of this paper is to introduce the Infection Prevention and Control
Board Assurance Framework (IPC BAF). The IPC BAF provides the Board of
Directors with the NWAS response against the revised 10 KLOEs. This report
summarises the assurance given and any outstanding risks with associated
mitigations.

BACKGROUND

NWAS Infection Prevention and Control (IPC) Board Assurance Framework (BAF)
provides assurance that policies, procedures, system, processes and training are in
place to minimise the risk of transmission of respiratory infection to service users,
patients and staff. It also identifies gaps in assurance, IPC risks and mitigations. It
also demonstrates the significant progress and achievements that have been made
in delivering effective staff and patient safety.

In normal times the BAF is presented bi-annually to IPC Sub Committee, Quality
and Performance Committee prior to the Board of Directors. Due to the demands
of on-going Industrial action within the organisation, a decision was made to stand
these committees down. However, the BAF has been circulated to all IPC Sub
Committee members.

The IPC team await the publication of a revised BAF, which is due to be circulated
for use in April 2023. This revised version, will lend itself more closely to the
ambulance service. At present there are a number of indicators that are not
relevant to the ambulance service as these are focused on acute care in hospitals.

It is of note that there have been significant improvements in the compliance with fit
testing over the last 4 months — since September over 4000 face fit tests have been
carried out across the organisation. The process for recording individual staff
members fit test has been centralised & is now recorded on ESR so that sector
managers can have an oversight on compliance. All staff who fail the fit test are
advised that they must wear a sundstrum hood as level 3 protection.

The IPC team have been extremely responsive in communicating information out to
staff in response to revised national guidance on emerging diseases — including
Covid and Monkeypox — they have been a specialist resource and have improved
visibility to ensure that staff are supported in the workplace. The IPC team have
also spent a significant amount of time revising and streamlining policies and
procedures and producing action cards to provide a quick reference for staff. QR
codes have been produced for all documents to enable staff to access the
necessary information in a timely manner and from any location.

In the last 6 months all IPC audits have been revised and inputted via safecheck —
this is a far more efficient system and provides the necessary information for a
dashboard which is presented at the IPC Sub Committee for assurance and can
identify any key themes where the IPC workplan need to target.



3.1

3.2

3.3

4.1

5.1

LEGAL, GOVERNANCE AND/OR RISK IMPLICATIONS (including consideration
of the Trust’s Risk Appetite Statement)

This report and the associated work plan has been assessed against the trusts risk
appetite statement. Two areas are of particular relevance:

e Regulatory Compliance for which we have a low-risk appetite to accept any
risk that could result in staff being non-compliant with legislation or any
frameworks provided by professional bodies. This BAF and the associated
work plan ensure we meet our regulatory compliance requirements

o Safety for which we have a low appetite to accept risks that could materially
provide a negative impact on quality. This report and the associated work
plan ensures we are providing a safe environment for staff and patients

It is to be noted by Board that there have been significant steps in improving IPC
within the Trust and that at present we have no red rag rated areas and 13 amber
rated areas. Gaps in Control are clearly articulated and a timeline to improve
declared throughout the BAF.

The key risk to note is related to fit testing where some actions remain outstanding
although our position has improved. In this reporting period the associated
corporate risk has been reduced from 15 to 8. The current solution for fit testing is
externally sourced and a paper will go to ELC with an options appraisal of the long
term solution in February.

EQUALITY OR SUSTAINABILITY IMPACTS
There are no equality or sustainability impacts.
RECOMMENDATIONS

The Board is asked to:

¢ Note and acknowledge the significant steps of improvement in relation to
IPC within the Trust

¢ Note the gaps in control and the measures being taken to improve
performance and provide further assurance
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APPENDIX 1

Infection, Prevention & Control (IPC)
Board Assurance Framework (BAF)

BOARD OF DIRECTORS

25 JANUARY 2023 H2 2022/23 Reporting Timescales:
IPC Sub-Cttee 16/01/2023 f
Quality & Performance Cttee: TBC
Executive Leadership Cttee: TBC >
Board of Directors: TBC
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BOARD ASSURANCE FRAMEWORK KEY

Consequence Likelihood —» DoQll Director of Quality, Innovation & Improvement
l Rz:re Unli2ker Pos;ible AlmostSCertain DIPC Director of Infection, Prevention & Control
Catastrophic 5 10 15 ) 25 IPCS Infection, Prevention, and Control Specialist
S Moderate High Significant Significant Significant IPCP Infection, Prevention, and Control Practitioner
Major 4 8 12 (G 20 .
4 Moderate High High Significant  Significant HoS Head of Service
Moderate 3 6 9 12 15 cP Consultant Paramedic
3 Low Moderate High High Significant T o6 of Eaaiies 7]
Minor 5 7 6 8 10 o ead of Facilities Management
2 Low Moderate Moderate High High HoC Head of Communications
Negligible 1 2 3 4 5 . .
1 Low Low Low Moderate Moderate SEM SR RN TR

This is a question that will help to establish whether NWAS is safe, caring, effective, responsive, and well-led

Key Line of Enquiry

Evidence

This is the platform that reports the assurance

RAG Status

A RAG rated assessment of the level of assurance

Gaps in Controls

Not Assured/ Limited Assurance Moderate Assurance

Areas that require attention to ensure that systems and processes are in place to mitigate the IPC BAF risk

Gaps in Assurance

Areas where there is limited or no assurance that processes and procedures are in place to support the mitigation of the IPC BAF risk

Required Action

Actions required to close the gap in control(s)/ assurance(s)

Action Lead

The person responsible for completing the required action

Target Completion

Deadline for completing the required action

Monitoring

The forum that will monitor completion of the required action

Progress

A RAG rated assessment of how much progress has been made on the completion of the required action n

Progress

Not




OPERATIONAL IPC RISKS IDENTIFIED ON THE RISK REGISTER

Quality, There is a risk that due to not all staff being FFP3 face fit tested and Sundstrom
236 Innovation, and Clinical Safety hoods not suitable for all scenarios, staff are unable to respond to Aerosol
Improvement Generating Procedures (AGPs) leading to risk to personal safety of staff

8

Moderate = it




INFECTION, PREVENTION & CONTROL (IPC) BOARD ASSURANCE FRAMEWORK

Section 1:
Systems are in place to manage and monitor the prevention and control of infection. These systems use risk assessments and consider the susceptibility of
service users and any risks posed by their environment and other service users.

KEY LINE OF ENQUIRY EVIDENCE

Systems and processes are in place to ensure that:

o Avrespiratory plan incorporating respiratory seasonal viruses that includes:

NWAS Operational Winter Plan

Local Resilience Forums (LRFs)

A&E Delivery Boards

NHSEI Regional Calls

National RSV Plan

Post Patient Ambulance Cleaning guidance updated May 22
Outbreak procedure

NASIPCG weekly calls

o point of care testing (POCT) methods for infectious patients known or
suspected to have a respiratory infection to support patient
triage/placement according to local needs, prevalence, and care services

o segregation of patients depending on the infectious agent taking into
account those most vulnerable to infection e.g clinically
immunocompromised.

o A surge/escalation plan to manage increasing patient/staff infections.

o a multidisciplinary team approach is adopted with hospital leadership,
operational teams, estates & facilities, IPC teams and clinical and non-
clinical staff to assess and plan for creation of adequate isolation
rooms/cohort units as part of the plan.

Organisational /employers risk assessments in the context of managing seasonal
respiratory infectious agents are: COVID-19 Secure Workplace Risk Assessments

[ ]
e based on the measures as prioritised in the hierarchy of controls, including : \P/;ehrir::llsee\s/;]etirr:tl:)t:]ogil;{ll(sxsﬁgsessessr:;e:nt
evaluation of the ventilation in the area, operational capacity, and prevalence of o .
infection/new variants of concern in the local area R gnd Ehlliins :
e applied in order and include elimination; substitution, engineering, administration o Ass_urance il Lo e S Comize
and PPE/RPE e |PC Policy and Procedures
o saTurEsiEd e Sl e |PC Cell minutes (monthly)
e Further reassessed where there is a change or new risk identified e.g., Changes to | ® Outbreak procedure
local prevalence
The completion of risk assessments have been approved through local governance e |PC Sub-Committee (bi monthly)
procedures, for example Integrated Care Systems. e Health, Safety and Security Sub-Committee (bi-monthly)
e NWAS IPC BAF: Reported Bi-Annually to the Board of Directors
e |PC Bi-Annual/ Annual Assurance Report
e Reporting to UKHSA
e Reporting to NHSEI North West
e Quality and Safety Group Meeting with Lead Commissioner




NWAS has not differed from recommendations stated in national
guidance

o Risk assessments are carried out in all areas by a competent person with the skills,

knowledge, and experience to be able to recognise the hazards associated with
respiratory infectious agents.

Risk Assessments Completed by Health, Safety & Security
Practitioners (Subject Matter Experts)

Risk Assessments Completed by Estates & Facilities Management
Teams (Subject Matter Experts)

Risk Assessments Completed by Consultant Paramedics for AGPs
(Subject Matter Experts)

Dynamic Operational Risk Assessments Completed by Operational
Staff

Ensure that transfers of infectious patients between care areas are minimised and
made only when necessary for clinical reasons.

This KLOE is not directly applicable for an ambulance service

Resources are in place to monitor and measure adherence to the NIPCM. This must
include all care areas and all staff (permanent, flexible, agency and external
contractors).

IPC Hand Hygiene Audits

IPC FRSM Audits

IPC PPE Audits

IPC Policy and Procedures

IPC Assurance Reporting to IPC Sub-Committee
IPC Communications and Bulletins

Local Operational & Clinical Leadership Compliance Reviews
IPC Practitioner Compliance Reviews

COVID-19 Secure Workplace Risk Assessments
Incident Reporting & RIDDORs

Quality Assurance Visits (QAVs)

Agile Working

Third Party Provider Audits/ Inspections

Local IPC Risks (Local Risk Registers)

The application of IPC practices within the NIPCM is monitored e.g., 10 elements of
SICPs

IPC Hand Hygiene Audits

IPC FRSM Audits

IPC PPE Audits

IPC Policy and Procedures

IPC Assurance Reporting to IPC Sub-Committee
IPC Communications and Bulletins

Local Operational & Clinical Leadership Compliance Reviews
IPC Practitioner Compliance Reviews

Incident Reporting & RIDDORs

Quality Assurance Visits (QAVs)

Agile Working

Third Party Provider Audits/ Inspections

Local IPC Risks (Local Risk Registers)

Learning Forums




The IPC Board Assurance Framework (BAF) is reviewed, and evidence of ¢ Presented to IPC Sub-Committee (Bi-monthly)

assessments are made available and discussed at Trust board level. Quality & Performance Committee and at the Board of Directors (Bi-
annually)

Reported weekly to Executive Leadership Committee (ELC

Reported to IPC Sub-Committee

Reported to Quality & Performance Committee

Reported to Board of Directors via IPC BAF

Procurement Stock Levels (fit testing staff against 5 masks — no issue
with supply)

In line with National Resilience Document (NHSE)

FFP Training Programme

Training Compliance Records

Availability of Hoods

The Trust Board has oversight of ongoing outbreaks and associated action plans

The Trust is not reliant on a particular mask type and ensure that a range of
predominantly UK Make FFP3 masks are available to users as required.

Gaps in Controls/ Assurances Required Action Action Lead Target Completion Monitoring Progress

There are no identified Gaps in Controls/ Assurances




INFECTION, PREVENTION & CONTROL (IPC) BOARD ASSURANCE FRAMEWORK

Section 2:

Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and control of infections.

KEY LINE OF ENQUIRY

EVIDENCE

The Trust has a plan in place for the implementation of the National Standards of
Healthcare Cleanliness and this plan is monitored at board level.

Awaiting publication — expected in next few months
Standards currently meet national IPC standards
Monitoring via IPC Sub Committee

In progress

The organisation has systems and processes in place to identify and communicate
changes in the functionality of areas/rooms

This KLOE is not applicable for an ambulance service

Cleaning standards and frequencies are monitored in clinical and non- clinical areas with
actions in place to resolve issues in maintaining a clean environment.

IPC Policy & Procedures

IPC Audits & IPC Action plans (6 monthly completed by IPC
practitioners)

Operational IPC Audits completed monthly

Working with compliance to add actions onto Trust integrated action
tracker

IPC walk rounds

IPC Assurance to IPC Sub-Committee

Enhanced/increased frequency of cleaning should be incorporated into environmental
decontamination protocols for patients with suspected/known infections as per the
NIPCM (Section 2.3) or local policy and staff are appropriately trained.

IPC Policy & Procedures

JPR Deep cleans & contract to complete deep cleans as requested
Deep clean audits completed by IPC Practitioners & reported into
contract manager

IPC Audits

IPC Assurance to IPC Sub-Committee

Manufacturers’ guidance and recommended product ‘contact time’ is followed for all
cleaning/disinfectant solutions/products as per national guidance

Cleaning products used in accordance with manufacturers guidance
IPC policy

Where patients with respiratory infections are cared for: cleaning and decontamination
are carried out with neutral detergent or a combined solution followed by a chlorine-
based disinfectant, in the form of a solution at a minimum strength of 1,000ppm available
chlorine as per national guidance. if an alternative disinfectant is used, the local infection
prevention and control team (IPCT) are consulted on this to ensure that this is effective
against enveloped viruses

Cleaning and Decontamination Process: Premises
Cleaning and Decontamination Process: Vehicles
Cleaning Products Utilised by NWAS

The responsibility of staff groups for cleaning/decontamination are clearly defined and
all staff are aware of these as outlined in the National Standards of Healthcare
Cleanliness

Awaiting cleaning standards for ambulance service
Assurance reports for IPCSC (bi-monthly)
Cleaning and Decontamination Process: Premises
Cleaning and Decontamination Process: Vehicles
Cleaning Products Utilised by NWAS



https://www.england.nhs.uk/wp-content/uploads/2021/04/B0271-national-standards-of-healthcare-cleanliness-2021.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/04/B0271-national-standards-of-healthcare-cleanliness-2021.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/04/B0271-national-standards-of-healthcare-cleanliness-2021.pdf
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control
https://www.england.nhs.uk/estates/national-standards-of-healthcare-cleanliness-2021/
https://www.england.nhs.uk/estates/national-standards-of-healthcare-cleanliness-2021/

For patients with a suspected/known infectious agent the frequency of cleaning should
be increased particularly in:

patient isolation rooms

cohort areas

donning & doffing areas — if applicable

‘Frequently touched’ surfaces e.g., door/toilet handles, chair handles,

patient call bells, over bed tables and bed/trolley rails.

o where there may be higher environmental contamination rates, including:

= toilets/commodes particularly if patients have diarrhoea and/or
vomiting.

o O O O

This KLOE is not applicable for an ambulance service

A terminal clean of inpatient rooms is carried out:

o when the patient is no longer considered infectious
o when vacated following discharge or transfer (this includes removal and
disposal/or laundering of all curtains and bed screens).

o following an AGP if clinical area/room is vacated (clearance of infectious particles
after an AGP is dependent on the ventilation and air change within the room).

This KLOE is not applicable for an ambulance service

Post AGP Procedures, ambulances returned to station for cleaning
Post patient transportation, ambulances are cleaned
Ambulance Deep Cleaning Programme

Reusable non-invasive care equipment is decontaminated: o Shghk qse 08 U e p_oss!ble

e between each use o |IPC Pohgy and Procedures maintained

D clishlleeleTi el et il el Al e : g:)eccgutglrfi:;rigﬁlgigumentation for Reusable Equipment " e

e atregular predefined intervals as part of an equipment cleaning protocol . . . quip

« before inspection, servicing, or repair equipment e Post patient transportation, ambulances & equipment are cleaned

' ' ' e Ambulance Deep Cleaning Programme contract in place

e |PC Policy and Procedures maintained

Compliance with regular cleaning regimes is monitored including that of reusable patient o =G AUdItS. completed . . |

care equipment. e Decontamination Documentation for Reusable Equipment n progress
e Post patient transportation, ambulances & equipment are cleaned
e Ambulance Deep Cleaning Programme contract in place

Ventilation systems, should comply with HBN 03:01 and meet national
recommendations for minimum air changes

https://www.england.nhs.uk/publication/specialised-ventilation-for-healthcare-
buildings/

Ventilation Assurance Report: NWAS Premises
Ventilation Assurance Report: NWAS Fleet

Ventilation assessment is carried out in conjunction with organisational estates teams
and or specialist advice from the ventilation group and/ or the organisations, authorised
engineer and plans are in place to improve/mitigate inadequate ventilation systems
wherever possible.

Risk Assessments completed by Subject Matter Experts
Risk Assessments/ Assurance presented to Sub-Committees



https://www.england.nhs.uk/publication/specialised-ventilation-for-healthcare-buildings/
https://www.england.nhs.uk/publication/specialised-ventilation-for-healthcare-buildings/

IPC Guidance disseminated
IPC Communications and Bulletins to staff
Agile Working

Gaps in Controls/ Assurances Required Action Action Lead Target Completion Monitoring Progress

Where possible air is diluted by natural ventilation by opening windows and doors where
appropriate

Review & assess relevance to Ambulance Service/await ambulance IPC Sub-
specific guidance Cttee
Ensure IPC audits updated in line with ambulance specific guidance
when published

Cleanliness standards as part of IPC audits reported to IPCSC via area
assurance reports

IPCT complete post deep clean audits in conjunction with the private
provider

Ensure vehicles are cleaned prior to servicing/maintenance & that IPC Sub-
correct documentation utilised Cttee
Use of Decontamination documentation IPCT to monitor incident reporting on decontamination certification IPC Specialist April 2023 In progress
IPCT to attend area QBGs to promote use of policy/completion of
certification

Local clinical & operational leadership teams to improve compliance — HoS/ Sector March 2023 IPC Sub- In Progress
outstanding actions to be incorporated into Trust Intergrated Action Managers Cttee
IPC Policy Compliance Tracker (IAT) which is monitored at IPC Sub-Committee
IPC incidents to be discussed at area learning forums
Area reports and Power Bl dashboard presented by area
representatives at IPCSC

IPCT join the QA Visits

IPC Dashboard monitoring

National Standards for Healthcare Settings IPC Specialist April 2023 In progress




INFECTION, PREVENTION & CONTROL (IPC) BOARD ASSURANCE FRAMEWORK

Section 3: sent to RF 9.1.23

Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and antimicrobial resistance.

KEY LINE OF ENQUIRY

EVIDENCE

Systems and processes are in place to ensure that:

Arrangements for antimicrobial stewardship (AMS) are maintained and a formal lead
for AMS is nominated

e Antimicrobial stewardship for NWAS
e Paramedic Drug Formulary: Antibiotics
e AMS led identified as Chief Pharmacist

NICE Guideline NG15 https://www.nice.org.uk/quidance/ng15 is implemented —
Antimicrobial Stewardship: systems and processes for effective antimicrobial medicine
use

This KLOE is not applicable for an ambulance service

The use of antimicrobials is managed and monitored:

o to optimise patient outcomes

o to minimise inappropriate prescribing

o to ensure the principles of Start Smart, Then Focus
https://www.gov.uk/government/publications/antimicrobial-stewardship-start-
smart-then-focus are followed

This KLOE is not applicable for an ambulance service

Contractual reporting requirements are adhered to, and boards continue to maintain
oversight of key performance indicators for prescribing including:

o total antimicrobial prescribing.
o broad-spectrum prescribing.
o intravenous route prescribing.

adherence to AMS clinical and organisational audit standards set by NICE:
https://www.nice.org.uk/qguidance/ng15/resources

e Assurance Via Clinical Effectiveness Sub-Committee

Resources are in place to support and measure adherence to good practice and
quality improvement in AMS. This must include all care areas and staff (permanent,
flexible, agency and external contractors).

Gaps in Controls/ Assurances Required Action

e JRCALC Guidance for Benzylpenicillin

Action Lead Target Completion Monitoring Progress

Antimicrobial Stewardship Reporting oversight

Adherance to reporting requirements and ensuring Board have full IPC Sub-

R Fallon April 2024 In Progress

Cttee



https://www.nice.org.uk/guidance/ng15
https://www.gov.uk/government/publications/antimicrobial-stewardship-start-smart-then-focus
https://www.gov.uk/government/publications/antimicrobial-stewardship-start-smart-then-focus
https://www.nice.org.uk/guidance/ng15/resources




INFECTION, PREVENTION & CONTROL (IPC) BOARD ASSURANCE FRAMEWORK

Section 4:

Provide suitable accurate information on infections to service users, their visitors and any person concerned with providing further support or nursing/ medical

care in a timely fashion.

KEY LINE OF ENQUIRY

EVIDENCE

IPC advice/resources/information is available to support visitors, carers, escorts, and
patients with good practices e.g. hand hygiene, respiratory etiquette, appropriate PPE
use

e |IPC Information/ Infographics & Posters in Ambulances

In progress

Visits from patient’s relatives and/or carers (formal/informal) should be encouraged and
supported whilst maintaining the safety and wellbeing of patients, staff and visitors

This KLOE is not applicable for an ambulance service

National principles on inpatient hospital visiting and maternity/neonatal services will
remain in place as an absolute minimum standard. national guidance on visiting
patients in a care setting is implemented.

This KLOE is not applicable for an ambulance service

Patients being accompanied in urgent and emergency care (UEC), outpatients or
primary care services, should not be alone during their episode of care or treatment
unless this is their choice.

This KLOE is not applicable for an ambulance service

Restrictive visiting may be considered by the incident management team during
outbreaks within inpatient areas This is an organisational decision following a risk
assessment and should be communicated to patients and relatives.

This KLOE is not applicable for an ambulance service

There is clearly displayed, written information available to prompt patients’ visitors and
staff to comply with handwashing, respiratory hygiene and cough etiquette. The use of
facemasks/face coverings should be determined following a local risk assessment.

e |PC Information/ Infographics & Posters in Ambulances
e |IPC Information/ Infographics & Posters in NWAS Premises
e Green Room resources

If visitors are attending a care area to visit an infectious patient, they should be made
aware of any infection risks and offered appropriate PPE.

This KLOE is not applicable for an ambulance service

Visitors, carers, escorts who are feeling unwell and/or who have symptoms of an
infectious illness should not visit. Where the visit is considered essential for
compassionate (end of life) or other care reasons (e.g., parent/child) a risk assessment
may be undertaken, and mitigations put in place to support visiting.

This KLOE is not applicable for an ambulance service



https://www.england.nhs.uk/coronavirus/publication/visitor-guidance/

Visitors, carers, escorts should not be present during AGPs on infectious patients
unless they are considered essential following a risk assessment e.g.,

. This KLOE is not applicable for an ambulance service
carer/parent/guardian.

e |IPC Information/ Infographics & Posters in Ambulances
Implementation of the supporting excellence in infection prevention and control e |PC Information/ Infographics & Posters in NWAS Premises
behaviours Implementation Toolkit has been adopted where required C1116- Communications bulletins I progress
supporting-excellence-in-ipc-behaviours-imp-toolkit.pdf (england.nhs.uk) e |IPC Resources on Green Room
e |IPC Annual Workplan (to implement IPC Guardians within NWAS
April 2023

Gaps in Controls/ Assurances Required Action Action Lead Target Completion Monitoring Progress

Ensure information available on all vehicles
External website to contain relevant IPC information for visitors in
Providing information to support visitors, carers and escorts relation to IPC measures IPC Specialist June 2023
Staff to support visitors/escorts and provide information to minimise
the risk of transmission of infection

IPC Sub-
Cttee

In progress

To fully Implement the Supporting Excellence in IPC Behaviours
Toolkit

To recruit IPC guardians across NWAS to support the cascade of IPC
information

To ensure up to date resources are available to all NWAS staff in an
easy to understand format

IPC resources /action cards to be added to Green Room

Ensure ready supply of PPE available to all staff

Incorporate new national guidance into IPC teaching sessions
Appropriate signage is installed and replaced as required

Supporting Excellence in IPC Behaviours Implementation Toolkit IPC Specialist June 2023 lpgttz :b' In progress



https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/03/C1116-supporting-excellence-in-ipc-behaviours-imp-toolkit.pdf
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/03/C1116-supporting-excellence-in-ipc-behaviours-imp-toolkit.pdf

INFECTION, PREVENTION & CONTROL (IPC) BOARD ASSURANCE FRAMEWORK

Section 5:

Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely and appropriate treatment to reduce the risk

of transmitting infection to other people.

KEY LINE OF ENQUIRY

EVIDENCE

All patients are risk assessed, if possible, for signs and symptoms of infection prior to
treatment or as soon as possible after admission, to ensure appropriate placement and
actions are taken to mitigate identified infection risks (to staff and other patients).

¢ Information from call handler/MDT
¢ Individual patient risk assessment
e |PC policies & procedures

Signage is displayed prior to and on entry to all health and care settings instructing | ¢ |IPC Information/ Infographics & Posters in Ambulances
patients with respiratory symptoms to inform receiving reception staff, immediately on | ¢ IPC Information/ Infographics & Posters in NWAS Premises
their arrival (see NIPCM). e Telephony Screening & Triaging Scripts

e Telephony Screening & Triaging Scripts
Infection status of the patient is communicated to the receiving organization, department | ¢  Ambulance Crew Handover
or transferring services, ensuring correct management/placement. e ePRF

e PTS Screening/Risk assessment

Triaging of patients for infectious illnesses is undertaken by clinical staff based on the
patients’ symptoms/clinical assessment and previous contact with infectious
individuals, the patient is placed /isolated or cohorted accordingly whilst awaiting test
results. This should be carried out as soon as possible following admission and a
facemask worn by the patient where appropriate and tolerated.

This KLOE is not applicable for an ambulance service

Patients with a suspected respiratory infection are assessed in a separate area, ideally
a single room, and away from other patients pending their test result and a facemask
worn by the patient where appropriate and tolerated (unless in a single room/isolation
suite).

This KLOE is not applicable for an ambulance service

Patients with excessive cough and sputum production are prioritised for placement in
single rooms whilst awaiting test results and a facemask worn by the patient where
appropriate and tolerated only required if single room accommodation is not available.

This KLOE is not applicable for an ambulance service

Patients at risk of severe outcomes of infection receive protective IPC measures
depending on their medical condition and treatment whilst receiving healthcare e.g.,
priority for single room protective isolation

This KLOE is not applicable for an ambulance service

If a patient presents with signs of infection where treatment is not urgent consider
delaying this until resolution of symptoms providing this does not impact negatively on
patient outcomes.

e Telephony Screening & Triaging Scripts
e Resource Allocation: Competent & Trained Professional (PES/ PTS)
e Clinical Pathways: Hear & Treat, See & Treat, See & Convey




Self-Care, Primary Care, Out of Hours Providers, Community Care

The use of face masks/coverings should be determined following a local risk
assessment.

IPC Information/ Infographics & Posters in Ambulances
IPC Information/ Infographics & Posters in NWAS Premises
Availability of Masks in all Ambulances & NWAS Premises
IPC Guidance

IPC Communications and Bulletins

NIPCM

Risk Assessment

Outbreak procedure

National AACE position statements

Patients that attend for routine appointments who display symptoms of infection are
managed appropriately, sensitively and according to local policy

e PTS Risk assessment/booking process

Staff and patients are encouraged to take up appropriate vaccinations to prevent
developing infection

Gaps in Controls/ Assurances Required Action

NWAS flu vaccination Campaign

Flu Leads Meeting Minutes/Action tracker
Communication Bulletins

Flumis/NIVs

Signposting to Covid clinics

Action Lead Target Completion Monitoring

Progress

There are no identified Gaps in Controls/ Assurances




INFECTION, PREVENTION & CONTROL (IPC) BOARD ASSURANCE FRAMEWORK

Section 6:

Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their responsibilities in the process of preventing and

controlling infection.

KEY LINE OF ENQUIRY

EVIDENCE

e |PC Policy and Procedure
e |PCSC Assurance reports bi-monthly
e Core skills for health
. . - , . . . e |PC Training Packages
LIZ?nrendeuncsaut;:?;:\slvﬁ)t[]omcéﬁddﬂigr;e with national guidance/recommendations for all staff « IPC Training at Operational Induction
' e IPC Audits
e |PC Information/ Infographics & Posters in Ambulances
e |PC Information/ Infographics & Posters in NWAS Premises
e NHSE IPC education packages - joint working with education team to
ensure content is relevant and appropriate
e |PC Policy and Procedure
e Training Needs Analysis — PES/PTS/EOC/Private
Training in IPC measures is provided to all staff, including: the correct use of PPE providers/volunteers
e |PC Training Packages Inc. FFP3
e |PC Training Compliance Monitoring
e FFP3 Training/ Fit Testing Compliance
e IPC Audits
All staff providing patient care and working within the clinical environment are trained in | ® |PC Policy and Procedure
hand hygiene technique as per the NIPCM and the selection and use of PPE e |PC Training Packages Inc. FFP3
appropriate for the clinical situation and on how to safely put it on and remove it e |IPC Training Compliance Monitoring
(NIPCM); e FFP3 Training/ Fit Testing Compliance
e IPC Audits
e IPC Audits
Adherence to NIPCM, on the use of PPE is regularly monitored with actions in place to 0 (GlifeliEa Sh.lﬂs .
mitigate any identified risk * Assuranc_e REpering to.I.PC Sub-Cgrnmﬂtge .
e Local Action Plans to Mitigate Identified Risks /Integrated action
tracker
e National and Regional attendance at IPC meetings as required
Gloves and aprons are worn when exposure to blood and/or other body fluids, non- : :Eg ?gli?ilnznlg aIZLc;c;eedsure
intact skin or mucous membranes is anticipated or in line with SICP’s and TBP’s. . . .
e |PC Training at Operational Induction
e |PC Training Compliance Monitoring
: . . e |IPC Policy and Procedure
Hand hygiene is performed: e IPC Training Packages



https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/911313/PHE_quick_guide_to_donning_doffing_PPE_standard_health_and_social_care_settings.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/911313/PHE_quick_guide_to_donning_doffing_PPE_standard_health_and_social_care_settings.pdf

before touching a patient.

before clean or aseptic procedures.

after body fluid exposure risk.

after touching a patient; and

after touching a patient’'s immediate surroundings.

O O O O O

IPC Audits
Assurance Reporting to IPC Sub-Committee

The use of hand air dryers should be avoided in all clinical areas. Hands should be dried
with soft, absorbent, disposable paper towels from a dispenser which is located close to
the sink but beyond the risk of splash contamination (NIPCM)

IPC Information/ Infographics & Posters in Ambulances

IPC Information/ Infographics & Posters in NWAS Premises
Absence of Hand Air Dryers in all clinical Areas

Paper Towel Dispensers Situated Next to Handwashing Sinks
IPC Audits

Quality Assurance Visits (QAVs)

Staff understand the requirements for uniform laundering where this is not provided for
onsite

Gaps in Controls/ Assurances Required Action

IPC Policy and Procedure
Linen policy
Uniform Polic

Action Lead Target Completion Monitoring Progress

There are no identified Gaps in Controls/ Assurances




INFECTION, PREVENTION & CONTROL (IPC) BOARD ASSURANCE FRAMEWORK

Section 7:
Provide or secure adequate isolation facilities.

KEY LINE OF ENQUIRY EVIDENCE ‘ RAG

That clear advice is provided, and monitoring is carried out of inpatients compliance with
wearing face masks (particularly when moving around the ward or healthcare facility)
providing it can be tolerated and is not detrimental to their (physical or mental) care
needs.

Patients who are known or suspected to be positive with an infectious agent where their
treatment cannot be deferred, their care is provided following the NIPCM.

patients are appropriately placed i.e.; infectious patients are ideally placed in a single
isolation room. If a single/isolation room is not available, cohort patients with confirmed This KLOE is not applicable for an ambulance service
respiratory infection with other patients confirmed to have the same infectious agent.

Standard infection control precautions (SIPC’s) are applied for all patients, at all times in
all care settings

This KLOE is not applicable for an ambulance service

This KLOE is not applicable for an ambulance service

This KLOE is not applicable for an ambulance service

e |PC Policy and Procedure

Transmission Based Precautions (TBP) may be required when caring for patients with | ¢  Cleaning procedure

known / suspected infection or colonization e Ambulance deep cleaning process in place with private provider if and
when required

Gaps in Controls/ Assurances Required Action Action Lead Target Completion Monitoring Progress

There are no identified Gaps in Controls/ Assurances




INFECTION, PREVENTION & CONTROL (IPC) BOARD ASSURANCE FRAMEWORK

Section 8:
Secure adequate access to laboratory support as appropriate.

KEY LINE OF ENQUIRY

Laboratory Testing for infectious illnesses is undertaken by competent and trained
individuals

EVIDENCE ‘ RAG

This KLOE is not applicable for an ambulance service

Patient testing for infectious agents is undertaken promptly and in line with national
guidance

This KLOE is not applicable for an ambulance service

Staff Testing protocols are in place for the required health checks, immunisations and
clearance

* IPC Policy and Procedure
e Occupational Health pre-employment checks
e Availability of LFD’s

Regular monitoring and reporting of the testing turnaround times with focus on the time
taken from the patient to time result is available

This KLOE is not applicable for an ambulance service

Inpatients who go on to develop symptoms of infection after admission are
tested/retested at the point symptoms arise

This KLOE is not applicable for an ambulance service

COVID-19 Specific

This KLOE is not applicable for an ambulance service

Patients being discharged to a care home are tested for SARS — CoV-2 48 hours prior
to discharge (unless they have tested positive within the previous 90 days) and result is
communicated to receiving organisation prior to discharge Coronavirus (COVID-19)
testing for adult social care services - GOV.UK (www.gov.uk)

This KLOE is not applicable for an ambulance service

For testing protocols please refer to:

COVID-19: testing during periods of low prevalence - GOV.UK (www.gov.uk)

C1662 covid-testing-in-periods-of-low-prevalence.pdf (england.nhs.uk)

This KLOE is not applicable for an ambulance service

Action Lead

Gaps in Controls/ Assurances

Required Action

There are no identified Gaps in Controls/ Assurances

Target Completion Monitoring = Progress



http://COVID-19:%20testing%20during%20periods%20of%20low%20prevalence%20-%20GOV.UK%20(www.gov.uk)
https://www.england.nhs.uk/wp-content/uploads/2022/08/C1662_covid-testing-in-periods-of-low-prevalence.pdf

INFECTION, PREVENTION & CONTROL (IPC) BOARD ASSURANCE FRAMEWORK

Section 9:

KEY LINE OF ENQUIRY

Resources are in place to implement, measure and monitor adherence to good IPC

and AMS practice. This must include all care areas and all staff (permanent, flexible,
agency and external contractors).

Have and adhere to policies designed for the individual’'s care and provider organisations that will help to prevent and control infections.

EVIDENCE

e |PC Information/ Infographics & Posters in Ambulances — available to
all PTS/PES/Volunteers/Private providers

e |PC Information/ Infographics & Posters in NWAS Premises - —

available to all PTS/PES/volunteers/private providers

IPC Training Packages

IPC Training at Operational Induction

Premises Cleaning

Ambulance Cleaning

Ambulance Deep Cleaning Programme

IPC Audits

Communications and Bulletins

IPC Assurance Reporting to IPC Sub-Committee

Staff are supported in adhering to all IPC and AMS policies

IPC Policy and Procedure

IPC Training Packages

IPC Audits

IPC Communication and Bulletins
National UKHSA Guidance

Policies and procedures are in place for the identification of and management of
outbreaks of infection. This includes the documented recording of an outbreak.

Daily TTT reports from business intelligence
IPC Policy and Procedure

IPC Guidance

Outbreak Management procedure

IIMARCH by ePortal

Assurance Reporting to IPC Sub-Committee

All clinical waste and infectious linen/laundry used in the care of known or suspected
infectious patients is handled, stored and managed in accordance with current national
guidance as per NIPCM

IPC Policy and Procedure

IPC Guidance

Risk Assessments

Clinical waste storage (private providers)

In progress

PPE stock is appropriately stored and accessible to staff when required as per NIPCM

Gaps in Controls/ Assurances Required Action

IPC to monitor repirted incidents in relation to clinical waste. This will
be monitored through IPC Sub-Committee

IPC audits to identify/provide assurance that waste is disposed of
correctly in appropriate streams

Clinical Waste not stored as per national guidance

Procurement of PPE
PPE Stock Levels

Accessibility to PPE on all NWAS Premises
Accessibility to PPE on all NWAS Vehicles
Local Monitoring of PPE Stock Levels

Action Lead

Target Completion Monitoring = Progress

IPC Sub-
Cttee

Estates and

Facilities March 2023

In progress



https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf

To ensure all clinical waste stored in locked bins/compound as per
national guidance

IPCT to work with Estates+Facilities to ensure that Clinical waste is
collected on a regular basis

Appropriate collections are readily available for all categories of waste
and staff are aware how to access these services




INFECTION, PREVENTION & CONTROL (IPC) BOARD ASSURANCE FRAMEWORK

Section 10:
Have a system in place to manage the occupational health needs and obligations of staff in relation to infection.

KEY LINE OF ENQUIRY EVIDENCE

Policies and Procedures

Guidance

Communications and Bulletins

HR Risk Assessments

Operational and Clinical Leadership Models in situ
H&WB Support Mechanisms

Occupational Health Self-Referral

Green Room information — easily accessible for staff
Policies and Procedures

Guidance

Communications and Bulletins

HR Risk Assessments

Operational and Clinical Leadership Models in situ
H&WB Support Mechanisms

Occupational Health Self-Referral

Induction and mandatory training

Policies and Procedures

Guidance

Communications and Bulletins

HR Risk Assessments

Operational and Clinical Leadership Models in situ
H&WB Support Mechanisms

Occupational Health Self-Referral

CPD training packages

A fit testing programme is in place for those who may need to wear respiratory protection. ggg'?::;rzzce A IR [FREg i

Action cards and flowcharts been developed for staff
Policies and Procedures

Employee Self-Referral to Occupational Health
Absence Reporting

Incident Reporting

Risk Assessments

Vaccination Uptake Campaigns

Vaccination Clinics Trust-wide

Staff seek advice when required from their IPCT/occupational health department/GP or
employer as per their local policy.

Bank, flexible, agency, and locum staff follow the same deployment advice as permanent
staff.

Staff understand and are adequately trained in safe systems of work commensurate with
their duties

Where there has been a breach in infection control procedures staff are reviewed by

occupational health. Who will:

e lead on the implementation of systems to monitor for illness and absence.

o facilitate access of staff to antiviral treatment where necessary and implement a
vaccination programme for the healthcare workforce

e lead on the implementation of systems to monitor staff illness, absence and
vaccination against seasonal influenza and COVID-19

e encourage staff vaccine uptake.




e |PC Policy & Procedures
Staff who have had and recovered from or have received vaccination for a specific | ¢ IPC Guidance
respiratory pathogen continue to follow the infection control precautions, including PPE, | ¢ IPC Communications and Bulletins
as outlined in NIPCM e Accessibility to PPE
e Area assurance reports presented at IPCSC
A risk assessment is carried for health and social care staff including pregnant and
specific ethnic minority groups who may be at high risk of complications from respiratory | ¢ Policies and Procedures
infections such as influenza and severe iliness from COVID-19. e Information on Green room & from HR
e A discussion is had with employees who are in the at-risk groups, including those | ¢ Individual Risk Assessments
who are pregnant and specific ethnic minority groups. e Occupational Health Referral
e That advice is available to all health and social care staff, including specific advice | ¢  Operational and Clinical Leadership Model in situ
to those at risk from complications. e Accessibility to PPE
e Bank, agency, and locum staff who fall into these categories should follow the same | « FFP3 Face Fit Testing
deployment advice as permanent staff. e Protective Hoods in situ
e A risk assessment is required for health and social care staff at high risk of | ¢«  Alternative Duties/ Redeployment Processes
complications, including pregnant staff.
(]
e Outbreak management lead by UKHSA
e |IPC Policies and Procedures
Testing policies are in place as advised by occupational health/public health. e Guidance
e Communications and Bulletins
e HR Recruitment Processes
e  Occupational Health Provider
NHS staff should follow current guidance for testing protocols: C1662 covid-testing-in- | ®  Policies and Procedures
periods-of-low-prevalence.pdf (england.nhs.uk) ¢ Guidance
e Communications and Bulletins
e Policies and Procedures
e Guidance
e Communications and Bulletins
e |PC Training Packages
Staff required to wear FFP3 reusable respirators undergo training that is compliant e FFP3 Face Fit Testing Programme :
with HSE guidance, and a record of this training is maintained andheld centrally/ESR o EmEeive Resek I el ) [Begretsts
records. o Alternative Duties/ Redeployment Processes
e Occupational Health Records
¢ HR Records: Local Management Discussions
e MyESR Compliance Data
e Policies and Procedures
e Training Certification
Staff who carry out fit test training are trained and competent to do so. e Training Competences In progress
e Training Revalidation Competences
e Face Fit Testing Resources



https://www.england.nhs.uk/wp-content/uploads/2022/08/C1662_covid-testing-in-periods-of-low-prevalence.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/08/C1662_covid-testing-in-periods-of-low-prevalence.pdf

Assurance via IPC Sub-Committee

Fit testing is repeated each time a different FFP3 model is used.

Policies and Procedures

Guidance

Communications and Bulletins

IPC Training Packages

FFP3 Face Fit Testing Programme
Protective Hoods in situ

Alternative Duties/ Redeployment Processes
Occupational Health Records

HR Records: Local Management Discussions
MyESR Compliance Data

in progress

All staff required to wear an FFP3 respirator should be fit tested to use at least
two different masks

Policies and Procedures

Guidance

Communications and Bulletins

IPC Training Packages

FFP3 Face Fit Testing Programme
Protective Hoods in situ

Alternative Duties/ Redeployment Processes
Occupational Health Records

HR Records: Local Management Discussions
MyESR Compliance Data

Those who fail a fit test, there is a record given to and held by employee and centrally
within the organisation of repeated testing on alternative respirators and hoods.

IPC Training Package

FFP3 Training Package

MyESR Compliance Data

HR Records: Local Management Discussions
Protective Hoods in situ

That where fit testing fails, suitable alternative equipment is provided. Reusable
respirators can be used by individuals if they comply with HSE recommendations and
should be decontaminated and maintained according to the manufacturer’s instructions.

Policies and Procedures

Guidance

Communications and Bulletins

IPC Training Packages

FFP3 Face Fit Testing Programme
Protective Hoods in situ

Alternative Duties/ Redeployment Processes
Occupational Health Records

HR Records: Local Management Discussions
MyESR Compliance Data

Members of staff who fail to be adequately fit tested a discussion should be had,
regarding re deployment opportunities and options commensurate with the staff
members skills and experience and in line with nationally agreed algorithm.

Policies and Procedures
Guidance
Communications and Bulletins




IPC Training Packages

FFP3 Face Fit Testing Programme

Protective Hoods in situ

Alternative Duties/ Redeployment Processes
Occupational Health Records

HR Records: Local Management Discussions

MyESR Compliance Data

Policies and Procedures

Central ESR records

Guidance

Communications and Bulletins

Alternative Duties/ Redeployment Processes
Occupational Health Records

HR Records: Local Management Discussions
Assurance via IPC Sub-Committee

Assurance from IPC Sub-Committee to Q&P Committee
Assurance from Q&P Committee to Board of Directors
Bi-annual Assurance on IPC to Committee & Board of Directors
IPC BAF

MyESR Data

Occupational Health Referral

A documented record of this discussion should be available for the staff member and
held centrally within the organisation, as part of employment record including
Occupational health.

Boards have a system in place that demonstrates how, regarding fit testing, the
organisation maintains staff safety and provides safe care across all care settings. This
system should include a centrally held record of results which is regularly reviewed by
the board.

In progress

Policies and Procedures

Guidance for Managers

Local Line Management
Accessibility of HR Support

Health and Wellbeing Mechanisms
Return to Work Process

staff who have symptoms of infection or test positive for an infectious agent should have
adequate information and support to aid their recovery and return to work.

Gaps in Controls/ Assurances Required Action Action Lead Target Completion Monitoring Progress

SOP developed for the testing & recording of fit testing

IPCT work with Education department to ensure fit testing of all new
starters/students completed and documented on EPR

New record developed on Teams to ensure correct recording of
individual fit test IPC Specialist March 2023
Satff who fail fit test recorded on ESR and are advised on PPE to wear
Centralisied recording of fit tests on ESR now taking place, this needs
to be maintained and updated regularly

Reporting of fit testing compliance through the RPE group

Regualr monitoring of compliance rates in sector to ensure all staff
Compliance rates for staff fit testing have had facial fit test/readily available fit testing

Reports presented at RPE group

IPC Sub-
Cttee

Robust process for the testing and recording of Fit Tests within the

Trust In progress

IPC Sub-
Cttee

Sector

Managers Ongoing

In progress




Sector managers advised of low uptake areas and to target fit testing in
these areas. This is communicated by the IPC team so plans can be
put in place to develop further fit testing opporunties for the area

Ongoing fit testing within Trust after 31.3.23 once DoH support no
longer available

Scoping exercise to ascertain requirements of NWAS for fit testing
Liaise with current providers to identify ongoing costs should DoH
support be withdrawn

Paper with options appraisal to be developed and presented at ELC by
DIPC/Infection control specalist, outlining both external and internal
options to manage this going forward

IPC Specialist

April 2023

IPC Sub-
Cttee

In progress
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PURPOSE OF PAPER: For Assurance
EXECUTIVE SUMMARY: The Trust is required to publish on its public accounts a

quarterly and then an annual summary of Learning From
Deaths.

The Q2 dashboard (Appendix A) describes the opportunities
to learn. The main contributory factor to patient deaths,
identified in Datix, were attributed to delays in the
emergency response. The peer review process identified
that 76.2% of patients received appropriate care. The key
areas for improvement identified were:

e using a medical model when documenting a
patient’s assessment

correct use of Manchester Triage System
completing capacity to consent fully

detailing specific worsening advice

sub-optimal quality of patient records documentation

The peer review also identified areas of good practice. This
included:

¢ holistic decision not to resuscitate
¢ safety net and hand over to OOH GP
e organising care for end of life.

The panel continues to welcome observers to help raise
awareness of the process and embed learning from the peer
reviews.

The DCIQ Mortality Module has undergone refinements and
work is still ongoing. DCIQ listing reports have been created
to allow the team to report on concerns logged in DCIQ for

Q3.




RECOMMENDATIONS: The Board is recommended to:

e Support the quarterly dashboard (Appendix A) as
the report to be published on the Trust public
account

¢ Acknowledge the impact of the Structured
Judgment Reviews in identifying opportunities for
improving care and identification of Serious
Incidents previously unknown to the trust.

¢ Note key areas for improvement identified

o Note areas of good practice.

CONSIDERATION OF THE The Trust’'s Risk Appetite Statement has been considered
TRUST’S RISK APPETITE as part of the paper decision making process:
STATEMENT

(DECISION PAPERS ONLY) I Financial/ VIM

1 Compliance/ Regulatory

[] Quality Outcomes

[ Innovation

[] Reputation

INCLUDE CONSIDERATION OF RISK APPETITE STATEMENT AT SECTION 3 OF REPORT

ARE THERE ANY IMPACTS

RELATING TO: Equality: U Sustainability ]
(Refer to Section 4 for detail)

PREVIOUSLY CONSIDERED Clinical Effectiveness Su

BY: b-Committee

Date: 17 January 2023

Outcome: Approved
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3.0

3.1

PURPOSE

The purpose of this report is to meet the requirements of the ‘National guidance for
ambulance trusts on Learning from Deaths: A framework for NHS ambulance trusts
in England on identifying, reporting, reviewing and learning from deaths in care’ as
referenced in the trust Learning from Deaths Policy.

Appendix A is a summary dashboard of the Q2 2022/23 Learning from Deaths
Review. It is proposed this document is published on the Trust’s public accounts by
31st January 2023 in accordance with the national framework and trust policy. The
Q2 dashboard includes output from moderation panels held following the structured
judgement reviews (SJRs) for Q2. Learning from the panels is discussed later in this

paper.

It is acknowledged that the attached document remains an iterative reporting process
which will continue to become more sophisticated and informative as 2022/23
progresses.

BACKGROUND

Learning from Deaths is an integral part of informing and developing the safest
possible systems for the delivery of care to our patients. NWAS must identify
suboptimal care and support the identification of areas for improvement. The
methodology is available on request from the Clinical Audit Team at
Learning.FromDeaths@nwas.nhs.uk

LEARNING FROM DEATHS DASHBOARD Q2 2022/23: APPENDIX A

Of the 124 patient deaths:

. 92 internal concerns were raised through the Incidents module
. 26 external concerns were raised through the Patient Experience module
. And a further 6 concerns were raised both internally and externally.

The flow chart below provides a summary:


mailto:Learning.FromDeaths@nwas.nhs.uk

3.2

3.3

3.4

Flow chart to describe the Datix deaths Q2 2022/23

Internal Concerns: Tables 2 and 3, Figures 2 and 3

Of the 92 patients, 67 were reviewed and closed. In five cases the investigation
concluded the Trust had contributed in some way to that patient death. A lack of
available resources was cited as the main contributing factor to the deaths.

External Concerns: Tables 4 and 5 and Figure 4

Of the 26 external concerns that have been reported, 16 are still in the early stages
of review and so it is unknown at the time of writing if the care given was in line with
best practice. Ten concerns have been closed and no causal factors were identified.
The content of the reviews so far suggests the learning themes and therefore
opportunities for improvement are:

e Significant delay in responding to a chest pain patient

e Significant delay in responding to patients with Difficulty In Breathing , Falls,
End Of Life Care and Inter Facility Transfers.

¢ Problems related to treatment and management planning

¢ Problems with capacity to consent recording

Concerns raised internally and externally: Tables 6 and 7 and Figure 5.

Six patient deaths were raised internally and externally — note these are different
concerns from those referenced above. One investigation has been closed and no
causal factors were identified. The remaining five investigations are all still open and
the learning themes are:

e Significant delay in responding to a patient (Chest Pain, Falls)
e Problem with communication of handover



3.5

3.6

3.7

Structured Judgement Review (SJR): Cohort Discussion: Tables 8, 9 and
Figure 6.

The process requires frontline staff to review and make explicit statements on the
practice under review using the ‘Sequence of Events’ (SoE) and ‘Patient Report
Form’ (PRF or electronic patient record) as the data source.

The explicit statements of care can be one of five categories ranging from very good
to very poor and it is possible to use each of the statement’s multiple times in a single
review.

The review comprises of Stage 1: review of clinical practice and call handling/
resource allocation. Where less than adequate overall care is identified a Stage 2
review of the patient death to identify if any causal factors (systemic) problems in
care have led to harm.

21 patient deaths were presented by reviewers and following the moderation panels
the outcomes of the reviews were determined. 16 patients (76.2%) received
adequate care.

The mid-range statement of ‘adequate’ practice is defined as the expected practices
and procedures in compliance with guidance. Any practice identified as beyond
expected practice is defined as ‘good’. Any practice identified as not reaching
expected practice is defined as ‘poor’.

The Patient and Public Panel (PPP) representatives continue to support the panels
and their contribution, and perspectives are greatly appreciated by the panel
members.

Quality of Patient Records

The quality of patient records improved slightly from 67.0% to 71.4% during this
guarter. Whilst the EPR is undergoing development from a hardware and software
perspective, general feedback and support should be offered to improve the quality.

Structured Judgment Review - Learning Outcomes: Tables 11 -12

The key areas for improvement identified were:

. using a medical model when documenting a patient’s assessment,
. incorrect use of Manchester Triage System

. completing capacity to consent fully

. detailing specific worsening advice

. sub-optimal quality of patient record documentation

The peer review also identified areas of good practice. This included:

. holistic decision not to resuscitate
. safety net and hand over to OOH GP
. organising care for end of life.



3.8

Learning Dissemination

Lessons identified will be shared through the area learning forums (ALFs) and with
individual frontline staff. The Q2 Learning from Deaths infographic (Appendix B) will
be shared with the clinical leadership teams. This is a new development aimed at
embedding improvement identified in this paper.

The opportunities for improvement identified as general themes from the Datix review
and more specifically from the SJR review will be taken to ALFs by the Consultant
Paramedic, Medical on a bi-annual basis.

Good practice letters have been circulated to commend 10 clinicians, who through
their care and professionalism, have supported families and patients to experience a
good death during Q2.

LEGAL, GOVERNANCE AND/OR RISK IMPLICATIONS (including consideration
of the Trust’s Risk Appetite Statement)

There are no legal implications associated with content of this report and the data
gathered to produce the dashboard has been managed in accordance to the Data
Protection Act 2018.

EQUALITY OR SUSTAINABILITY IMPACTS

No equality or sustainability implications have been raised as a concern from this
report.

RECOMMENDATIONS
The Board is recommended to:

e Support the quarterly dashboard (Appendix A) as the report to be published
on the Trust public account

e Acknowledge the impact of the Structured Judgment Reviews in identifying
opportunities for improving care and identification of Serious Incidents
previously unknown to the trust.

¢ Note key areas for improvement identified

¢ Note areas of good practice.



NWAS Learning From Deaths Dashboard Quarter 2 2022-2023 (July - September)

Overall D: D Thisis a ic dashboard that is a combination of those outlined in the guidance as 'must review' and those in the specified sample. These are described in more detail in the data-splits below.

Total number of deaths in scope

Total Number of Deaths in Scope (Sample Cohort and Datix ~ Total Number of Total Number of Deaths where

Deaths Reviewed problems in care have contributed
Jul-22 57 38 66.7% 3
Aug-22 47 32 68.1% 3
Sep-22 45 29 64.4% 4
This Quarter 149 929 66.4% [}
This Financial Year 244 174 71.3% 27 ) N N N N N N N N N q o o o a q o
* Criteria as specified in the 'National guidance for ambulance trusts on Learning from Deaths' (2019) - Where concern raised on quality of care provided where the g 3 & *ﬂ & Sfl' S < éfl e P o o IV g {'P & WV qﬂ Qf’/
Table 1 O o i ine Y Sumbearcete nBes S N NS her of Bt e N e care e R
—Total Number of Deaths —Number of deaths reviewed —Total Number of Deaths where problems in care have contributed

Data source: An amalgamation of both the Datix cohort and the Sample cohort data sources detailed below.
Those in scope must have died under the care of the ambulance service (from call handling to before handover concludes), after handover (if notified by other trusts of these) or within 24 hours of
contacting the service and the decision was not to be conveyed to hospital. This report draws on learning from the previous quarter and remains an iterative process.

Concerns raised in Datix Breakdown

Datix Cohort Description: The 'must review' category includes incidents raised to the organisation and recorded via Datix as 'deaths that occurred in our care where there has been concern has been raised about the quality of care provided'. Patient experience module, records are included where Risk score is 4/5 and death has occurred; the review is considered complete when the record
is closed. Incidents module data, it is considered as a death in cohort where '‘Degree of harm' is 'Death- Caused by the incident'. Patient Experience module data, is included in the cohort where the incident is closed and 'Reason for SI: Unexpected /Potentially avoidable death’.NB This is the month the incident occurred, not when the notification of raised concern for care was received.

Internal Concerns - Incidents (including Sis)

Risk grading Of those closed, Number of Deaths likel:
ly due to the service Lessons Learned complete for those closed and
Total Datix Death Incidents in Scope lor2 Number of Deaths Closed on Datix provided by the Trust Deaths likely due to the service provided by the Trust
July 1 5 July 24
August 4 10 August 25
7 6 18
Total 2 21 Total 67
Table 2 Table 3
Datix Degree of Harm u Death — likely due to the service provided by the Trust
(all in scope including those not yet closed) .
Death — not related to the service provided by the Trust Datix Category Type
(of those reviewed and death
Low - Patient required extra observation or minor treatment determined by the incident)
u Moderate — patient required further treatment or transfer of
care
®uNo harm
Severe — permanent or long-term harm or significant Clinical Information  Lack of available
July August September deterioration in condition Assessment resources
Figure 2 Figure 3

External Concerns

Number of Complaints Incidents Closed on  Number closed and Deaths

kely due to the service Department S
July 13 6 0 Demand outstrioped : No actions 1
August 8 3 0 Problem with call taking and response allocation No causal factors: No actions 1
5 1 0 Still under review 1
Total 26 10 0 Problem with call taking and response allocation Demand outstripped resources; Incorrect coding of call; No actions 1
Table 4 No causal factors: No actions 1
Still under review 2
Problem with call taking anq response allocation Still under review 2
(chest pain)
EOC Problem with call taking and response allocation Demand outstripped resources; Hospital handover delays; No 1
(fall) actions
Problem with (ranspz:rlrr‘\g EOLC patient back Still under review 3
Problem with call taking and response allocation Demand outstripped resources; Hospital handover delays; No 1
(baby with DIB) actions
External concems by service line N . " Demand outstripped resources; Inappropriate resource levels
Problem with call taking and response allocation . L 5 B i
(FT) across Trust at l_\me of incident; Hospital hand_over dela_ys, Incident 1
PTS Operational shared with review panel/internal meeting/committee
Demand outstripped resources; Inappropriate resource levels
PES (Pt e 8] 2 tre:ltamnent EICl==0= L= across Trust at time of incident; Staff feedback and/or reflection
PES Still under review 1
Problem with capacitv to consent Still under review 1
EOC Problem with patient No causal factors: No actions 2
Still under review 4
PTS Oberational Problem with ilisati Still under review 1
" 11 Problem with management of call Incorrect reason of call logged in system; Staff feedback and/or 1
reflection
Figure 4 Table 5

Internal and External Concerns - Incidents and Complaints
‘ Number of concerns that have been raised internally and  Incidents Closed on Number closed and Deaths

externally both modules kely due to the service Department
July 4 1 0 Problem with call taking and response allocation Demand outstripped resources; Staff feedback and/or reflection 1
Problem with call taking and response allocation

August 1 0 0 £oc (G i) Still under review 2

1 0 0 Problem with call taklnﬁaﬁ?d response allocation Still under review 2
Total 6 1 0 Eah I i GE = GO e Insufficient information conveyed to ED; System/procedure 1
Table 6 Table 7

Concerns raised internally and externally by service
EOC
This is an outline of the deaths recorded on the Incidents module and/or Patient Experience module that fit the cohort. The information is provided from the reviews and associated documents

Figure 5

Data last exported 27/10/2022 and last updated 21/11/2022

Structured Judgement Review Sample (SJR) Breakdown

Sample Data Description: A random sample of 40 incidents minimum using the specified criteria from the national guidance reviewed using the SJR process.

Structured Judgement Review
Number of Deaths  Total Number of Deaths where

Reviewed problems in care have SJR Stage 1 Overall Care Assessment
July 9 7
Augqust 4 4
12 10
Total 25 21
Table 8
| SJR Category Type
I C1 and C2 Lona waits C3 and C4 Deaths 24 hr Re-contact Deaths
July 2 5
Auqust 0 0 4 El n
3 2 7 ’ ' '
Total 5 4 16 July August September
Table 9 m Very Poor  m Poor Adequate (Appropriate) ®Good = Very Good
SJR Scoring Key:
‘ SJR Eleme 3 - Adequate (Appropriate)t 4.0r 5 - Good or Very Good g Adequate or Good Care T coring Key:
Adequate: Care that is appropriate and meets expected standards;
N/A
Right Time Call Handling/Resource Allocationt NIA NA Poor/Very Poor: Care that is lacking and/or does not meet expected standards;
Patient Assessment Rating 4 17 0 17/21 patients 81%
Right Care - ~ Good/Very Good: Care that shows practice above and/or beyond expected standards
Plan/Procedure Rating 2 18 1 19/21 patients 90%
Right Place Patient Disposition Rating 2 18 1 19/21 patients 90% Definitions taken from the National Quality Board, "National Guidance for Ambulance Trusts on Learning from Deaths", July 2019
Table 10
[ 1 EOC subject matter expert required to undertake the call allocation element of the SJR.

Structured Judgement Review Highlighted Learning Themes from Stage 1 (Review of 21 patients)

Evidence of Poor/Very Poor Practice

Department Learning Theme Learning Detail

Capacity to consent not assessed correctly

2
Limited information recorded regarding clinical assessment,
and outcome 1
No indication of the status of the disease or the prognosis, no
Problem with i ligation or indication of current treatments. or plan 2
diagnosis
9 No physical examination documented 2
Evidence of Poor/Very Poor Practice No systematic examination of respiratory, abdominal, urinary or )
Normal oxygen saturations not recorded 1
Crew documented patient refusal but don't stay why - always good
Problem in assessment, to document the wishes or reasons of the patient as gives / builds
investigation or diagnosis a picture as to why 1

Details of the GP discussions not recorded

Differential diagnosis and border line infection not considered

Problem related to treatment and management
Problem relating to treatment and plan MTS/Pathfinder not applied correctly

2

management plan No documented attempt to contact the GP to discuss the patient

or the presence of a statement of intent given the nature of the
history. 2
No referral to AVS/GP/alternative providers when appropriate to do|

so 1
Problem of any other type No senior clinical advice sought 1
No documentation of plan, worsening advice or SOS advice 1
Problem of any other type Possible Sepsis Red Flag missed 2
Quality of EPR 4

Figure 7 Table 11

Evidence of Good/Very Good Practice

Evidence of Good/Very Good Practice
Department Learning Theme Learning Detail

Additional igations or Holistic decision not to resuscitate.

Other

Additional treatment and management plans Handover to OOHGP noted with reference to organising package

of care for end of life 1
Additional assessments, Documentation states involvement of those important to the
investigations or diagnosis Other patient. with holistic 1 noted 1
Quality of EPR 2
Additional treatment and

management plans

Figure 8 Table 12
Data last accessed 01/12/2022



NWAS LEARNING

FROM DEATHS (LFD)
Q2 2022/23 Report

DEATHS WITH CONCERNS
RAISED IN DATIX

(" Internal )
Concerns

\_ n=92 Y, \_

( Both Internal and )
External Concerns
n==6

(" External )
Concerns

n=26 J N J

A J A 4 A J
[ Deaths closed | [ Deaths closed | [ Deaths closed |

n =67 n=10

L. o .

n=1

v A 4 L

Death - likely due to} reath — likely due to} Feath — likely due to the

the service provided the service provided service provided by the
by the Trust Trust*

n=s | ) L__n=0 J

*as classified by the Datix investigator

@ 94%

had no causal factors identified

by the Trust*
n=0

STRUCTURED JUDGEMENT

REVIEW PHASES & OUTCOMES

e Call Handling/ Categorisation/ Resource
Allocation (not live)
. Patient Assessment
Management Plan/Procedure
Patient Disposition

If any phase has a poor or very poor
outcome, stage 2 is triggered to assess if it
led to any harm in terms of assessment,
medication, management plan, monitoring
or resuscitation.

STAGE 1 - SUR OUTCOMES

76.2% of patients received appropriate care

0 5 10 15 20 25
Poor/Very Poor () Adequate Good/Very Good

SJR STAGE 2 THEMES

Problem in assessment, investigation or
diagnosis

Assessment

Problem relating to treatment and
management plan

Problem of any other type

q

KEY LEARNING THEMES
FROM CONCERNS

Emergency Operations Centre (EOC)
 Significant delay responding to a patient
with difficulty in breathing (x2)
e Significant delay in responding to a chest
pain patient (x2)
 Significant delay in responding to a patient
(x8)
Paramedic Emergency Service (PES)
e Problem related to treatment and
management plan (x2)

e Problem with capacity to consent
e Problem with patient disposition (x6)

*for more information on themes, full dashboard available on
request*

SJR DEATHS

Re-contact Category C:rtng ry 1
\mh in 24h CSorcd orC2di|ﬂ'

Exchuded from Review L A

Death not in scope No=25
post clinical review
n=4

 J

nelu {(AdequateCa rq ( o Care
Go:"r:\zrlfw)—b(Juln T) l — &
A degian e Care Ao Al
_FGI.QH=4)| =2 ' n=2
| Adexpaste Care l" x Care "]
i )| €| W

STAGE 1

STAGEZ Totaln= 5

( Ho cousal factors

identlied ] |r,...;”|!-. o lod o haur |
=

=
u i Rag

EVIDENCE OF GOOD
PRACTICE

Additional assessments, investigations or
diagnosis
» Holistic decision not to resuscitate
Additional treatment and management
plans
» Handover to OOHGP noted with
reference to organising package of
care for end of life
Other
» Documentation states involvement of
those important to the patient, with
holistic conversation noted
Quality of EPR (x4)

Acknowledging good care and practice - 10

letters sent out

SJR ACTIONS/
IMPROVEMENTS

o Case escalated for a local clinical review

e EOC specialists invited to November's
panel (17/01/23)

e Regular observers in attendance

More information contact:
Learning.FromDeaths@nwas.nhs.uk



NHS

North West

Ambulance Service
NHS Trust

REPORT TO BOARD OF DIRECTORS

DATE:

SUBJECT:

PRESENTED BY:

LINK TO BOARD
ASSURANCE FRAMEWORK:

PURPOSE OF PAPER:
EXECUTIVE SUMMARY:

25 January 2023

Emergency Preparedness, Resilience and Response
(EPRR) Annual Assurance 2022/2023

Ged Blezard — Director of Operations & Accountable
Emergency Officer

SR0O1 | SR02 | SR03 | SR04 | SRO5 | SR06
O O O O O X
SRO7 | SR08 | SR09 | SR10 | SR11 | SR12
O O O X O O

For Assurance

This report describes NHS England 2022/23 Emergency
Preparedness, Resilience and Response (EPRR)
Assurance process and presents the updated NWAS
Statements of Compliance.

The Civil Contingencies Act 2004, Civil Contingencies Act
2004 (Contingency Planning) Regulations 2005, NHS Act
2006 and Health and Care Act 2022 underpin EPRR within
health. All acts place EPRR duties on NHS England and the
NHS in England. Additionally, the NHS Standard Contract
Service Conditions (SC30) require providers of NHS-funded
services to comply with the NHS EPRR Framework and
other NHS England guidance.

The report provides assurance on the progress made
against the action plans put in place following on from the
trusts annual self-assessment in October 2022 against the
EPRR Core Standards.

The EPRR Statement of Compliance for 2022-2023 is as
follows:
o EPRR Core Standards: Substantially Compliant
¢ Interoperability Capabilities: Substantially Compliant
¢ NHS 111 EPRR Core Standards: Substantially
Compliant
e PTS EPRR Core Standards: Substantially Compliant

Since the submission of the self-assessment of the EPRR
Annual Assurance report to the ELC (19/10/2022) and then
to the Lancashire and South Cumbria Integrated Care Board
(24/10/22), Interoperability Capabilities, NHS 111 and PTS
have moved from partial compliant to substantially
compliant.




RECOMMENDATIONS:

CONSIDERATION OF THE
TRUST’S RISK APPETITE
STATEMENT

(DECISION PAPERS ONLY)

Substantially Compliant states the organisation is 89-99%
compliant.

A breakdown of each core standard is covered in the body
of the report.

The Board of Directors is recommended to:

Receive assurance on the actions already taken
following the EPRR Annual Assurance Audit in
October 2022.

Receive assurance on the improvement made
across all core standards.

Receive assurance on the improvement made
against Interoperability Capabilities, NHS 111 and
PTS from partial compliance to substantially
compliant.

Receive assurance on the action plans in place to
move all core standards from substantially
compliant to fully compliant.

The Trust’'s Risk Appetite Statement has been considered
as part of the paper decision making process:

U] Financial/ VIM

[] Compliance/ Regulatory
] Quality Outcomes

] Innovation

[J Reputation

INCLUDE CONSIDERATION OF RISK APPETITE STATEMENT AT SECTION 3 OF REPORT

ARE THERE ANY IMPACTS
RELATING TO:
(Refer to Section 4 for detail)

PREVIOUSLY CONSIDERED

BY:

Equality: O Sustainability U

Date:

Outcome:
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PURPOSE

This report and describes NHS England 2022/23 Emergency Preparedness, Resilience
and Response (EPRR) Assurance process and presents the updated NWAS Statements
of Compliance.

BACKGROUND

The Civil Contingencies Act 2004, Civil Contingencies Act 2004 (Contingency Planning)
Regulations 2005, NHS Act 2006 and Health and Care Act 2022 underpin EPRR within
health. All acts place EPRR duties on NHS England and the NHS in England. Additionally,
the NHS Standard Contract Service Conditions (SC30) require providers of NHS-funded
services to comply with the NHS EPRR Framework and other NHS England guidance.

The NHS England Board has a statutory requirement to formally assure its own and the
NHS in England’s readiness to respond to emergencies. This is provided through the
EPRR annual assurance process and assurance report. This report is submitted to the
Department of Health and Social Care and the Secretary of State for Health and Social
Care.

As the NHS core standards for EPRR provide a common reference point for all
organisations, they are the basis of the EPRR annual assurance process. Providers and
commissioners of NHS-funded services complete an assurance self-assessment based
on these core standards. This assurance process is led nationally and regionally by NHS
England and locally by integrated care boards.

The purpose of the NHS core standards for EPRR is to:

enable health agencies across the country to share a common approach to
EPRR

¢ allow co-ordination of EPRR activities according to the organisation’s size
and scope

e provide a consistent and cohesive framework for EPRR activities

inform the organisation's annual EPRR work programme.

There are 10 domains that cover the NHS core standards for EPRR, with an 11 domain
applicable only to the NHS ambulance trusts which covers interoperable capabilities they
must have in place. A full review of the core standards is conducted every three years,
which was last conducted in 2022. This has seen an increase in the number of core
standards that need to be assessed within the domains, as well as requiring Patient
Transport Service (PTS) to be assessed for the first time as well as NHS111 and the wider
Trust.

NHS England requires that this assurance exercise identifies any areas of limited or non-
compliance (as well as highlighting areas of complete compliance) of resilience



arrangements against the EPRR core standards and that any deficiencies in particular
areas inform an individual Action Plan. This plan will demonstrate the intention of each
Trust to address any outstanding issues and give an indication of priority and timescale
for resolution.

NHS England also require a formal statement of compliance from each Trust based on
the findings from the self-assessment process and taking into account those core
standards which necessitate additional attention through the Action Plan. For 2022/23,
the process requires four separate Statements of Compliance to be made, to indicate
performance across EPRR Core Standards (NWAS), EPRR Core Standards (NW111),
EPRR Core Standards (PTS) and Interoperable Standards (NWAS response). These
statements are required to be signed by the AEO as being a satisfactory assessment of
NWAS'’ preparedness and that these statements are presented to the ELC for
assurance, followed by the Public Board.

The completed Statements of Compliance, and self-assessments were submitted to the
South Cumbria and Lancashire Integrated Care Board on the 24 October 2022.

NWAS EPRR Annual Assessment 2022/2023 Update

Since the EPRR Annual Assessment and submission to South Cumbria and Lancashire
Interrelated Care Board in October 2022 the senior team in Resilience, including Special
Operations have been leading an action plan to improve all elements of the assessment.

Detailed action plans were developed for each standard with clear owners documented,
dates to be completed by and a RAG rating. Regular updates take place direct to the
Director of Operations. Appendix 1 provides a copy of the current action plans in place.

Since the submission of the self-assessment of the EPRR Annual Assurance report to the
ELC (19/10/2022) and then to the Lancashire and South Cumbria Integrated Care Board
(24/10/22), Interoperability Capabilities, NHS 111 and PTS have moved from partial
compliant to substantially compliant.

The EPRR Statement of Compliance as from January 2023 is as follows:

e EPRR Core Standards: Substantially Compliant

¢ Interoperability Capabilities: Substantially Compliant

¢ NHS 111 EPRR Core Standards: Substantially Compliant
e PTS EPRR Core Standards: Substantially Compliant

Table 1 below provides a breakdown of each core standard and the areas of change:



Table 1: EPRR Annual Assurance Compliance Summary

Non- Partially Fully Overall Compliance
Compliant | Compliant | Compliant
Core Standard
Oct | Jan | Oct | Jan | Oct | Jan Oct 2022 | Jan 2023
2022 | 2023 | 2022 | 2023 | 2022 | 2023
EPRR Core 0 0 6 4 1 3 | Substantial | Substantial
Standard
Interoperability |, 2 | 18 | 14 | 6 | 10 Partial | Substantial
Capabilities
NHS 111 Core | |, 0 6 4 1 3 Partial | Substantial
Standards
PTS Core
Standards 0 0 6 4 1 3 Partial Substantial

Out of the 163 applicable standards included in the EPRR Annual Assessment, NWAS
have reviewed its self-assessment in January 2023 and can now report full compliance
against 147 elements, and partial compliance against 14 and non-compliant against 2

elements.

The two non-compliant elements are within Interoperability’s Capabilities, C7 and C26.

e C7: NHS Ambulance Service providers must ensure there is an appropriate
recruitment and selection criteria for personnel fulfilling command roles (including
command support roles) that promotes and maintains the levels of credibility and

competence defined in these standards.

o (C26: Any Strategic, Tactical and Operational Commander that have not maintained
the required competence through the mandated training and ongoing CPD
obligations must be suspended from their command position / availability until they
are able to demonstrate the required levels of competence and CPD evidence.

The senior team within Resilience are engaged with partners across Digital and the People
Directorate to address these non-compliant elements to fully compliant with target dates
for C7 as January 2023 and C26 April 2023.

Appendix 1 provides more detailed information across all elements across each of the core

standards.




4. LEGAL, GOVERNANCE AND/OR RISK IMPLICATIONS (including consideration of the
Trust’s Risk Appetite Statement)

The Trust’'s contingency planning arrangements and capabilities assist in providing
evidence of compliance with our duties under the Civil Contingencies Act (2004), the
Health and Social Care Act 2008 (Regulated Activities) Regulations 2010, Health and Care
Act 2022 and the NHS England Emergency Preparedness, Resilience and Response
(EPRR) Framework 2022, together with other legislation such as the Corporate
Manslaughter and Corporate Homicide Act 2007 and the Human Rights Act 1998.

The Trust also has to meet the obligations outlined in the Ambulance Standard Contract,
all CQC Domains and the key requirements of the NHS England EPRR Framework.

5. EQUALITY OR SUSTAINABILITY IMPACTS

None identified.

6. RECOMMENDATIONS

The Board of Directors is recommended to:

¢ Receive assurance on the actions already taken following the EPRR Annual
Assurance Audit in October 2022.

e Receive assurance on the improvement made across all core standards.

e Receive assurance on the improvement made against Interoperability
Capabilities, NHS 111 and PTS from partial compliance to substantially
compliant.

¢ Receive assurance on the action plans in place to move all core standards from
substantially compliant to fully compliant.



APPENDIX 1

EPRR Core Standards 2022/2023

Action Plan

Ke
Non-Compliant
Partial Compliance
Fully Compliant
REF RAG Descriptor Organisational Evidence Action Required Progress Owner Target Current
Status Completi RAG
on Date Status
2 The organisation The Trust has an EPRR subgroup that is | NWAS to produce a clear 05 Jan 2023, draft EPRR | Head of January
has an chaired by the AEO that meets every EPRR policy statement of policy statement Contingency 2023
overarching EPRR | quarter and has a work programme in intent. produced by Head of Planning
policy or place which looks to provide assurance Contingency to be
statement of across a number of business lines which discussed with Director of
intent. includes training and exercising, and the Resilience in Jan and
embedding of lessons identified from presented to EPRR Sub-
Debriefs. This is forwarded to the Quality committee for sign off.
& Performance Committee and Board of
Directors to ensure the Trust is meeting
the required standards laid out
nationally.
4 The organisation The Trust does have a EPRR work EPRR work programme 05 Jan update — Head of December
has an annual programme that has been in place since | reviewed through the EPRR | Completed and reviewed | Contingency 2022
EPRR work May 2021. The plan specifies exactly Sub-committee. annually by the EPRR Planning
programme. what has to be produced in the quarterly Sub-committee
report, some areas are reported on in
each quarter including the review of
debriefs and the learning and action that
has taken place. 111 and PTS provide a
quality assurance update at each
quarter including that all processes are
up to date and have been tested and
associated learning identified.
Title: EPRR Core Standards Date: 09/01/2023
Version Number: | v1.2 Owner: | Steve Hynes




22

The organisation The Trust holds a plan Communicable Requires review of policy E-mail from J Dziobon IPC/Head of December
has arrangements | Diseases policy version 5 which details document. 13/12/22. The Contingency 2022
in place to the actions to be considered by Trust communicable disease Planning
respond to an staff, including Action Cards, overdue policy has been approved
infectious disease | review, but does include HCID and at the IPC Sub-committee
outbreak. detailed appendix of infections. Overdue and has now gone to M
review currently May 2022, this Power for final sign off.
document was used in line with National
direction with the Monkeypox outbreak.
The organisation The Communicable Diseases Policy Currently there is no specific | 05 Jan 2023 — update. IPC/Head of April 2023
has arrangements holds the detail on how the Trust will national document for An updated draft Contingency
in place to respond to a new or emerging pandemic | emerging pandemics, but the | document is to be Planning
respond to a new under chapter 5. Trust does have a draft produced between
and emerging document moving to Resilience and IPC and
pandemic. approval. presented in draft to the
EPRR Sub-committee in
April 2023.
The organisation Business Continuity (BC) plans are in Plans being reviewed 16 Dec 22-Contact Head of December
has arrangements | place in particular for the Contact Centre | against NHSE guidance. Centres, PTS & 111 have | Contingency 2022
in place to sites Emergency Operations Centre reviewed their Planning/
evacuate and (EOC) EOC BC 02 refers, being arrangements including Business
shelter patients, reviewed against the NHS E guidance confirmation of PEEPS leads with BC
staff and visitors. for evacuation. Action Cards in place for for individuals. Rules Resilience
Evacuation and the control of that. regarding evacuation for Manager
Fire are also in place.
The organisation Each Commander has their own Ongoing consultation 05 Jan 2023 — update. Head of April 2023
carries out training | personal CPD that can be accessed by regarding the development The Trust does not have Contingency
in line with a the Head of Spec Ops in order for them of a Command & Resilience a centralised matrix that Planning/
training needs to assess the quality of reflections and Education Facilitation team, captures all of the Assistant
analysis to ensure | when individuals last attended training or | that will conduct training mandatory requirements Director of
staff are current in | exercises at their level. Command based on need rather than for each level of Workforce

their response
role.

Training is conducted annually over 2
days, one day at a time. Specific themes
will be included based on Debriefs and
lessons learned as well as subjects
including CBRNE, JESIP, logging,
Critical thinking. Separate training
events for NILOs based on the National
guidelines. The TNA is based more on
the evidence of the lessons learnt.

based on mandated
requirements.

command. This is under
review and will form part
of the requirement under
the Command &
Resilience Education
team that is being
presented to the ELC in
January 2023.

Development

Title:

EPRR Core Standards

Date: 09/01/2023

Version Number:

v1.2

Owner: | Steve Hynes




44 The organisation Business Continuity 2 is 1ISO 22301 Develop a statement of 05 Jan 2023 — update. Head of April 2023
has in place a compliant and is a host for all intent for Business This will be drafted Contingency
policy which departmental BC plans. These Plans Continuity. following the recent Planning
includes a form the Trusts approach to BC. exercises on cyber-
statement of intent | Strategic plans include how BC is to be attacks and power
to undertake conducted e.g., Constant Care Plan. outage which reinforced
business The Trust is currently considering the the requirement for this to
continuity. requirement for an overarching BC plan. be completed. This will

be drafted and presented
to the EPRR Sub-
committee in April 2023.
Title: EPRR Core Standards Date: 09/01/2023
Version Number: v1.2 Owner: | Steve Hynes




EPRR Interoperable Capabilities 2022/2023

Action Plan

Ke
Non-Compliant
Partial Compliance
Fully Compliant
REF RAG Descriptor Organisational Evidence Action Required Progress Owner Target Current
Status Completion RAG
Date Status
H8 Organisations must maintain a | HART funded to deliver six HART Head of Special 05/01/2023 — Discussions Head of Special | April 2024
minimum of six operational operatives per team. However, short-term | Operations to confirm ongoing nationally led by Operations
HART staff on duty, per unit, at | abstractions, recertifications and increased | target date for increase | NARU regarding additional
all times. level of training impact on compliance. in funding. investment to increase
Hence national review of HART funding. staffing levels.
To mitigate any noncompliance actions are
taken by Head of Special Operations.
YTD 90% compliance.
H13 Organisations maintain a local Emergency Operations Centre (EOC) Ongoing audit on 05/01/2023 — NWAS HART Head of Special | Ongoing
policy or procedure to ensure Procedures are in place and well application of PDAs in place since Operations
the effective prioritisation and embedded within the organisation: procedures post Trust 2017/18. Migration of PDAs
deployment (or redeployment) EOCO0014 — Deployment of HART Team moving to NHS from AMPDS to NHSP Sept
of HART staff to an incident EOC EOC0029 — Marauding Attack and Pathways. 2022.
requiring the HART Major Incidents EOC0035 — NWAS
capabilities. Attendance at Chemical & Nuclear Sites
EOCO0057 — HART RRYV Cat 1 Diverts.
Title: EPRR Interoperable Capabilities 2022/23 Action Plan | Date: 05/01/2023
Version Number: | v1.2 Owner: | Steve Hynes




H14

H15

H16

Organisations maintain an A Number of EOC Procedures are in place | Ongoing audit on 05/01/2023 — Audit reports to | Strategic Head December
effective process to identify and well embedded within the application of be provided by Strategic of EOC /Head of | 2022
incidents or patients that may organisation: EOC0014 — Deployment of procedures post Trust Head of EOC to Head of Special
benefit from the deployment of | HART Team EOC EOC0029 — Marauding | moving to NHS Special Operations. Operations
HART capabilities at the point Attack and Major Incidents EOC0035 — Pathways.
of receiving an emergency call. | NWAS Attendance at Chemical & Nuclear
Sites
EOCO0057 - HART RRV Cat 1 Diverts
In any event that the provider is | There have been no occasions in the last No action required. 05/01/2023 — No change to Head of Special | Ongoing
unable to maintain the HART 12 months whereby HART capabilities current position. Operations
capabilities safely or if a have been reconfigured.
decision is taken locally to
reconfigure HART to support Procedures in place should HART
wider Ambulance operations, capabilities be compromised.
the provider must notify the
NARU On-Call Duty Officer as
soon as possible (and within 24
hours). Written notification of
any default of these standards
must also be provided to their
Lead Commissioner within 14
days and NARU must be copied
into any such correspondence.
Organisations must record HART resource levels and deployments No action required 05/01/2023 — Reported Head of Special | May 2022

HART resource levels and
deployments on the nationally
specified system.

are recorded via PROCLUS.

through PROCLUS twice
daily.

Operations

Title:

EPRR Interoperable Capabilities 2022/23 Action Plan

Date:

05/01/2023

Version Number: | v1.2

Owner:

Steve Hynes




H17 Organisations must maintain HART response time standards will be This is only done 05/01/2023 — HART latest Chief of Digital April 2023
accurate records of their level captured in the SOE / CAD. HART manually currently meeting with informatics took | & Innovation
of compliance with the HART deployments are internally captured and however work ongoing place on 6 October 2022 to /Head of Special
response time standards. This | manually inputted into PROCLUS and a with the Trusts discuss reporting Operations
must include an internal deployment spreadsheet documenting informatics team to requirements in line with
system to monitor and record time of allocation and number of staff scope mechanisms to H17. Informatics advised
the relevant response times for | deployed. move away from (11/10/22) they were unable
every HART deployment. manual input. to provide timescales due to
These records must be collated other trust priorities.
into a report and made
available to Lead
Commissioners, external
regulators and NHS England /
NARU on request.
H33 Organisations ensure that a Ashburton Point partially compliant as it Pending new build and 05/01/2023 — Ashburton; Assistant September
capital estate is provided for only has 3 showers instead of the 4 opportunity to increase Head of Special Operations Director of 2023 (TBC
HART that meets the standards | outlined in the service specification. ablutions with option to | and Head of Estates met to Estates and by Estates)
set out in the National HART Croxteth however is non-compliant increase training review options. Fleet/Head of
Estate Specification. although we have a derogation in place facilities within Special
supplied by NARU until a new HART site Ashburton. Croxteth; ELC decision Operations December
is established at Liverpool. approved (21 September 2024
2022) to scope a HART site
at EIm House. A pre
planning application has
been submitted to Liverpool
City Council for review and a
decision is expected end of
January 2023.
M11 Organisations must ensure that | 100% of the NWAS command structure - Area Heads of 05/01/2023 — Review of Head of Special | April 2023

the following percentage of
staff groups receive nationally
recognised MTFA
familiarisation training /
briefing:

* 100% Strategic Commanders
* 100% designated MTFA
Commanders

* 80% all operational frontline
staff

Strategic/Tactical and Operational
commanders have received MTA training
including designated MTA commanders
(January/February 2021).

All operational frontline staff have access
to MTA familiarisation through ESR and
current compliance as of January 2023 is
TBC

Operations to develop
improvement plan to
deliver on minimum
80% compliance.

JOPs 2 led by JESIP with
workshops planned February
2023. NWAS scheduled to
attend.

Operations with
Area Heads of
Operations

Title:

EPRR Interoperable Capabilities 2022/23 Action Plan

Date:

05/01/2023

Version Number: vl.2

Owner:

Steve Hynes




M15

B24

Cc7

Organisations must maintain
accurate records of their
compliance with the national
MTFA response time standards
and make them available to
their local lead commissioner,
external regulators (including
both NHS and the Health &
Safety Executive) and NHS
England (including NARU).

There have been no live deployments of
the full MTA capability.

Until deployment takes
place we cannot be
shown as fully
compliant.

05/01/2023 — No live
deployments to date.

Head of Special
Operations

Ongoing

Organisations must maintain a
CBRN capability that ensures a
minimum of 12 trained
operatives and the necessary
CBRN decontamination
equipment can be on-scene at
key high risk locations (Model
Response Locations) within 45
minutes of a CBRN incident
being identified by the
organisation.

NWAS EOC Procedure 0028 (not tested
live yet).

Plans to undertake a
live test.

05/01/2023 — Notional live
test completed on 6
December 2022.

Head of Special
Operations

April 2023

NHS Ambulance Service
providers must ensure there is
an appropriate recruitment and
selection criteria for personnel
fulfilling command roles
(including command support
roles) that promotes and
maintains the levels of
credibility and competence
defined in these standards.

Currently the selection is focussed on
managerial role and Be Think Do rather
than the ability to Command.

Requires further work in
the recruitment process
and can be included as
part of the CARE study
on command training.

05/01/2023 — Discussion
with Assistant Director of
Workforce Development
around incorporating a set of
selection criteria to sit
alongside the Be Think Do
competencies, to ensure
those in a command or
command support roles are
assessed during the
recruitment phase against
management and command.
These criteria are to be
confirmed and drafted.

Assistant
Director of
Workforce
Development
/Head of Special
Operations

January 2023

Title:

EPRR Interoperable Capabilities 2022/23 Action Plan

Date:

05/01/2023

Version Number: | v1.2

Owner:

Steve Hynes




C16

Cc18

C16: The Strategic, Tactical and | Loggist rota in place with one currently To enhance the 05/01/2023 — Compliant. Head of Special | December
Operational Commanders must | available on call 24/7/365. Sufficient compliance of C16 Operations/ 2022
each be supported by a trained | additional loggists can be called via SORT staff currently Head of

and competent loggist. A Cascade system and those on duty in being trained to support Contingency

minimum of three loggist must | EOCs can step up to role as can admin Operational Planning

be available to provide that and clerical staff across most functions in Commanders for the

support in each NHS Trust. loggist role. Training

Ambulance Service at all times. will be completed by

It is accepted that there may be April 2023.

more than one Operational

Commander for multi-sited

incidents. The minimum is

three loggists but the Trust

should have plans in place for

logs to be kept by a non-trained

loggist should the need arise.

Personnel that discharge the Commanders will have previously Review attendance on 05/01/2023 — EPRR session | Chief of Digital 30 June 2023

Strategic Commander function
must have demonstrated
competence in all of the
mandatory elements of the
National Occupational
Standards for Strategic
Commanders and must meet
the expectations set out in
Schedule 2 of the Standards for
NHS Ambulance Service
Command and Control.

demonstrated competence but not all will
have attended or been assessed at an
exercise in last 12 months. NWAS is
aligned with Schedule 2.

Exercises.

including NOS delivered at

OPG Dec.
Further work ongoing to
digitalise NOS. Rollout

planned through February

and March 2023. Digital

enhancement expected to be

complete in Q1 2023/24.

and Innovation/
Head of Special
Operations/
Head of
Contingency
Planning

Title: EPRR Interoperable Capabilities 2022/23 Action Plan

Date:

05/01/2023

Version Number: | v1.2

Owner:
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C20

Personnel that discharge the
Tactical Commander function
must have demonstrated
competence in all of the
mandatory elements of the
National Occupational
Standards for Tactical
Commanders and must meet
the expectations set out in
Schedule 2 of the Standards for
NHS Ambulance Service
Command and Control.

Not all Commanders will have attended
and been assessed at an exercise.

Review attendance on
Exercises.

05/01/2023 — As above

Head of Special
Operations/
Head of
Contingency
Planning

Jan 2023

C22

Personnel that discharge the
Operational Commander
function must have
demonstrated competence in
all of the mandatory elements
of the National Occupational
Standards for Operational
Commanders and must meet
the expectations set out in
Schedule 2 of the Standards for
NHS Ambulance Service
Command and Control.

Not all Commanders will have attended
and been assessed at an exercise.

Review attendance on
Exercises.

05/01/2023 — As above

Head of Special
Operations/
Head of
Contingency
Planning

Jan 2023

C24

All Strategic, Tactical and
Operational Commanders must
maintain appropriate Continued
Professional Development
(CPD) evidence specific to their
corresponding National
Occupational Standards.

Not all Commanders have a

comprehensive record of their NOS CPD.

Ongoing review with
Line Managers.

05/01/2023 — As above
Accountability for NOS
compliance aligned to Area
Directors for all strategic,
tactical and operational
commanders.

Area Directors

30 June 2023

Title: EPRR Interoperable Capabilities 2022/23 Action Plan
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C25

C26

C27

All Strategic, Tactical and Not all Commanders have attended and Review attendance of 05/01/2023 - Accountability Area Directors 30 June 2023
Operational Commanders must | been assessed at an exercise in the last Commanders and for NOS compliance aligned

refresh their skills and 18 months partially due to the reduction in | prioritise. to Area Directors for all

competence by discharging numbers of exercised held during the strategic, tactical and

their command role as a pandemic. operational commanders.

‘player’ at a training exercise

every 18 months. Attendance at

these exercises will form part

of the mandatory Continued

Professional Development

requirement and evidence must

be included in the form of

documented reflective practice

for each exercise.

Any Strategic, Tactical and Commanders identified as not having a Review current On Call | 05/01/2023 — EPRR session | Assistant June 2023
Operational Commanders that comprehensive NOS have not been structure aligned to including NOS delivered at Director of

have not maintained the removed from the on call rota. Currently Commanders OPG Dec Resilience/

required competence through this is not a policy that is being enforced, maintaining NOS and Further work ongoing to Chief of Digital

the mandated training and
ongoing CPD obligations must
be suspended from their
command position / availability
until they are able to
demonstrate the required level
of competence and CPD
evidence.

but needs to be considered if we are to
become compliant.

actions to be taken
when Commanders are
non-compliant with
NOS and / or training
mandated.

digitalise NOS. Rollout
planned through February
and March 2023. Digital
enhancement expected to be
complete in Q1 2023/24.

For non-compliance for any
commander, it will be aligned
to the Performance
Management Accountability
Framework.

and Innovation/
Area Directors

Commander competence and
CPD evidence must be
assessed and confirmed
annually by a suitably qualified
and competent instructor or
training officer. NHS England
or NARU may also verify this
process.

A deep dive was undertaken by NARU
during the annual IC review in 2022. Staff
reviewed were found to be compliant. A
review of all command CPD was
undertaken and action discussed with
Heads of Service.

Head of Area
Operations are to
ensure compliance of
all commanders.

05/01/2023 — Head of
Special Operations
undertakes annual audits
against all strategic, tactical,
operational, NILOs and
loggists NOS. This is
reported through the
workplan to EPRR Sub-
Committee.

Head of Special
Operations/
Head of
Contingency
Planning/
Assistant
Director of
Workforce
Development.

Compliant
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C36 Front line responders are by Action cards are held on all operational Continue discussions 05/01/2023 — Further work Head of Special | April 2023
default the first commander at front-line vehicles. Also available on the with Assistant Director required with Assistant Operations/
scene, such staff must be Battle box and Green Room. Major of Workforce Director of Workforce Head of
aware of basic principles as per | Incident DVD was shown on the annual Development and make | Development in how the Contingency
the NARU major incident action | mandatory training sessions. recommendations to level of understanding of Planning/
cards (or equivalent) and have Functional roles are covered in the Service Delivery Senior | functional roles can be Assistant
watched the online major mandatory training, but this does currently | Management Team. enhanced for those front line | Director of
incident awareness training not provide enough time to exercise and crews and incorporated into Workforce
DVD (or equivalent) enabling ensure what has been covered is training opportunities. Development
them to provide accurate understood. Request submitted for
information to control and on increase in mandatory training for first line
scene commanders upon their responders in functional roles.
arrival. Initial responders
assigned to functional roles
must have a prior
understanding of the action
cards and the implementation
of them.

J12 All staff required to perform a JESIP approved interoperability command | All commanders have 05/01/2023 — Head of Head of April 2023
command must have attended courses profiled across the region (except | attended or profiled to Contingency Planning Contingency
a one day, JESIP approved, Cumbria) for all staff required to perform a | attend JESIP (interim) provides an Planning
interoperability command command role. interoperability assurance report to the
course. command course EPRR sub-committee twice

2022/2023. yearly (April & October),
showing attendance records
and the courses conducted
by NWAS Resilience
Managers and Multi Agency
facilitators

J14 Every three years, NHS See J12 All commanders have 05/01/2023 — Head of Head of April 2023
Ambulance Commanders must | EPRR committee provided with update in attended or profiled to Contingency Planning Contingency
repeat a one day, JESIP quarterly reports, currently there remains a | attend JESIP (interim) ) provides an Planning

approved, interoperability
command course.

number of commanders who are still
pending attendance.

interoperability
command course

assurance report to the
EPRR Sub-committee twice

2022/2023. yearly (April & October),
showing attendance records
and the courses conducted
by NWAS Resilience
Managers and Multi Agency
facilitators

Title: EPRR Interoperable Capabilities 2022/23 Action Plan | Date: 05/01/2023
Version Number: v1.2 Owner: | Steve Hynes




J15 Every three years, all NHS Exercise log held by Head of Contingency | Audit and report to April | 05/01/2023 — Compliance Area Directors/ April 2023
Ambulance Commanders (at Planning. 2023 EPRR Sub report to be submitted to Head of
Strategic, Tactical and Area Directors accountable for compliance | Committee. EPRR Sub-Committee April Contingency
Operational levels) must of their area commanders. 2023. Planning
participate as a player in a joint
exercise with at least Police
and Fire Service Command
players where JESIP principles
are applied.

J20 All NHS Ambulance Trusts This would require a run off of data from Devise process to 05/01/2023 — Confirm with Head of Jan 2023
must maintain records and the ESR JESIP training course, which can | provide a run off as part | the Assistant Director of Contingency
evidence which demonstrates be linked to the self-assessment courses, of the JESIP update Workforce Development if Planning
that at least 90% of operational | this was conducted as part of the Feb 22 provided to the EPRR there is a report that can be
staff (that respond to self-assessment. sub-committee reports. | run to identify all of those
emergency calls) and control front line and EOC personnel
room staff (that dispatch calls that fit the criteria for this
and manage communications recommendation.
with crews) are familiar with the
JESIP principles and can
construct a METHANE
message.

J22 All NHS Ambulance Trusts JESIP is covered as an objective on Confirm that the Trust 05/01/2023 — The JESIP Head of December
must have an internal Exercises and on annual command Learning Themes Learning outcomes are Contingency 2022
procedure to regularly check training, however currently there is not the | around CSCATT cover | captured in the objectives Planning/
the competence of command structure to review each following an this requirement set for Exercises and Assistant
staff against the JESIP exercise or incident. included in command Director of
Learning Outcomes and to To be considered as part of the training. The Trust uses Workforce

provide remedial or refresher
training as required.

requirements within the proposed EPRR
training framework.

CSCATTT to cover the
themes that have been
identified through Trust
learning and debriefs. The
online JESIP awareness
course is also available as a
handrail for all staff on ESR.
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J23

All NHS Ambulance Trusts
must utilise the JESIP Exercise
Objectives and JESIP Umpire
templates to ensure JESIP
relevant objectives are
included in multi-agency
exercise planning and staff are

These are referenced but do not provide

enough detail or clarity for objectives that
have to be set to capture all elements of

training for NWAS.

Review JESIP
templates against the
facilitator’s briefs, look
to include the JESIP
objectives into those
identified from the
Trusts internal learning

05/01/2023 — The Exercise
objectives provided on the
JESIP Template are
included within the Exercise
objectives set by the Trust
and within the template
utilised around CSCATTT,

Head of
Contingency
Planning

December
2022

tested against them. under CSATTT. most recent included Ex
GOSHAWK and Ex
CLAYTON
Title: EPRR Interoperable Capabilities 2022/23 Action Plan | Date: 05/01/2023

Version Number: | v1.2

Owner: | Steve Hynes




EPRR Core Standards — NHS 111 2022/2023

Action Plan

Ke
Non-Compliant
Partial Compliance
Fully Compliant
REF RAG Descriptor Organisational Evidence Action Required Progress Owner Target Current
Status Completi RAG
on Date Status
2 The organisation The Trust has an EPRR sub-group that NWAS to produce a clear 05 Jan 2023, draft Head of January
has an is chaired by the AEO that meets every EPRR policy statement of EPRR policy statement | Contingency 2023
overarching EPRR | quarter and has a work programme in intent. produced by Head of Planning
policy or place which looks to provide assurance Contingency to be
statement of across a number of business lines which discussed with Director
intent. includes training and exercising, and the of Resilience in Jan and
embedding of lessons identified from presented to EPRR
Debriefs. This is forwarded to the Quality Sub-committee for sign
& Performance Committee and Board of off.
Directors to ensure the Trust is meeting
the required standards laid out
nationally.
4 The organisation The Trust does have a EPRR work EPRR work programme 05 Jan update — Head of December
has an annual programme that has been in place since | reviewed through the EPRR Completed and Contingency 2022
EPRR work May 2021. The plan specifies exactly Sub-committee. reviewed annually by Planning
programme. what has to be produced in the quarterly the EPRR Sub-
report, some areas are reported on in committee.
each quarter including the review of
debriefs and the learning and action that
has taken place. 111 and PTS provide a
quality assurance update at each
quarter including that all processes are
up to date and have been tested and
associated learning identified.
Title: EPRR Core Standards NHS111 Date: 09/01/2023
Version Number: | v1.2 Owner: | Steve Hynes




22

The organisation The Trust holds a plan Communicable Requires review of policy E-mail from J Dziobon IPC/Head of December
has arrangements | Diseases policy version 5 which details document. 13/12/22. The Contingency 2022
in place to the actions to be considered by Trust communicable disease | Planning
respond to an staff, including Action Cards, overdue policy has been
infectious disease | review, but does include HCID and approved at the IPC
outbreak. detailed appendix of infections. Overdue sub-committee and has
review currently May 2022, this now gone to M Power
document was used in line with National for final sign off.
direction with the Monkeypox outbreak.
The organisation The Communicable Diseases Policy Currently there is no specific 05 Jan 2023 — update. IPC/Head of January
has arrangements | holds the detail on how the Trust will national document for An updated draft Contingency 2023
in place to respond to a new or emerging pandemic | emerging pandemics, but the document is to be Planning
respond to a new under chapter 5. Trust does have a draft produced between
and emerging document moving to approval. | Resilience and IPC and
pandemic. presented in draft to the
EPRR Sub-committee
in April 2023.
The organisation Business Continuity (BC) plans are in Plans being reviewed against 16 Dec 22-Contact Head of January
has arrangements | place in particular for the Contact Centre | NHSE guidance. Centres, PTS & 111 Contingency 2023
in place to sites Emergency Operations Centre have reviewed their Planning/
evacuate and (EOC) EOC BC 02 refers, being arrangements including | Business
shelter patients, reviewed against the NHS E guidance confirmation of PEEPS | leads/BC
staff and visitors. for evacuation. Action Cards in place for for individuals. Rules Resilience
Evacuation and the control of that. regarding evacuation Manager
for Fire are also in
place.
The organisation Each Commander has their own Ongoing consultation 05 Jan 2023 — update. Head of April 2023
carries out training | personal CPD that can be accessed by regarding the development of The Trust does not Contingency
in line with a the Head of Spec Ops in order for them a Command & Resilience have a centralised Planning/
training needs to assess the quality of reflections and Education Facilitation team, matrix that captures all Assistant
analysis to ensure | when individuals last attended training or | that will conduct training based | of the mandatory Director of
staff are current in | exercises at their level. Command on need rather than based on requirements for each Workforce

their response
role.

Training is conducted annually over 2
days, one day at a time. Specific themes
will be included based on Debriefs and
lessons learned as well as subjects
including CBRNE, JESIP, logging,
Critical thinking. Separate training
events for NILOs based on the National
guidelines. The TNA is based more on
the evidence of the lessons learnt.

mandated requirements.

level of command. This
is under review and will
form part of the
requirement under the
Command & Resilience
Education team that is
being presented to the
ELC in January 2023.
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44 The organisation Business Continuity 2 is 1ISO 22301 Develop a statement of intent 05 Jan 2023 — update. Head of April 2023
has in place a compliant and is a host for all for Business Continuity. This will be drafted Contingency
policy which departmental BC plans. These Plans following the recent Planning
includes a form the Trusts approach to BC. exercises on cyber-

statement of intent
to undertake

Strategic plans include how BC is to be
conducted e.g., Constant Care Plan.

attacks and power
outage which reinforced

business The Trust is currently considering the the requirement for this
continuity. requirement for an overarching BC plan. to be completed. This
will be drafted and
presented to the EPRR
Sub-committee in April
2023.
Title: EPRR Core Standards NHS111 Date: 09/01/2023

Version Number: vl.2
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EPRR Core Standards — Patient Transport Service (PTS) 2022/2023

Action Plan

Ke
Non-Compliant
Partial Compliance
Fully Compliant
REF RAG Descriptor Organisational Evidence Action Required Progress Owner Target Current
Status Completion RAG
Date Status

2 The organisation | The Trust has an EPRR sub-group that is chaired by the NWAS to produce a 05 January 2023 — Draft Head of January
has an AEO that meets every quarter and has a work programme in | clear EPRR policy EPRR policy statement Contingency 2023
overarching place which looks to provide assurance across a number of statement of intent. produced by Head of Planning
EPRR policy or business lines which includes training and exercising, and Contingency Planning to be
statement of the embedding of lessons identified from Debriefs. This is discussed with Director of
intent. forwarded to the Quality & Performance Committee and Resilience in January and

Board of Directors to ensure the Trust is meeting the presented to EPRR Sub-
required standards laid out nationally. committee for sign off.

4 The organisation | The Trust does have an EPRR work programme that has EPRR work 05 January 2023 — Head of Quarterly
has an annual been in place since May 2021. The plan specifies exactly programme reviewed | Completed and reviewed Contingency
EPRR work what has to be produced in the quarterly report, some areas through the EPRR annually by the EPRR Sub- Planning
programme. are reported on in each quarter including the review of Sub-committee. committee.

debriefs and the learning and action that has taken place.
111 and PTS provide a quality assurance update at each
quarter including that all processes are up to date and have
been tested and associated learning identified.

12 The organisation | The Trust holds a plan Communicable Diseases policy Requires review of E-mail from J Dziobon IPC/Head of December
has version 5 which details the actions to be considered by Trust | policy document. 13/12/22. The Contingency 2022
arrangements in staff, including Action Cards, overdue review, but does communicable disease Planning
place to respond include HCID and detailed appendix of infections. Overdue policy has been approved at
to an infectious review currently May 2022, this document was used in line the IPC sub-committee and
disease outbreak. | with National direction with the Monkeypox outbreak. has now gone to M Power

for final sign off.
Title: EPRR Core Standards PTS Date: 09/01/2023
Version Number: | v1.2 Owner: | Steve Hynes




13

22

The organisation | The Communicable Diseases Policy holds the detail on how Currently there is no 05 January 2023 — An IPC/Head of January
has the Trust will respond to a new or emerging pandemic under | specific national updated draft document is to | Contingency 2023
arrangements in chapter 5. document for be produced between Planning
place to respond emerging pandemics, | Resilience and IPC and
to a new and but the Trust does presented in draft to the
emerging have a draft EPRR Sub-committee in
pandemic. document moving to April 2023.
approval.

The organisation | Business Continuity (BC) plans are in place in particular for Plans being reviewed | 14/11/22 C Marshall. Head of January
has the Contact Centre sites Emergency Operations Centre against NHSE Confirm that BC is in place Contingency 2023
arrangements in (EOC) EOC BC 02 refers, being reviewed against the NHS E | guidance. in each location relating to Planning/
place to evacuate | guidance for evacuation. Action Cards in place for site evacuation. Identified Business
and shelter Evacuation and the control of that. lack of PEEPS. Each of the leads/BC
patients, staff and mgrs. Have been asked to Resilience
visitors. review and update. Manager

16 Dec 22-Contact Centres,

PTS & 111 have reviewed

their arrangements including

confirmation of PEEPS for

individuals. Rules regarding

evacuation for Fire are also

in place.
The organisation Each Commander has their own personal CPD that can be Ongoing consultation | 05 Jan 2023 — The Trust Head of April 2023
carries out accessed by the Head of Spec Ops in order for them to regarding the does not have a centralised | Contingency
training in line assess the quality of reflections and when individuals last development of a matrix that captures all of Planning/
with a training attended training or exercises at their level. Command Command & the mandatory requirements | Assistant
needs analysis to | Training is conducted annually over 2 days, one day at a Resilience Education | for each level of command. Director of
ensure staff are time. Specific themes will be included based on Debriefs and | Facilitation team, that | This is under review and will | Workforce

current in their
response role.

lessons learned as well as subjects including CBRNE,
JESIP, logging, Critical thinking. Separate training events for
NILOs based on the National guidelines. The TNA is based
more on the evidence of the lessons learnt.

will conduct training
based on need rather
than based on
mandated
requirements.

Further discussions
taking place to
develop a Command
& Resilience
Education Facilitation
team in partnership
with the training and
education service
line.

form part of the requirement
under the Command &
Resilience Education team
that is being presented to
the ELC in January 2023.
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44 The organisation Business Continuity 2 is ISO 22301 compliant and is a host Develop a statement 05 Jan 2023 — update. This Head of April 2023
has in place a for all departmental BC plans. These Plans form the Trusts of intent for Business | will be drafted following the Contingency
policy which approach to BC. Strategic plans include how BC is to be Continuity. recent exercises on cyber- Planning
includes a conducted e.g., Constant Care Plan. The Trust is currently attacks and power outage
statement of considering the requirement for an overarching BC plan. which reinforced the
intent to requirement for this to be
undertake completed. This will be
business drafted and presented to the
continuity. EPRR Sub-committee in

April 2023.
Title: EPRR Core Standards PTS Date: 09/01/2023

Version Number: vl.2

Owner: | Steve Hynes




North West

Ambulance Service
NHS Trust

REPORT TO BOARD OF DIRECTORS

DATE:
SUBJECT:
PRESENTED BY:

25 January 2023

‘ Manchester Arena Inquiry — Recommendations

‘ Ged Blezard, Director of Operations

SRO1 | SR0O2 | SRO3 | SR04 | SRO5 | SR06

LINK TO BOARD [ O O O O

LEELLLUSSLL VIR LSS 507 | SR08 | SR09 | SR10 | SR11 | SR12
0 0 0 0 0

PURPOSE OF PAPER:
EXECUTIVE SUMMARY:

For Assurance

The purpose of this paper is to provide assurance in regard
to the governance and progress relating to the
recommendations highlighted from the Manchester Arena
Inquiry (MAI) volumes currently published.

To date two volumes have been published with a number of
recommendations:
e Volume 1, ‘Security for the Arena’ published June

2021.
e Volume 2, ‘Emergency Response’ published
November 2022.

A further report Volume 3 ‘Security Services/Prevention is
yet to be published.

The Trust has reviewed volumes 1 and 2, however the main
area of focus has been from volume 2. The chair of the
inquiry has indicated a total of 149 recommendations in
volume 2 with 14 of the recommendations defined as
monitored recommendation for NWAS.

An internal working group has been established, led by the
Assistant Director of Resilience. The AD of Resilience
regularly updates the Director of Operations (Accountable
Emergency Officer). The composition of the working group
consists of the Head of Contingency Planning, Head of
Special Operations and another senior EPRR leader
appointed through a cost pressure on a 10 month fixed term.
Further work is being scoped to identify what additional
resource is required to ensure NWAS deliver on not just the
14 monitored recommendations but also the work required
as a stakeholder in the other 135 recommendations. The
working group works closely with the Head of Legal
Services.




RECOMMENDATIONS:

CONSIDERATION OF THE
TRUST’S RISK APPETITE
STATEMENT

(DECISION PAPERS ONLY)

Internal and external groups have been established to
ensure there is a clear and consistent approach against the
149 recommendations.

Of the 14 Monitored Recommendations NWAS has made
progress and on production of this report can provide
assurance against 2 of the 14 monitored recommendations
as complete. The remaining 12 are currently RAG rated as
Amber, and have clear timescales defined. A review of the
timescales aligned to each recommendation will now take
place following receipt of the correspondence from the
Inquiry Legal Team (ILT).

Appendix 1: sets out the 14 monitored recommendations for
NWAS with a RAG rating on the progress status and action
timelines for each one.

The Board of Directors is recommended to:

¢ Receive assurance on the actions taken to establish
a dedicated resource to lead on the Manchester
Arena Inquiry recommendations.

e Receive assurance that the 14 monitored
recommendations from the MAI are being reviewed,
actioned.

e Receive assurance NWAS are engaged with
relevant stakeholders to review and action all
recommendations.

The Trust’s Risk the trust's Statement has been considered
as part of the paper decision making process:

U] Financial/ VM

1 Compliance/ Regulatory
1 Quality Outcomes

] Innovation

[] Reputation

INCLUDE CONSIDERATION OF RISK APPETITE STATEMENT AT SECTION 3 OF REPORT

ARE THERE ANY IMPACTS
RELATING TO:
(Refer to Section 4 for detail)

PREVIOUSLY CONSIDERED

BY:

Equality: 0 Sustainability U

Date:

Outcome:
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PURPOSE

The purpose of this report is to provide an update to the Board of Directors on the
actions taken since the Manchester Arena Inquiry published volume 2, Emergency
Response, including the progress made against the 14 monitored recommendations.

BACKGROUND

The Manchester Arena Inquiry has to date published two reports with a further one
to be released:

e Volume 1: Security for the Arena (17 June 2021)
o Volume 2: Emergency Response 2-1 (a/b) / 2-1l (3 November 2022).

Volume 3, Security Services / Prevention has yet not been published.

The Trust has reviewed volumes 1 and 2, and a detailed action plan has been
developed. The initial review of volume 1 has not identified any specific
recommendations for NWAS. The chair of the inquiry has made a total of 149
recommendations in volume 2, designed to ensure that these alternatives are
considered, and that everything than can be done to fill the care gap is done. The
149 recommendations are aligned to specific agencies/stakeholders, with 14 of the
149 recommendations defined as monitored recommendations for NWAS.

Focus will be on all recommendations working with the required
agencies/stakeholders, however due to the timescales given by the chair of the
inquiry to report back on the monitored recommendations, the primary focus and
actions taken have been aligned to the 14 monitored recommendations. This report
will provide assurance on the actions taken to date against the 14 monitored
recommendations.

The Trust has been advised by the Inquiry Legal Team (ILT) that the first update is
required to be presented by 1000hrs on the 3™ February 2023. The update will be
published on the inquiry website.

The ILT has set a broad timetable for subsequent updates/submissions as follows:
e Deadline 2: By the beginning of May 2023 (or possibly earlier):

The service of a witness statement, with a detailed update on progress of
the recommendations, including service of supporting exhibits and
materials.

The witness statement and exhibits will be published online.
e Stage 3: Hearings

Oral hearings will take place after May 2023. It is predicted by the Director of
Corporate Affairs this may take palce in July 2023. It is almost certain that



NWAS will be invited to give oral evidence during the recommendations
hearings.

The process of providing updates on the 14 monitored recommendations will involve
further, and intense scrutiny of the Trust, particularly with the service of the witness
evidence and the subsequent hearing.

Previous works from the NWAS internal debrief after the arena has enabled the Trust
to identify areas of learning, this had led to some of the 14 monitored
recommendations having partial or some works completed. This will become
apparent when reading Appendix 1.

An action plan has been developed for all 14 of the monitored, and discussions are
taking place to ensure we work with all relevant stakeholders locally, regionally, and
nationally to ensure we take a co-ordinated and consistent approach.

MONITORED RECOMMENDATIONS UPDATE

An internal working group has been established, led by the Assistant Director of
Resilience. The AD of Resilience regularly updates the Director of Operations
(Accountable Emergency Officer). The composition of the working group consists of
the Head of Contingency Planning, Head of Special Operations and another senior
EPRR leader appointed through a cost pressure on a 10 month fixed term. Further
work is being scoped to identify what additional resource is required to ensure NWAS
deliver on not just the 14 monitored recommendations but also the work required as
a stakeholder in the other 135 recommendations. The working group works closely
with the Head of Legal Services. The working group will need the support of all
directorates to address the recommendations, for example digital development, and
training.

The working group will report to the Emergency Preparedness Resilience and
Response (EPRR) subcommittee and through the trusts governance structure
through to Board.

An action plan has been developed for all 14 of the monitored, and discussions are
taking place to establish the required structures to work with all relevant stakeholders
locally, regionally, and nationally and to ensure we take a co-ordinated and consistent
approach. Stephen Groves, Director of EPRR (National) for NHS England will be the
national lead for the NHS in terms of the recommendations. In relation to blue light
agencies (national) aligned to the Manchester Arena Inquiry a meeting is scheduled
23/01/2023, including the National Ambulance Resilience Unit (NARU).

The Association of Ambulance Chief Executives (AACE) is leading a workshop
planned for the 7% February 2023 on the Manchester Arena Inquiry
recommendations.

Previous works from the NWAS internal debrief after the arena has enabled the Trust
to identify areas of learning, this had led to some of the 14 monitored
recommendations having partial or some works completed. This will become



apparent in the Manchester Arena Inquiry Monitored Recommendations action plan
in Appendix 1.

An action plan has been developed for all 14 of the monitored recommendations, and
discussions are taking place to ensure we work with all relevant stakeholders locally,
regionally, and nationally to ensure we take a co-ordinated and consistent approach.

In terms of an update specific to the 14 Monitored Recommendations NWAS has
made some progress and on production of this report can provide assurance against
2 of the 14 monitored recommendations as complete. The remaining 12 are currently
RAG rated as Amber, and have clear timescales defined. A review of the timescales
will now take place following receipt of the correspondence from the ILT. The senior
team engaged directly in the Manchester Arena Inquiry recommendations are
confident the 14 monitored recommendations will be delivered in a timely manner
aligned to the updates required to the chair of the inquiry, and with the support of all
ELC members.

Appendix 1 provides detailed information relating to each of the 14 monitored
recommendations and provides assurance on actions taken, evidence available and
each one RAG rated leading to all 14 being reported as complete within defined
timescales.

LEGAL, GOVERNANCE AND/OR RISK IMPLICATIONS (including consideration
of the Trust’s Risk Appetite Statement)

The Trust’s contingency planning arrangements and capabilities assist in providing
evidence of compliance with our duties under the CCA (2004), the Health and Social
Care Act 2008 (Regulated Activities) Regulations 2010 and the NHS England
Emergency Preparedness, Resilience and Response (EPRR) Framework together
with other legislation such as the Corporate Manslaughter and Corporate Homicide
Act 2007 and the Human Rights Act 1998.

NWAS Resilience is also a key component of the NHS Ambulance Standard Contract
and is governed by the NHS England & Improvement Emergency Preparedness,

Resilience and Response (EPRR) Core Standards which are revised annually.

NWAS has a legal duty to respond within defined timescales set by the Chair of the
Inquiry against 14 Monitored recommendations.

EQUALITY OR SUSTAINABILITY IMPACTS

N/A



6.

RECOMMENDATIONS
The Board of Directors is recommended to:

e Receive assurance on the actions taken to establish a dedicated resource to
lead on the Manchester Arena Inquiry recommendations.

e Receive assurance that the 14 monitored recommendations from the MAI
are being reviewed, actioned.

e Receive assurance NWAS are engaged with relevant stakeholders to review
and action all recommendations.



Manchester Arena Inquiry - Monitored Recommendations (NWAS)

Emergency Response - Volume 2 reference number and page

Update

12.448 (pg. 206)There was no specific pre-determined attendance for a Major Incident, such as the
Attack, suggested in the Major Incident Response Plan. This would have been helpful and should
be a consideration for future planning.

12.449 (pg. 206) It is not clear to me whether a pre-determined attendance would have assisted in
relation to non-specialist paramedics on the night of the Attack. But a pre determined attendance on
22nd May 2017 for the specialist crews may have accelerated the mobilisation process of these
assets, which are of critical importance in a Major Incident.582

*Ambulance Intervention Teams name no
longer exist as a new national standard is to
uplift the specialist resource number within the
Special Operational Response Teams (SORT)
as set out in the SORT core standards 2022 -
Due to the uplift there are now 265 staff trained
across the Trust. NWAS reports three times a
day to the national ambulance coordination
centre on the Trust compliance

*NWAS to review the command-and-control
structure for specialist assets; any updates will
be included in the April, May and June 2023
Annual Commander Training programme
*Updates for IRP v9 and action cards 31 June
2023

Serial |[Recommendation Evidence Owner Deadline
R14 North West Ambulance Service should review its Major Incident | *Report to ELC — the development of [HOC Planning HO 21/01/2023
Response Plan to consider whether it should be updated to a PDA Special Operations
include a pre-determined attendance for Major Incidents. *Abstract from ELC approval
*Command training — what is a PDA
*PDA Tutor notes
*EOC bulletin
*QOperational bulletin
*Command and Management
Deployment guidance v6.1
*IRP v8.4 page 58 7.3
*PDA tested Exercise Clayton March
2022
R15 North West Ambulance Service should review its Major Incident |+ IRP 8.4 page 58 7.3 identifies HART |[HOC Planning HO [21/01/2023
Response Plan to consider whether, in order to speed up and other specialist response Special Operations
mobilisation, it should provide pre-determined attendances for |« SORT Core Standards 2022 AD Resilience
the Hazardous Area Response Team, Ambulance Intervention |+ Exercise completed 6 December
Team and Special Operations Response Team crews for Major (2022
Incidents.
R16 North West Ambulance Service should ensure that it has up-to- |*GM Multi-agency TOR blue lights HOC Planning 21/01/2023

date site-specific plans for all large, complex or high-risk
locations within its area.

*NWAS Guidance of Management for
complex sites

*MTA JOPS

*SSQRS - developed after 2017

12.455 (pg. 207) There was no site-specific plan for the Victoria Exchange Complex or the
Arena.591 There was only a “site information sheet” dated October 2011 for the Arena.592 Site-
specific plans can provide detailed information, including maps and building plans, which would
have assisted command and control planning for establishing an FCP, locating exits, and
considering appropriate locations for a Casualty Collection Point and a Casualty Clearing
Station.593

12.456 (pg. 207) Although not required by NHS England, site-specific plans were not uncommon
and NWAS itself had some. NWAS had not chosen to produce or share with another responder
agency a plan for the Victoria Exchange Complex. It should have done. The Ambulance Service
Experts informed me that site-specific plans for high-risk locations were “commonplace” in 2017.
They considered that NWAS should have had such a plan for the Arena.594

12.457 (pg. 207) A particular advantage for NWAS of a site-specific plan would have been dialogue
between NWAS and Emergency Training UK (ETUK) and discussion of how they would interact if
there were an emergency at the Arena. The lack of interaction between NWAS and ETUK,
particularly at command level, was a significant failure on the night of the Attack. | will consider the
relationship between ETUK and NWAS further in paragraphs 12.502 to 12.505, and in Part 16.
12.458 (pg. 207) NWAS should ensure there is an up-to-date site-specific plan for all large, complex
or high-risk locations within its area. These plans should include a floorplan layout so that entrances
and exits are marked. It should include relevant contact details for those in charge of the
location.595 12.459 (pg. 208) While it is
open to any single agency to produce its own site-specific plan, good practice would have been to
ensure that there was a single multi-agency plan specific to the Victoria Exchange Complex. Fault
for the failure to produce or share in such a plan for the Arena does not lie exclusively with NWAS.
This was a failure of all of the Category 1 responders in the Greater Manchester area. There was a
failure to collaborate through GMRF. All site-specific plans should be multi-agency with contributions
from all categories of responders.

*NWAS has developed a Guidance document
for the management of complex sites; this is in
light of helping create site specific plans for
internal use. These plans are reviewed annual
or in some cases every three year (COMAH) in
line with legislation.

*NWAS currently uploads all SSQRS sheets to
RD for internal use however the GM area have
developed an blue light working group to
develop multi agency plans

*Action on recommendation 17 — Assistant
Director of Resilience will be writing to all LRF
chairs for this multi-agency sharing of plans to
be put on the agenda as a standing item
(31/01/2022)




R17 North West Ambulance Service should ensure that *GM Multi-agency TOR blue light HOC Planning HO |31/01/2023 As above *Assistant Director of Resilience to write to the
all its site-specific plans are multi-agency and that all Special Operations chairs of the five Local Resilience Forums
Category 1 responders operating in the areas it serves AD Resilience (LRF)to request a standing agenda item:
have contributed to them. Review of site-specific

plans for all Category 1 responders

This will allow for any of the responder
agency to be aware of changes or impacts
on each other responsibilities
*GM Area blue light group for sharing of plans
chaired by NWAS RM

R18 North West Ambulance Service should ensure that it has a HOC Planning Head|31/03/2023 12.480 (pg. 211)There will be circumstances in which it is appropriate for the Operational *Review of the Incident Response Plan (IRP)
policy that sets out the circumstances in which an Operational of Special Operations Commander to remain in place throughout an incident. There will also be circumstances in which it |v8.4 and action cards v8.0 to be updated
Commander may be relieved and how that should occur and be AD Resilience will be appropriate for an Operational Commander to be relieved. This needs to be set out in a including policy for the release of Operational
communicated to the outgoing Operational Commander and policy. If it is not, then a policy should be drawn up. All commanders should be clear on when and |Commander showing new versions (v9) for
beyond. how this will occur according to the policy. The handover should follow an established procedure. each — IRP and Action card - both document

Training of commanders should include practising handing over and taking over command. will be distributed electronically
[ntroduction to the handover policy will be part
of the Annual Commander Training April/May
and June 2023
*NWAS will review all levels of command
structures Operational/Tactical and Strategic in
relation to being relieved by another
commander
*Current National Ambulance Resilience Unit
(NARU) v3.1 pg. 42 (A) describes information
about status but this is for Tactical
Commander and not the Operational
Commander

R19 North West Ambulance Service should train its Operational HOC Planning Head|30/06/2023 As above «Introduction to the handover policy will be part
Commanders on the appropriate practice for relieving another of of Special Operations of the annual commander training April/May
command and being relieved of command. AD Resilience and June 2023

R20 North West Ambulance Service should ensure that AEO 30/06/2023 12.500 (pg. 214) One further issue that emerged from the evidence was the limited extent to which |*Review of full training for non-specialist
non specialist ambulance personnel are involved in multi agency AD Resilience non-specialists were involved in multi-agency exercises. This is something which | am told NWAS is [ambulance personnel to take place
exercising. considering how to improve.646 | encourage NWAS to address this area for improvement as soon

as possible. It is essential that the way specialist and non-specialist ambulance personnel work
together and with the other agencies in a Major Incident is tested in multi-agency exercises
R21 North West Ambulance Service should review its Major Incident |*MIRP story line from V3 to V8.4 HOC Planning 31/03/2023 14.121 (pg. 450) The Major Incident Response Plan should make clear that the attendant *Review of current IRP v8.4 and action cards

Response Plan to make clear that the first resource on scene
should assume the role of Operational Commander only once
they have achieved situational awareness.

(4.6.1) page 34

from the ‘First Resource on Scene’ should assume the role of Operational
Commander only once they have achieved situational awareness. Situational
awareness must be the priority because, until that person has such knowledge,
he or she will not be able to discharge his or her other responsibilities properly

v8.0 1-3 to include ‘first resource on scene’
*Changes to IRP and action cards to be
introduced in annual commander training
April/may and June 2023




R22 North West Ambulance Service should ensure that its HOC Planning HO |30/06/2023 14.214 ( pg. 468) As | set out in Part 12, NWAS Operational Commanders had a discretion, *Development of training programme 2
commanders are adequately trained in the use of operational Special Operations following a robust risk assessment, to send non-specialist paramedics into February 2023
discretion. AD Resilience the inner cordon. It is important that commanders should understand that *Deliver of training on the new Annual
exercising such a discretion may save lives and that they should feel supported Commander training profiled April/May and
if they choose to do so. NWAS should review its training to ensure that June 2023
commanders are not left with a false impression. *The development of the training programme
will be for all levels of commanders
R23 North West Ambulance Service should review its policies for *EOCO0014 Procedure October 2021 |HOC Planning HO |31/01/2023 14.25 (pg. 432) while xxxxx was correct to identify that HART was required, in light of the clear Awaiting assurance that the codes for HART
mobilising the Hazardous Area Response Team resource, to *I[RP HART response v8.4 3.10.1 Special Operations J report at 22:32 that 'a bomb' had detonated, it would have been better if the need for HART had have been changes in the new pathway
ensure that this team is available as soon as possible for an Kelly Regional been identified before 22:39 by NWAS. One of the issues with HART is the limited number of system
emergency where its specialist skills are required. Manager EOC teams covering a large area. For this reason, it is essential that contact is made with the nearest
HART crew as early as possible. it should be possible for the control room to do this as part of a
standard response. NWAS should review it policies for mobilising the HART resource, to seek to
ensure that it is available as soon as possible for any emergency where its specialist skills are
required. This important issue is examined in further details in Part 20 in Volume 2-11.
R24 North West Ambulance Service should review how it rosters HO Special 30/06/2022 14.542 (pg. 526) However, journey time for on-call staff is capable of building in substantial delay. | |*Review of current NILO/Tactical Advisors
Tactical Advisors and National Interagency Liaison Officers so Operations HOC recommend that NWAS review its approach to Tactical Advisors/NILOs in light of this issue. NWAS [taken place. Since 2017, 3 trained NILO left.
as to ensure that there is adequate geographical coverage Planning should consider whether it is possible and practical to identify in advance of any shift which of its on-|The rota currently has 12 with a further 2
enabling those on duty to arrive promptly at the scene of any call NILOs is best placed to travel to a Major Incident should it occur and which of them should members of staff profiled on national course
Maijor Incident. operate from home to provide cover for particular areas. and another 5 waiting for national courses
*Head of Special Operational to seek further
places should they become available
*Head of Contingency Planning to work with
NWAS training school re blue light training for
all NILO staff
R25 North West Ambulance Service should review the number of AD Resilience 30/06/2023 14.574 (pg. 532) xxxxxxxx suggested that increasing the Tactical Advisors/NILOs within NWAS +To be raised at national meeting 6 February
Tactical Advisors and National Interagency Liaison Officers it Director of may lead to overall improvement.761 xxxxxx said that a third 2023
has, and whether the number of such specialists, both generally Operations HOC Tactical Advisor/NILO on call “would have been ideal”.762 | recommend that NWAS review the +Assistant Director of Resilience to write a
and on call, should be increased. Planning number of Tactical Advisors/NILOs it has and whether the paper to explain the rationale that all NWAS
number of such specialists, both generally and on call, should be increased. Tactical Advisor will be trained at the national
recognised standard for NILO
R26 North West Ambulance Service should review its procedures AD Resilience 31/03/2023 12.370 (pg. 190) In the response to a Major Incident, NWAS has responsibility for all NHS *Meeting arranged with Assistant Director of

with local NHS trusts to ensure that it has effective policies in
place for quickly dispatching patients injured in a Major Incident
to an appropriate hospital.

Medical Director
HOC Planning

responders, the command and control of all health assets, and the pre-hospital

management of casualties including treatment, triage and distribution to an

appropriate hospital

12.371 (pg. 190) NHS ambulance services in the UK are required to comply with a

comprehensive range of standards and national policies in respect of emergency preparedness.
12.372 (pg. 191) Having considered the wide range of emergency plans and procedures that
NWAS had in place, the Ambulance Service Experts considered that NWAS was compliant with the
national standards for emergency preparedness at the time of the Attack.507 Support for this view
is found in the conclusion of the Emergency Preparedness, Response and Resilience annual
assurance process and verified through an NHS England sponsored audit.508

12.373 (pg. 191) While | accept that NWAS met those national standards, | have concluded that
there were areas where NWAS's planning for an emergency could and should have been improved
14.503 (pg. 519) In my view, first accessing the draft GM Patient Dispersal Plan 68 minutes after the
explosion was later than should be expected. xxxxxxx should have had this essential information
more readily to hand. Although the plan was in draft, xxxxxx was sent a copy and instructed to use
it in a mass casualty situation. The need for it should have been among her first thoughts when
realising the scale of the incident

Resilience, Medical Director, and Head of
Contingency Planning

*Alreview in IRP v8.4 seen changes to several
of functional roles including Primary Triage
Officer, Casualty Clearing Officer and Medical
Emergency Response Team enhancing the
policies around clinical care at scene

*Review for IRP v9 to have effective systems
in place for dispatching of injured patients in a
major incident

*Review of action card v8.0 should any
changes in the above IRP v8.4 to v9.0 take
place




R27

North West Ambulance Service should reflect on its approach to
record-making during and immediately following a Major
Incident, with a view to improving the current practice

*Command training July 2017 and
May 2021 featured best practice
logging

*NWAS invested in a new position a
Resilience Manager with the
responsibility for Quality and
Improvement around any type of
incident

*New NWAS debrief policy released
May 2021 with clear lines of debrief
and allocations of lessons identified
(review date 2022)

HOC Planning

31/03/2023

Record of events Written notes (pg. 74 through to 79)

19.13 There was a requirement imposed by some organisations for written notes or decision logs to
be kept relating to the response to the Attack. For example, firearms commanders were expected to
keep a record of their decisions.7 Under the third edition of the Joint Operating Principles (JOPs 3),
“decision makers” were required to “record the rationale and information sources for their tactical
decisions”. 8 Police officers operated under a general expectation to keep notes in their pocket
notebooks. North West Ambulance Service (NWAS) expected its commanders to keep a decision
log. Greater Manchester Fire and Rescue Service (GMFRS) expected its officers to record
decisions in a log or, where this was not possible, to record notes later and within 24 hours of an
incident.9 Debriefs 19.33 A number of debriefs took place following the Attack. Some were termed
“hot debriefs”.20 These were proximate to events and were intended to capture raw impressions of
what had occurred. There were also more formal debrief processes where individuals completed
questionnaires and attended debrief meetings.

19.34 The debrief process provides an invaluable opportunity for organisations to understand what
may have gone wrong and how improvements in their practices can be made. They must be
conducted constructively and candidly. Given the importance of joint working, the debrief process of
Major Incidents involving more than one emergency service should be overseen by the local
resilience forum

Continued to 19.42 | recommend that each emergency service involved in the response to the
Attack seek to understand why the issues considered in Volume 2 of my Report were not identified
sooner. This is intended to be a constructive exercise aimed at improving the current system. |
recognise that the answer to some may simply be attributable to the highly detailed and forensic
process that the Inquiry has been able to undertake, but not all.

*Changes from IRP v8.4 to v9.0 will show the
changes for commanders to record their notes
no later than 24hr after an incident and
submitted within 72hrs

*Changes to action cards v8.4 to v9.0 to show
the changes in regard to recording and
submitting logs

Introduction to the new changes to be
included in the annual commander training
April/May and June 2023

*NWAS debrief policy to be updated
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CHAIRS ASSURANCE REPORT

Quality & Performance Committee

Date of Meeting: 28" November 2022 Chair: Prof A Esmail, Non-Executive
Director
Dr M Power, Director of Quality,
Innovation, and Improvement
_ . ] Mr G Blezard, Director of Operations
Quorate: Yes Executive Lead: Dr C Grant, Medical Director
Mrs A Wetton, Director of Corporate
Affairs
Prof A Esmail
Dr A Chambers
Dr D Hanley
Members Present: Mrs A Wetton Key Members Not Present: -
Mr G Blezard
Dr M Power
Dr C Grant
Link to Board Assurance Framework (Strategic Risks):
SRO1 SR02 SR03 SR04 SR05 SR06 SRO7 SR08 SR09 SR10 SR11
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Key

Not Assured/ Limited Assurance | Could have a significant impact on quality, operational, workforce or financial performance
Moderate Assurance Potential moderate impact on quality, operational, workforce or financial performance
Assured No or minor impact on guality, operational, workforce or financial performance
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Agenda Iltem

Assurance Points

Action(s) and Decision(s)

Board Assurance

Framework

Discussed the outstanding BAF
actions for completion during Q4
2022/23.

Highlighted the challenges in relation
to balancing operational challenges
and achieving transformational
organisational changes.

Noted the early work of the Handover
Improvement Board (HIB), which
included establishment of Terms of
Reference, overarching principles and
focus for improvements with each ICB.
Meetings scheduled in early December
with frontline teams, led by the HIB to
discuss risks.

Discussed actions to mitigate risks
related to long waits and
acknowledged the challenges
remained.

Introduced sub-categorisation of C2
waits to provide more focus.

Noted work undertaken within the
Health, Safety and Security Team to
reconfigure the structure and recruit
new members of staff.

Acknowledged that the digital risk and
additional resource had been
scrutinised by the Resources

Gained assurance that BAF risks were being
managed effectively.

Key

Not Assured/ Limited Assurance

Could have a significant impact on quality, operational, workforce or financial performance

Moderate Assurance

Potential moderate impact on quality, operational, workforce or financial performance

Assured

No or minor impact on quality, operational, workforce or financial performance

Assurance
Ratin
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Committee at their meeting held on
25" November 2022.

Patient Safety Incident

Response Framework °

Received a presentation on the Patient
Safety Incident Framework (PSIRF).
Discussed the Trust’'s approach to the
Framework, as a contractual
requirement from NHSE.
Acknowledged progress made by
NWAS and the need for future Board
consideration of patient safety
priorities and the safety culture across
the organisation.

Received and noted the update on the Patient Safety
Incident Response Framework

Integrated Performance

Complaints — noted a reduction in the
rate of closure of Level 4-5 complaints
since the last meeting.

Recognised the delays caused by
obtaining input from more than one
service line.

Complaints team working with
operational colleagues to improve
compliance.

Noted reduction in Level 4-5complaints closed within
the required timeframe.

Noted work being undertaken to address risk in C2
long waits.

Recognised the Trust’s current performance in

Report e Call Pick Up — 999 call pick up relation to call pick up, no ARP standards met during
significantly challenged due to staff October 2022. Although NWAS were rated one of
abstractions and follow up training for the better performing Trust’s in terms of C1 and C2
NHS Pathways. calls, across the ambulance sector.

¢ No ARP standards met.
e Average hospital handover times - Worse hospital handover times and increased risks
had increased and were above the associated to patient safety.
national standard, with average time of
Key

Not Assured/ Limited Assurance

Could have a significant impact on quality, operational, workforce or financial performance

Moderate Assurance

Potential moderate impact on quality, operational, workforce or financial performance

Assured

No or minor impact on guality, operational, workforce or financial performance
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52 mins 16, with 23% of handovers
taking over an hour and over 1,000
attendances over 3 hours.

5236 hours lost due to delayed
admissions during October and
position showed no signs of
improvement.

Queried the steps being taken to
manage risks associated to C2 long
waits.

Director of Operations noted that
NWAS were well placed in terms of C1
and C2 performance across the sector,
although Trust hadn’t met ARP
standards.

Reported the Trust had lower
performance for C3 and C4 calls due
to prioritisation of C1 and C2 waits.
C2 validation recruitment and crew
reconfiguration had been undertaken.
Director of Quality, Innovation and
Improvement reported worsening
position of hospital handover delays,
since the last meeting.
Recommended input at Board level to
influence the system and provide a
collective approach to the risks which
were expected to increase over the
coming months.

Number of resource hours lost due to hospital
handover delays.

Action: escalate the increased risk to patient safety
associated with worsening hospital handover delays
to the Board of Directors.

Key

Not Assured/ Limited Assurance

Could have a significant impact on quality, operational, workforce or financial performance

Moderate Assurance

Potential moderate impact on quality, operational, workforce or financial performance

Assured

No or minor impact on guality, operational, workforce or financial performance
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e 111 call pick up performance
deteriorated to 40%, during October.

e Service experienced high attrition
rates.

¢ Noted Resources Committee had
received deep dive into 111
recruitment and retention, challenges,
and risks.

¢ Received detail of the current number
of CFRs within the service, and
volunteer time in total hours.

e Queried the process for returning
NWAS uniform and kit for inactive
CFRs.

¢ Noted that an internal audit had been

CFR Assurance Report conducted and some kit retrieved, ¢ Noted the assurances provided.
however further assurance would be
provided in the next report to the
committee.

e Discussed the deployment of CFRs
and pilots being undertaken across the
region including deployment of
Emergency CFRs to fall incidents.

e Third party assurances for PES and
111 services reported.

e Recognised contract review and e Noted the third-party assurance provided.
governance process in place to
monitor quality of current providers.

Third Party Assurance
Reports

Key

Not Assured/ Limited Assurance | Could have a significant impact on quality, operational, workforce or financial performance
Moderate Assurance Potential moderate impact on quality, operational, workforce or financial performance
Assured No or minor impact on quality, operational, workforce or financial performance




NHS

North West

Ambulance Service
NHS Trust

o 90.5% of audits completed and 81.9%
compliant.

e Noted the processes for addressing
non-compliance.

e Themes and trends arising from
reviews of service quality and noted no
high-level patient safety incidents had
been reported during the calendar year
2022.

¢ Noted the thorough work undertaken
by the Trust to ensure private
providers were fit for purpose.

¢ Received detail of the service delivery
model programme and completed
programme objectives, with outcomes
achieved.

¢ Noted amber assurance related to the
NAD CAD programme, which had
been delayed due to delays in the

Service Delivery Oversight integration strategy.

Forum Q2 Report e Progress reported to the Trust’s
Corporate Programme Board which
escalated concerns to the Trust’s
Executive Leadership Committee.

e Consideration of productivity and
efficiencies and formalisation of
reporting to be included in the 2023/24
Forum work plan.

¢ Noted Q2 progress detailed in the Q2 report.

Key

Not Assured/ Limited Assurance | Could have a significant impact on quality, operational, workforce or financial performance
Moderate Assurance Potential moderate impact on quality, operational, workforce or financial performance
Assured No or minor impact on quality, operational, workforce or financial performance
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Diversity and Inclusion
Sub Committee Chairs
Assurance Report

Noted the assurances provided by the
Diversity and Inclusion Sub Committee
from the meeting held on 11"
November 2022.

Noted the assurances provided.

The Kirkup Report into
Maternity Services

Received comprehensive overview of
the independent investigation into
maternity and neonatal services
across East Kent Hospitals between
2009 and 2020.

Acknowledged the significance of the
report and the role of the Trust’s
Consultant Midwife.

Recognised the need to consider
alternative ways of delivering training
to ensure staff developed the skills
necessary to care compassionately for
mothers and babies.

Noted the content of the report.

Clinical Audit Q2 Report

Received an overview of the
assurances received by the Clinical
Effectiveness Sub Committee.
Noted the status and impact of the
APEX tool.

Acknowledged NHSE would
discontinue collection of data for the
sepsis bundle and supported Trust’s
collation of data at local level.

Noted content of the Q2 Clinical Audit Report.

Complaints Q2 Report

Noted delays in closing level 4-5
complaints.

Key

Not Assured/ Limited Assurance

Could have a significant impact on quality, operational, workforce or financial performance

Moderate Assurance

Potential moderate impact on quality, operational, workforce or financial performance

Assured

No or minor impact on quality, operational, workforce or financial performance
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¢ Noted as the most complex cases and ¢ Noted the work undertaken by the complaints team
took longer to conclude due to service and assurances provided.
the line input required.
e Noted the work being undertaken to e Noted the challenges associated with closure of level
address the backlog by the head of 4-5 complaints within the required timeframe.

legal services, included weekly
monitoring and team meetings to
prioritise workloads.

e Director of Corporate Affairs sighted
on the position and work continued by
the complaints team, to support
operational teams

¢ Key theme from complaints received,
related to delayed emergency
response.

¢ Noted further work on learning from
key themes would be progressed
during Q4.

e Discussed correlation of learning
themes with future PSIRF
arrangements.

o Received an update on legal services
activity including the level of inquests
and claims received during Q2.

e Received assurance that processes were in place for
managing the Trust’s claims and inquests.

Legal Services Q2 Report ¢ Noted 62% of inquests attributed to . 0
non-conveyance and see and treat * Action: Requested assurance related to the 62% of
assessment. inquests attributed to non-conveyance and see and

treat assessment.

o Agreed further assurance required.

Key

Not Assured/ Limited Assurance | Could have a significant impact on quality, operational, workforce or financial performance
Moderate Assurance Potential moderate impact on quality, operational, workforce or financial performance
Assured No or minor impact on guality, operational, workforce or financial performance
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e Mental Health Service Lead and
Clinical Transformation Manager
presented an overview of the Trust’s
approach and work undertaken in
respect of LD&A.

o Noted the Trust’'s LD&A Plan which
included collaborative approach to
delivery of the plan and extensive
engagement with LD&A specialists.

e Datix used to collate information and
influence areas of focus.

¢ Acknowledged the wider collaboration e Received assurance from the Learning Disability and
with NWAS patient and public panel Autism (LD&A) Report.

Learning Disability and and NHS regional steering groups.

Autism (LD&A) Report e Six main themes identified to influence e Noted the funding and resource required to deliver
the Plan over the next 3 years. the 3-year LD&A plan and the further discussion and

e Plan awaited final approval by the consideration required.

Trust’s Executive Leadership
Committee.

e Queried and noted the challenges
associated to the process for
identifying service users with a
learning disability or autism.

¢ Noted the LD&A improvement
standards published in 2018, part of
the NHS Long Term Plan and advised
that these would be included in the
Trust's Quality Account 2022/23.

Key

Not Assured/ Limited Assurance | Could have a significant impact on quality, operational, workforce or financial performance
Moderate Assurance Potential moderate impact on quality, operational, workforce or financial performance
Assured No or minor impact on guality, operational, workforce or financial performance
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¢ Work ongoing to adapt the
improvement standards to the
ambulance sector.

o Discussed the resource requirements
required for future consideration by the
Executive team and the Board.

o Welcomed and acknowledged
comprehensive report and noted
resources required to deliver the 3-
year plan.

e Noted the Trust had been involved in
115 system safeguarding reviews - 63
adult and 38 child reviews, since the
beginning of the financial year.

e Acknowledged that LADO
arrangements were working
effectively.

e Recognised the risk related to delivery
of Level 3 safeguarding training due to

Safeguarding Biannual impact of the pandemic.

Report e Members queried how the risk related
to training impacted on current
safeguarding activity, in practice.

¢ Acknowledged Assistant Director of
Nursing represented the team on the
Trust’s Mandatory Training Oversight
Committee and a review of current
practice was being undertaken.

e Key objective of the Mandatory
Training Oversight Forum is to provide

¢ Noted safeguarding activity.

e Action: requested future report on the findings and
outcomes of the review being undertaken of
safeguarding practice and the quality of training.

Key

Not Assured/ Limited Assurance | Could have a significant impact on quality, operational, workforce or financial performance
Moderate Assurance Potential moderate impact on quality, operational, workforce or financial performance
Assured No or minor impact on guality, operational, workforce or financial performance
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focus and prioritise statutory and
mandatory training.

Requested future report on the
findings and outcomes of the review of
safeguarding practice including the
quality of training.

Health, Safety and

Security Biannual Report .

Received key highlights of activity
during the previous 6 months.

Review of team structure undertaken,
and new posts established to provide
the required skills, knowledge, and
expertise. New posts would also
support moderation of practice and
centralised monitoring processes.
Noted significant work undertaken to
manage and review violence and
aggression markers.

Collaborative working with estates
department, activity included fleet risk
assessments and outcomes.
Acknowledged quality of the report and
the hard work undertaken by the team.

Received assurance from the Health and Safety
Biannual Report.

Health, Safety and .

Security Chairs Assurance
Report

Assurances reported from the Health,
Safety and Security Sub Committee on
15t November 2022.

Noted the assurances provided.

Clinical Effectiveness Sub .

Committee Chairs
Assurance Report

Assurances reported from the Clinical
Effectiveness Sub Committee on 1%
November 2022.

Noted the assurances provided.

Key

Not Assured/ Limited Assurance

Could have a significant impact on quality, operational, workforce or financial performance

Moderate Assurance

Potential moderate impact on quality, operational, workforce or financial performance

Assured

No or minor impact on guality, operational, workforce or financial performance
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. : Dr D Hanley
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Date of Meeting: 20" January 2023 Chair: Non-Executive Director
Quorate: Yes Executive Lead: Ms C Wood, Director of Finance
Dr D Hanley
Mr D Rawsthorn
Ms C Butterworth Dr M Power,
Members Present: Ms C Wood Key Members Not Present: Director of Quality, Innovation, and
Ms L Ward Improvement
Mr S Desai
Mr G Blezard
Link to Board Assurance Framework (Strategic Risks):
SRO1 SR02 SR03 SR04 SR05 SR06 SRO7 SR08 SR09 SR10 SR11 SR12
O X X X X O X X X X X O
Key

Not Assured/ Limited Assurance | Could have a significant impact on quality, operational, workforce or financial performance
Moderate Assurance Potential moderate impact on quality, operational, workforce or financial performance
Assured No or minor impact on guality, operational, workforce or financial performance
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Agenda Iltem Assurance Points Action(s) and Decision(s)

Assurance
Ratin

o Received the proposed Q3 position of
the BAF.
¢ Noted decrease in risk score of SR02,
SR0O7, SR08, SR09, SR10, SR11. , . .
Ef;;}i@ift rance o Discussed the increase in risk score of * 22%2;23 Z;Z%:ﬂgf; that the BAF risks were being
SR04 from 12 to 16 and the basis of '
rationale for increase in SR04.
e Discussed the score and rationale of

SRO5.

o Presented comprehensive report which
reflected on data and analysis to
support an improved understanding of
root causes and indicators in relation to
staff absence. ¢ Received assurance on the work being undertaken.

e Acknowledged the consideration and
work  and interventions  being e Recognised the ongoing challenge for the Trust and
undertaken to mitigate risks and continuation of the work required to manage sickness
examples provided. levels.

¢ Noted the key areas of work of the
Trusts  Attendance Improvement e Recognised future resource for funding Attendance
Teams (AITs) and savings that had Improvement Teams would be discussed and
been achieved. considered by Executive Directors.

e Discussed the assurances received,
however acknowledged the need to
maintain oversight of the longer-term
position.

Deep Dive — Sickness
Absence

Key

Not Assured/ Limited Assurance | Could have a significant impact on quality, operational, workforce or financial performance
Moderate Assurance Potential moderate impact on quality, operational, workforce or financial performance
Assured No or minor impact on guality, operational, workforce or financial performance
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¢ Noted that ELC would be required to
consider future investment of AITs.

e Assured that work being undertaken,
however noted Committee would
maintain a longer-term view.

o Reported that sickness absence had
decreased in November 22 to 8.64%
with COVID-19 sickness at 0.94%.
Lowest rate of COVID absence in the
last 8 months.

e Mandatory Training overall compliance
on track at 78%.

e Appraisal compliance rates currently ¢ Recognised the good progress in relation to appraisal
82% overall. Revised targets approved and mandatory training compliance.
by ELC in November.

o Staff turnover 12.28% and broadly ¢ Noted the risk associated to recruitment challenges in
stable position over the last six 111 service and the variations to plan.
months.

e Key areas of challenge noted in terms ¢ Noted the external factors, outside of the Trust’s
of vacancy gaps. capacity to control, such as recruitment marketplace

¢ Noted the risk mitigated by bank and 23/24 funding and resourcing allocations.
usage, in the short term.

e Also noted the risk associated to a
variation in the recruitment plan, due to
recruitment challenges for 111.

e Discussed the need to escalate the
staffing risk to Board and support a
separate risk

Workforce Indicators
Report

Key

Not Assured/ Limited Assurance | Could have a significant impact on quality, operational, workforce or financial performance
Moderate Assurance Potential moderate impact on quality, operational, workforce or financial performance
Assured No or minor impact on guality, operational, workforce or financial performance
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¢ HR Case Management position
reported, and case type activity noted.

o Noted the position in terms of the
Trust’'s Flu vaccination campaign.

o Discussed the assurances provided
within the Chairs Assurance Report, e Received assurance from the Diversity and Inclusion
from the meeting held on 9" December Sub Committee Chairs Assurance Report.

2022.

Diversity and Inclusion
Sub Committee Chairs
Assurance Report

e Received details of the Trust's
financial position up to 31 December
2022.

o Noted the Trust’s position in terms of
the efficiency and productivity target,

Finance Report Month 9 on track for 2022/23. .

2223 « Discussed the latest capital ¢ Received assurance from the report.
programme for 2022/23 and the spend
during Q4.

¢ Acknowledged that the Trust had
achieved the Better Payment Practice
Code targets in 2022/23.

o Received an update on the latest
situation with NHS England (NHSE) in
terms of operational planning guidance
and provided with an update in relation
to the 2023/24 draft revenue and
capital financial plans.

e Acknowledged that the NHSE had
issued a series of operational planning
guidance documents on

Update on 2023/24

Financial Plans e Received assurance from the report.

Key

Not Assured/ Limited Assurance | Could have a significant impact on quality, operational, workforce or financial performance
Moderate Assurance Potential moderate impact on quality, operational, workforce or financial performance
Assured No or minor impact on quality, operational, workforce or financial performance
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23'Y December 2022.

¢ Recognised that Integrated Care
Systems (ICSs) would continue to be
the key unit for financial planning
purposes, as set out in the NHS
finance business rules.

e Noted that ICBs and their partner
trusts were collectively tasked with
delivering a breakeven financial
position across their system.

e NWAS required to submit an
organisational plan, in line with the
system planning submission.

¢ Noted that the Board of Directors
would discuss the draft and final plan
in February and March 2023 to meet
the system deadlines.

e Also noted the position in relation to
the Trust and the ICS in terms of
Capital Departmental Expenditure
Limit (CDEL).

¢ Received an update on progress of the
project to relocate the Liverpool HART
facility and contingency plans.

¢ Noted the contingency options in the
event of timescale slippage.

¢ Noted the mid stage position and
COSts.

HART Liverpool
Relocation Update

e Received assurance that contingency plans with
viable options were in place.

Key

Not Assured/ Limited Assurance | Could have a significant impact on quality, operational, workforce or financial performance
Moderate Assurance Potential moderate impact on quality, operational, workforce or financial performance
Assured No or minor impact on quality, operational, workforce or financial performance
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Briefed on the most recent position
and discussed contingency plans in
place.

Assistant Director of Estates, Fleet and
Facilities Management and Director of
Operations confirmed the viability of
the contingency options.

Strategic Planning Update

Received a strategic planning update
from the Deputy CEO/Director of
Strategy, Partnerships and
Transformation.

Noted the progress made within the
strategic planning review during Q2-
Q3.

Acknowledged the summary of the
objectives identified within 2022/23.
Received an overview of the original
workplan timescales agreed by
Resources Committee in July 2022.
Discussed the areas of risk which had
been reviewed and included on the
Trust’s Risk Register.

Agreed that continued operational
pressures were expected and the
challenge of delivering against
planning objectives.

Noted the risk to the organisation and
that the Board of Directors would
discuss future planning at the next

Received and noted the Q2-Q3 planning update.

Acknowledged the ongoing challenges and the
implications on objectives and associated risks.

Noted the significant risk associated to challenges
and ongoing difficulties.

Noted further discussion scheduled at Board
Development Session, scheduled for February 2023.

Key

Not Assured/ Limited Assurance

Could have a significant impact on quality, operational, workforce or financial performance

Moderate Assurance

Potential moderate impact on quality, operational, workforce or financial performance

Assured

No or minor impact on guality, operational, workforce or financial performance
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Board Development Session to be
held in February.

Agreed to escalate the challenge and
risk to the Board, in relation to the
Strategy.

Digital Update

Received progress in relation to
delivery of the digital strategy and the
mitigation of associated risks for
October — December 22.

Report included a view of new ‘target
adherence over time’ which outlined
the overall percentage of measures on
target across each of the digital pillars
outlined in the Digital Strategy.

Noted that the last quarter saw the
highest mean and an increase up to
57%, a significant increase.
Recognised the improvements made
against the five digital pillars.

Noted two new risks created since the
last meeting and considered by the
Trust’s Executive Leadership
Committee.

Discussed the risks, included on the
Board Assurance Framework.

Further assurance to be presented to
the Resources Committee at the next
meeting in relation to overall digital
strategy, risk, and resource savings.

Received assurance from the digital update however
recognised the extensive work programme and risks.

Further assurance to be presented to the Resources
Committee at the next meeting.

Key

Not Assured/ Limited Assurance

Could have a significant impact on quality, operational, workforce or financial performance

Moderate Assurance

Potential moderate impact on quality, operational, workforce or financial performance

Assured

No or minor impact on guality, operational, workforce or financial performance
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PURPOSE OF PAPER:
EXECUTIVE SUMMARY:

For Discussion

The Communications and Engagement Team provides a
dashboard report for the Board of Directors with a quarterly
summary of key outputs, impact and associated highlights.

Statistical content and themes are provided on:

¢ Patient and Public Engagement — an area of note
this time is the significant increase in engagement
events as well as the first in a series of NWAS-
hosted back to basics events in each of our
counties. Satisfactions rates in our services have
deteriorated for the second quarter consecutively,
as found by patient surveys.

e Patient and Public Panel — targeted work has
increased ethnic minority and youth membership by
2% each.

e Press and Public Relations — a significant increase
in negative coverage has resulted from the arena
inquiry and pressures facing the entire NHS.

e Social Media — engagement rate has increased by
39% and remains well above the industry average
thanks to a range of dynamic content.

e FOI - slightly fewer responses were received and
processed by the team this quarter.

e Stakeholder Engagement — six questions have been
answered in relation to discussions in parliament.

e Films — another 16 fiims have been produced
supporting internal work such as F2SU and external
work such as winter messages.

¢ Internal Communications — the team supported the
launch of the women’s network along with a number
of corporate projects, and flu and staff survey
messages.




e Website and Green Room — Use of tables to access
the green room has increased again, this time by
30%, suggesting trust-issue iPads are changing the
way Users access our content.

There is also an in depth look at the team’s role in
Industrial Action, winter demand management and the
publication of the Manchester Arena Inquiry report.

RECOMMENDATIONS: The Board of Directors is asked to note the contents of this
report and discuss the impact of its content.

CONSIDERATION OF THE The Trust’'s Risk Appetite Statement has been considered
TRUST’S RISK APPETITE as part of the paper decision making process:
STATEMENT

(DECISION PAPERS ONLY) I Financial/ VIM

1 Compliance/ Regulatory

[] Quality Outcomes

] Innovation

1 Reputation

INCLUDE CONSIDERATION OF RISK APPETITE STATEMENT AT SECTION 3 OF REPORT

ARE THERE ANY IMPACTS
RELATING TO: Equality: Sustainability ]
(Refer to Section 4 for detail)

PREVIOUSLY CONSIDERED

BY:

Date:

Outcome:
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2.1

PURPOSE

The purpose of this report is to provide the Board of Directors with a summary of
key outputs, impact and associated highlights on the work of the combined
Communications and Engagement Team for quarter three (October to December
2022).

BACKGROUND

Patient and Public Engagement

A summary of our patient and public engagement activity for Q2. It includes
feedback from 46 engagement opportunities attended and information about our

patient surveys.

Based on survey responses:

. 89% were likely to recommend the service to friends and family, down
2% from Q2.

. 85% were very or fairly satisfied with the overall service they received,
down 2% from Q2.

. 93% agreed they were cared for with dignity, compassion and respect,

up very slightly by 0.2% from Q2.
Satisfaction with services dropped again as it did last quarter.

Patient and Public Panel

A summary of the Q3 activity for the PPP, including up-to-date figures for panel
recruitment and performance against objectives for the year. For example, this
quarter:

. 36 new expressions of interest

. 18 new panel members were confirmed and inducted to the trust

. 251 panel members in total

. Our youth representation is at 24% against a target for 22/23 of 25%

. Our diversity representation is at 15% against a target for 22/23 of 30%.

To assist with achieving the diversity target, we have produced new promotional
materials suitable to be placed in mosques and various flyers containing quotes
from diverse members as to why they joined the PPP.

Press and Public Relations

A summary of our media relations activity for Q3. This includes the number of
incident check calls and some highlights of the media relations work that has been
undertaken this quarter.

In Q3:
. 294 incident check calls were answered.
. 47 proactive web or media stories against our target of 16.



. 24 statements prepared in response to press enquiries - a 17% decrease
from Q2.

Most media coverage pieces in this quarter were in relation to the Manchester
Arena Inquiry, industrial action, ambulance waiting times and hospital handover
times. There was less in the way of general incident coverage and a hew focus on
service demand/pressures in the lead-up to the industrial action.

Social Media
An overview of social media engagement and growth in Q3. Including:

. Audience growth across all channels grew by 2%.

. 551 posts publishes across all channels

. 417,357 engagements — interactions with our content.

. Our engagement rate improved by 39%. According to social media industry

experts, the average engagement rate is less than 0.5% for Facebook, 2.5%
for Twitter and 1.5% for Instagram, making our current engagement rate of
4.8% very high.

FOI

An update on the FOI performance against the national target of 90% completion
within 20 days. 92 FOIs were completed in Q3, an decrease in responses of 10%
on the previous quarter, with performance exceeding target at 97%.

Stakeholder Engagement

A summary of stakeholder activity for Q2, including the number of MP letters written
and bulletins issued, along with any other activity. For example, this quarter
included:

. 10 MP letter responses

. 6 Parliamentary Questions responded to — Cumbria response times, GM
resources, Grange station, CFR defibs, Aintree handovers & forced entry
policy

. Facilitated x2 meetings with Tim Farron MP re. Grange station and 2x OSC
meetings — GM Combined and Cheshire West & Chester.

. Facilitated visit to EP for Raj Jain Cheshire & Mersey ICB.

. Mental health practitioner info for Amanda Pritchard.

. Specialist Stakeholder bulletins issued re. Arena inquiry, industrial action

and December Winter Watch.

Films
A summary of in-house videography activity. 16 films were completed this quarter,
the same as Q2 with a further 6 underway, including a number of first aid videos.

Internal Communications
Figures showing how many internal communication bulletins have been issued and
up-to-date statistics on the staff app. For example, in Q3:

. 7 CEO bulletins
. 14 Clinical bulletins



. 32 Operational bulletins

48 other bulletins including EOC, PTS and Communications bulletins together with
the Weekly Bulletin.

The staff app was downloaded 421 times.

Website and Green Room

A summary of statistics for our website, accessed by members of the public and
partner organisations. In Q3, the website was visited 220,262 times. Consistently
the most popular pages are the patient transport service (PTS), vacancies and
apprenticeships. Most people (89,820) found our website by searching on Google.

Visitors to the vacancies section of the website are up by 10% on Q2.
Focus on winter

Our winter communications plan launched during Q3. The main Every Second
Counts campaign has seen nearly 28,000 engagements (likes, comments, shares)
to date across social media with the Instagram video reel being the highest
performing reel to date at 69.7k plays.

Overall feedback from staff is that they feel their experience at work has been
heard and support the message to keep reminding the public that 999 is for life-
threatening calls only. Similarly, 111 staff have spoken out on the support shown
towards guiding the public to 111 online first instead of increasing demand to the
111 phone line. Public feedback is 95% in support of the message, showing a move
towards the behaviour change we are looking to achieve.

Focus on Manchester Arena Inquiry

At the beginning of November, Sir John Saunders published volume two of his
report in the Manchester Arena Inquiry, which looked at the response of the
emergency services response on the night of the terrorist bombing at the Arena on
22 May 2017. This had a large amount of national and regional interest for the
press and the public, and presented a significant reputational risk to the trust.

Detailed feedback was obtained from other blue light partners who had experienced
other large-scale public crises and this was used to develop bespoke
communication plans to support all aspects of our communications approach.

Working closely with the legal team, the comms team put plans into place well
before the publication date to ensure relevant people were informed of key
information, particularly our staff and those who were called as witnesses to give
evidence. As well as updates on progress, we provided practical guidance on
where to get mental health/wellbeing support, handling 'door stepping' reporters,
how to avoid upsetting stories by changing social media settings and more.

In relation to publication day, our communications actions ensured the trust board,
staff and stakeholders were kept up to date with the progress of the inquiry; staff



members and key witnesses affected by the incident were supported and kept
informed; the media, public, as well as the victims and their families, were provided
with a response to the findings, which showed contrition but also provided
reassurance that changes and improvements had already been put in place.

It was agreed to hold a joint blue light press conference on the day of publication
fronted by the NWAS Chief Executive Daren Mochrie, Greater Manchester Police
Chief Constable Stephen Watson, British Transport Police Chief Constable Lucy
D'Orsi and Greater Manchester Chief Fire Officer Dave Russel. Each person
delivered an opening statement and then took questions from the press. We also
agreed not to provide any other media opportunities in advance or immediately
post-publication.

Whilst we had information from our legal team and witness hearings on the likely
areas of criticism, we were not given access in advance of the publication date and
could only see the final report at the same as all other core participants, and this
happened just a few before it was released to the general public. All
communications, including the opening statement, were written in advance but
refined in the hours before publication by senior comms leads.

The comms team were assigned a range of actions on the day to deal with media
handling and monitoring. The team found 60 core pieces of negative media
coverage on the publication date, and reviewed social media commentary which
ranged in tone from negative to supportive.

The team will be prepared to support progress updates to the inquiry and for
additional media interest around anniversary dates in the future. In Q4 we will
undertake specialist training in rebuilding reputation after a crisis.

Focus on Industrial Action

A comprehensive set of media handling plans are being delivered in response to
industrial action as a result of NHS trade unions being in dispute with the
government over pay and conditions. The first of the plans was fully developed and
initiated within two weeks after we were notified of the first strike in December.

Our plans ensure we deliver our public warning and informing responsibilities under
the Civil Contingencies Act, maintain public trust and provide reassurance, and that
all stakeholders are fully briefed on our service provision throughout the period of
industrial action.

Specifically, concerning the first strike date on 21 December 2022, the
communications team:

o Developed three letters to NHS and domiciliary partners explaining how our
services would be affected to aid their planning.

e Prepared correspondence asking our blue light partners for potential mutual
aid.

e Issued two stakeholder briefings, both pre and post-strike day.

e Prepared nine internal bulletins to ensure staff we kept as informed as
possible about how industrial action would affect them whether they were
taking strike action or not.



o Distributed briefs through our PPP and local Healthwatch organisations.

e Published a dedicated page on our external website containing up-to-date
strike information and frequently asked questions.

e Issued a media release to the press containing our key public messages.

o Offered seven proactive regional broadcast opportunities with our area
directors and executive medical director, who were all supplied with
complete interview briefs.

We continue to work closely with NHSE and ICB comms partners to ensure a
coordinated approach that also ties in with Royal College of Nursing strikes taking
place at other NHS trusts in the north west.

This work continues into the new year and Q4 as the industrial dispute continues.

LEGAL, GOVERNANCE AND/OR RISK IMPLICATIONS (including consideration
of the Trust’s Risk Appetite Statement)

All of the trust’'s communication and engagement activities adhere to the following

legislation:
. Freedom of Information Act 2000
. Health and Social Care Act 2006 (to involve and consult with patients
and the public in the way it develops and designs services).
. Department of Health’s Code of Practice for promotion of NHS Services
2008.
. NHS England Patient and Public Participation Policy 2015 (listening to

and involving communities, their representatives and others, in the way
we plan and provide our services).

EQUALITY OR SUSTAINABILITY IMPACTS

All of the trust’'s communications and engagement activities seek to promote equality
and diversity and ensure information is accessible to all.

RECOMMENDATIONS

The Board of Directors is asked to note the attached dashboard and provide any
comments on its content or what they may wish to see on future dashboards.



Communications and Engagement Dashboard North West
Q32022/23 (October, November and December) Ambulance 5&2‘1:55

PATIENT AND PUBLICENGAGEMENT

46 events/engagement opportunities with groups including: A 25% 7v7) 19,334 1,596 v
e . . surveys surveys
The events/engagement opportunities included: Lancashire Carers [ cent 26% returned 28%

Forum, Gujrat Health Forum, Healthwatch Wirral, Healthwatch Sefton and

Furness Carers. Total events for the year to date = 85. In Q3 we saw a slight fall in overall return rate

(0.19%) compared to Q2, due to areductionin

Feedback themes: sympathetic support and high regard for ambulance surveys sent and the impact of postal strikes.

services. Ability to run ambulances during the fuel crisis’, opportunities to

access BSL interpreters when contacting 999, use/cost of third parties and were likely to recommend the \ 4
pressure ulcers training for staff queried. 89% service to friends and family 2%
The team hosted two Back to Basics community events in Trafford, 85%, ereveryor fairly satisfied with v
Greater Manchester and Blackburn, Lancashire. Over 110 individual the overall service theyreceived 2%
community member interactions found lack of awareness of 111 online, agreed they were cared for with A
PTS and language support for ethnic minority communities. 93% dignity, compassion and respect .2
The team's PTS dashboards were presented at bimonthly Level 2 meetings \ e
in relation to experience survey data and PTS-specific feedback from We see a continued drop in satisfaction across
events/engagement. one key measure: overall service received.

PATIENT AND PUBLIC PANEL (PPP)

36 hewexpressions ofinterest PERFORMANCE AGAINST OBJECTIVES

¢ Increasing youth representation —targetis to have 25% of the PPP
made up of young people (16-24 years old) by year end. The youth
element of the PPP (16-24) is currently 24%. We have been attending
various college and university fairs to promote the panel which has been
working well and seen a good increase in interest from young people.

e Ensuring we represent our diverse communities —target is to have
of members from ethnic minority communities. Currently, diverse 30%

18 newpanelmembers

251 totalpanelmembers A 9%

6 new requests for panel
involvement

structured and/or task o members account for 15%. We have produced new promotional

24 > 0% ers ac \ . .
orientated involvement materials suitable to be placed in mosques and various flyers containing
opportunities delivered quotes from diverse members as to why they joined the PPP.

¢ Areas of involvement include attendance at various learning forums,

NOTES . hospital handover improvement events, EDS2 grading event and
Panel members receive a weekly roundup feedback on PTS web pages.
newsletter showing how their involvement e We have told members how their feedback has supported the delivery of

has supported key projects. Colleagues are
reminded monthly of the benefits of panel
involvement in new initiatives in The Bulletin.

our ‘back to basics’ events and shared information about the use of
gender and non-gender-specific pronouns.

PRESS AND PATIENT/PUBLIC RELATIONS

294 incident checks handled V 12% 279 pieces of media coverage. 2v7°/
(4
24 statements in response to VY 17% 101  werereports ofincidents, including a
media enquiries ° mention of NWAS with details provided by our
press office about resources sent, number of
47  proactive stories, against our internal target of 16 patients and nature of injuries. This is considered ¥
(includes 33 web stories, 11 press releases and 3 neutral coverage as the story itselfabout an 68%
contributions to other organisations' releases). incident may be considered positive or negative,
but the information about NWAS is factual and
Topics include: neutralin tone.
¢ Award wins for communications and charity teams . . .
» Response to Manchester Arena Inquiry report 67 _ pieces were considered negative. These
« Appeal to public about pressures on 999/111 are stories which overall, reflect negatively on A
« King's Ambulance Medal for Salman Desai NWAS, but include a statement from us inresponse 9390y,
to a situation. Most pieces in this quarter were in
Most media coverage pieces in this quarter were in relation to the Manchester Arena Inquiry report.

relation to the Manchester Arena Inquiry, industrial action,
ambulance waiting times and hospital handover times.
There was less in the way of general incident coverage
and a new focus on service demand/pressures in the lead-
up to the industrial action.

NOTES

This is coverage available online and may not include all
mentions of NWAS in local publications or on broadcast
media outlets, although most broadcast outlets also
publish online stories which will be captured.



EXTERNAL HIGHLIGHTS

Campaigns

¢ We launched our Every Second Counts campaign in
early December as the main public-facing campaign
supporting the wider winter plan.

e The video reached 136,500 and had engagements of
19.5k on Facebook for the launch post.

e Thelnstagram video real has seen 69.7K plays reaching
61,677 accounts reached to date.

e Across all platforms, the campaign video and supporting
image assets have seen 27,867 engagements in total
and areach of212,698.

Festive film

e With both staff morale in mind and to reassure our
public over the festive period, we produced a Christmas
video that saw staff from all core services and
facilities/estates join in to sing, dance and wish our
communities a Merry Christmas.

e Thelyrics were changed to reflect high demand and to
reiterate what our PES, PTS and 111 services are for and
appropriate use of them.

e The video saw the highest engagement of any festive
video we've done in recent years —with 18k views on the
first Facebook post alone and 5,969 engagements

See the 'focus on' section for details of Manchester Arena
Inquiry and industrial action communications plans.

NHS 111 demand

We continued to support increasing 111 demand by working
closely with service leads and NHSE to share specific
messaging with the public. This included re-directing callers
to online, GP or pharmacy when we saw a surge in requests
for antibiotics due to Strep A worries and the ongoingissue
of calls for repeat prescriptions.

Your Call =summer edition
11 article stories released on social media
Finishingon 12,020 reads.

Top stories:
e Paramedic Paul's cycling accident
¢ EMD staff member poem to colleagues
e Abuse you can'tignore - Paramedic Tammy's story
¢ Dying matters - Michelle's story

Wellbeing podcast = Turn off the Blues
Two further podcasts have been recorded to
support staff wellbeing. They were on the
topics of:

e bowel cancer

* menopause

Total of 648 listens.

SOCIAL MEDIA - FACEBOOK, TWITTER AND INSTAGRAM

AUDIENCE
n 74,805 Facebooklikes
' 65,336 Twitter followers
16,682 |nstagram followers
Audience growth A 2%

€9 North West Ambulanc...

hu 11/3/2022 4:34 pm GMT

ﬁ Morth Weast Ambulanc...

&Y o022 332 m et g

WARNING - the content of this video A press conference has taken place
wers B This

anti-sacial behaviour has had a lastin...

istress some following the publication of the

Manchester Arena Inquiry report into...

manchester
€na
auiry
Engager.nent Rate (per 34.2% Engagm:mmt Rate (per 16.0%
Impression) Impression)

Top performing reel: Winter campaign film 69.7k views

CONTENT

ENGAGEMENT
551 posts published on all channels

6,190,713 impressions

417.357 engagements (comments,
’ likes, retweets, shares etc)

6.7% engagementrate A 39%

TOP

NOTES

'Impressions' means a post has
appeared on someone's social
media feed. It is the number of
times our content may have been
seen by a member of the public.

‘Engagements' is when someone
engages with our content eg clicks
alink, reacts to it by clicking 'like’,
or shares or retweetsiit.

‘Engagement rate' shows us the
number of interactions our content
receives per follower.

According to social media industry
experts, the average engagement
rate is less than 0.5% for
Facebook, 2.5% for Twitter and
1.5% for Instagram, making our
engagement extremely high.

'Reels' are short-form vertical
videos with editing tools and audio
tracks, they are ‘entertaining and
immersive'.

Whilst our published posts have been down in Q3 by 12% due to the blackout periods during the MAl and industrial strike
action, our engagements are strong increasing by 97.4%. Equally, our engagement rates have increased in Q3 t0 6.7%,
compared to 4.8% in Q2. This is due to savvy pre-planning posts/content around such events, using only strong, quality
content in advance and tailoring key winter and non-winter-related messages to suit our audiences' needs.

Engagement highlights have been warning and informing public notices about people posing as staff to ask for money, a
shout-out to staff working the extra hour (paired with great photography), our Christmas card singing video, dementia-
friendly ambulance story, EMA job alert, EMT job alert live chat, demand posts - all achieving over 5,000 engagements on a

post which is considered high performing.



FREEDOM OF INFORMATION (FOI) STAKEHOLDER COMMUNICATIONS

92 respondedto V¥ 10%

Sexual misconduct reports
Staff suicides and mental health absences

NOTES
97%  within 20 working days FOls: We have
0, . a statutory
95% YTD 20 working days duty to reply
Topics included: ;%sv(zlrskm;hm
¢ Long covid staff absence R
¢ Seriousincidents ys.
. L The national
¢ Deaths whilst waiting for an ambulance .
. target is 90%
e Cat 1responsetimes for this and we
¢ Overseas recruitment .
¢ Fleet profile sst in rl]ntternatl
« Bullvi h lai stretch targe
: ullying and harassment complaints of 95%.

10MPletters V 16%

Subjectsinclude: PTS, NHS pressures, property access,
school emergencies, recruitment.

Other stakeholder work includes:

¢ 6 Parliamentary Questions responded to —Cumbria
response times, GM resources, Grange station, CFR
defibs, Aintree handovers & forced entry policy

¢ Facilitated x2 meetings with Tim Farron MP re. Grange
station and 2x OSC meetings - GM Combined and
Cheshire West & Chester.

¢ Facilitated visit to EP for Raj Jain Cheshire & Mersey ICB.

¢ Mental health practitioner info for Amanda Pritchard.

¢ Specialist Stakeholder bulletins issued re. Arena inquiry,
industrial action and December Winter Watch.

Z%% 16 completed (16 in the
previous
u 6 underway quarter)

¢ Freedom to Speak Up

e Learnhow to Restart a heart (children and infants)
e First Aid: How to deal with burns and scalds

e Top tips on having a safe Halloween

¢ Reasons why we're getting our flu jab this winter

¢ PROMPT maternity training —a staff story

e Team Talk Live: November

e Every Second Counts

e Whatis social prescribing

¢ Christmas time is here

¢ Christmas messages from the CEO and Chair

¢ First Aid: How to puts someone in the recovery position
e First Aid: How to help someone having a seizure

¢ Alcohol and drug awareness

¢ Helping you when you need us the most

During this quarter, we shared:

CEO
bulletins

Operational
bulletins

14 Clinical 32

bulletins

7

Plus 48 others including weekly bulletins, HR,
communications, EOCand 111.

Topics included:
¢ Manchester Arena Inquiry
e Industrial Action
¢ NHS staff survey “

"@

Fluand COVID-19 vaccines

421 staff app downloads.

The increase in staff app downloads was a result of

a bulletin article on 22 November that advertised an
C\‘ app competition to win tickets to see Peter Kay.

The rostering and ESR tiles were the most viewed.

INTERNAL (STAFF) ACTIVITIES

Flu campaign

¢ Launched an eight-week campaign working with an
external design company to produce posters and
stickers.

e Shared key messages and stats about the vaccine and
produced a short film of staff getting the flu vaccine,
telling us the reasons why they were getting boosted.

e Achieved our target of offering 100% of staff a flu
vaccine.

NHS staff survey

e Worked with HR to encourage staff to complete the NHS
staff survey using a two-night getaway incentive.

e Shared key messages and evidence of how previous
survey results helped make improvements for staff.

e Featured winners of the incentives and asked them to
share their reasons for doing the survey.

Project support —New EPR

e Worked with the project team to support receiving
locations with communication and updated website
information for healthcare professionals.

e Ensuredkey updates, developments and delays were
communicated to staff via weekly regional bulletin and
Green Room information page.

Project support -iPads

e A series of communications have been issued to staff
and managers to ensure iPads are set up and ready for
the launch of the new EPR.

e Green Room page with FAQs updated.

Health and wellbeing

¢ Shared podcast episodes via our new health and

wellbeing newsletter and other digital platforms.

Star Awards
¢ Enteredthe CIPR Pride awards for last year's Super Star
Awards and won silver for the ‘best event'.
¢ Enhanced the sponsorship ahead of next event.
¢ Nominations opened for Star Awards 2023 with new and
improved categories.
Staff networks
e Supported the Race Equality Network's Black History
Month roadshow and shared key messages.
e Marked Remembrance Day by supporting the official
wreath laying at HQ and sharing photos.
¢ Worked closely with the Disability Network to share staff
stories focusing on their experiences and the
stereotypes/stigmas they have faced for Disability
History Month.
¢ Supported the launch of the Women’'s Network and
created a year-long plan for awareness days/events.
e Supported the LGBT Network with their external work
for World AIDS Day.
Community calendar
e Produced the 2023 calendar that includes various
religious celebrations and special inclusion dates.,
¢ Adigital copy is available online and printed copies were
sent to all trust sites. Additional copies have been
offered to our community contacts and stakeholders.
111
¢ |ssued winter edition of the 111 newsletter which
included positive staff news, working improvements and
celebrations for key events.
¢ Continued support with the rota review.



WEBSITE AND GREEN ROOM

visits in Q2- the number of times

220,262

’ people have visited our website A 18%
434,539 Page views - meaning for every visit, approx.

’ 2 pages are viewed
MOST VIEWED
Vacancies— 100,851 views A 10%
Patient Transport Service — 58,232 views V 9%
Apprenticeships - 18,998 views V 9%

Insight: Popular pages remain the same. Overall views of the
website increased due to the sharing of industrial action
related information.

ROUTEIN

Search (Google etc) — 89,820 visits
Social—-33,674 visits

Direct (typingin URL)-31,104 visits
Referral from another site — 4,975 visits
Email =5 visits

425.432 visits in Q2- the number of times people
’ have visited the Green Room
1.237.088 Pageviews - meaning every time someone
’ ’ visits, they view approx 3 pages
DEVICE

64,604 6,082

1,877
Desktop = Mobile |- Tablet

Insight: Tablet use has increased again, by 29% on the
previous quarter, indicating that trust-issue iPads are
changing the way users access the Green Room.

Top pages: managers on duty, current
vacancies, bulletins, HR Portal, library.

HIGHLIGHTS

Changes have been made to the managers' sign-on section,
to allow a quicker and easier way to sign on.

Manchester Arena Inquiry

At the beginning of November, Sir John Saunders published volume two of his report in the Manchester Arena Inquiry, which
looked at the response of the emergency services response on the night of the terrorist bombing at the Arena on 22 May
2017. This had a large amount of national and regional interest for the press and the public, and presented a significant

reputational risk to the trust.

Detailed feedback was obtained from other blue light partners who had experienced other large-scale public crises and this
was used to develop bespoke communication plans to support all aspects of our communications approach.

Working closely with the legal team, the comms team put plans into place well before the publication date to ensure relevant
people were informed of key information, particularly our staff and those who were called as witnesses to give evidence. As
well as updates on progress, we provided practical guidance on where to get mental health/wellbeing support, handling ‘door
stepping' reporters, how to avoid upsetting stories by changing social media settings and more.

Inrelation to publication day, our communications actions ensured the trust board, staff and stakeholders were kept up to
date with the progress of the inquiry; staff members and key witnesses affected by the incident were supported and kept
informed; the media, public, as well as the victims and their families, were provided with a response to the findings, which
showed contrition but also provided reassurance that changes and improvements had already been put in place.

It was agreed to hold a joint blue light press conference on the day of publication fronted by the NWAS Chief Executive Daren
Mochrie, Greater Manchester Police Chief Constable Stephen Watson, British Transport Police Chief Constable Lucy D'Orsi
and Greater Manchester Chief Fire Officer Dave Russel. Each person delivered an opening statement and then took questions
from the press. We also agreed not to provide any other media opportunities in advance orimmediately post-publication.

Whilst we had information from our legal team and witness hearings on the likely areas of criticism, we were not given access
in advance of the publication date and could only see the final report at the same as all other core participants, and this
happened just a few before it was released to the general public. All communications, including the opening statement, were
written in advance but refined in the hours before publication by senior comms leads.

The comms team were assigned a range of actions on the day to deal with media handling and monitoring. The team found 60
core pieces of negative media coverage on the publication date, and reviewed social media commentary which ranged in tone

from negative to supportive.

The team will be prepared to support progress updates to the inquiry and for additional media interest around anniversary
dates in the future. In Q4 we will undertake specialist training in rebuilding reputation after a crisis.



Winter comms plan

November saw the launch of our winter plan, including the
launch of our Every Second Counts campaign which helped
educate the public on when to call 999. We did this by
showing how the rising number of non-urgent calls can
block the line for emergency calls.

The campaign was launched on social media, radio, the
website, and through stakeholder briefings. We worked
closely with NHSE, ICBs, and NWAS service leads and staff
to ensure the tone and message were just right.

To ensure a consistent stream of messaging, we released
two radio adverts that echoed the key messagesin Every
Second Counts to run across four major radio stations in
the north west between November and Christmas.

Considering not all our communities will be digital focussed
we created and helped develop two winter guidance
leaflets. These were Winter Wise, a guide to self-care at
home, wellness and primary care services. Also 'We are
here for you this winter’ an NWAS service guide and
appropriate use of service for 999, 111 and PTS. These
were shared via PTS stations to go direct to patients and
public, via health watches, community groups and the
Patient and Public Panel.

We also re-launched our Winter Watch monthly newsletter
which looks at previous month statistics for PES, 111 and
PTS to show performance and pressures to our
stakeholders. These statistics also support our day-to-day
comms when we need to highlight demand data and
reasons across our social media.

The main Every Second Counts campaign has seen nearly
28,000 engagements (likes, comments, shares) to date
across social media with the Instagram video reel being the
highest performing reel to date at 69.7k plays.

Overall feedback from staff is that they feel their
experience at work has been heard and support the
message to keep reminding the public that 999 is for life-
threatening calls only. Similarly, 111 staff have spoken out
on the support shown towards guiding the publicto 111
online first instead of increasing demand to the 111 phone
line. Public feedback is 95% in support of the message,
showing a move towards the behaviour change we are
looking to achieve.

COMING SOON

In our next report, we'll share updates on:

Industrial action

A comprehensive set of media handling plans are being
delivered in response to industrial action as a result of
NHS trade unions being in dispute with the government
over pay and conditions. The first of the plans was fully
developed and initiated within two weeks after we were
notified of the first strike in December.

Our plans ensure we deliver our public warning and
informing responsibilities under the Civil Contingencies
Act, maintain public trust and provide reassurance, and
that all stakeholders are fully briefed on our service
provision throughout the period of industrial action.

Specifically, concerning the first strike date on 21
December 2022, the communications team:

¢ Developed three letters to NHS and domiciliary
partners explaining how our services would be
affected to aid their planning.

e Prepared correspondence asking our blue light
partners for potential mutual aid.

¢ Issued two stakeholder briefings, both pre and post-
strike day.

¢ Prepared nine internal bulletins to ensure staff we
kept as informed as possible about how industrial
action would affect them whether they were taking
strike action or not.

¢ Distributed briefs through our PPP and local
Healthwatch organisations.

¢ Published a dedicated page on our external website
containing up-to-date strike information and
frequently asked questions.

* |ssued a mediarelease to the press containing our key
public messages.

¢ Offered seven proactive regional broadcast
opportunities with our area directors and executive
medical director, who were all supplied with complete
interview briefs.

We continue to work closely with NHSE and ICB comms
partners to ensure a coordinated approach that also ties
in with Royal College of Nursing strikes taking place at
other NHS trusts in the north west.

This work continues into the new year and Q4 as the
industrial dispute continues.

¢ New series of Ambulance: filming to start in Lancashire in January 2023 and Greater Manchester in March 2023.
e Accessibility improvements, including easy-read document creation and ensuring compliance on our digital channels.
¢ Focus on reputation building with team development opportunities and a focus on community engagement with further

'‘back to basics' events to be delivered.

e Supporting staff networks with LGBT history month celebrations.

¢ International paramedic recruitment.
¢ NHS 75th anniversary celebrations.

communications@nwas.nhs.uk @a
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PURPOSE OF PAPER: For Assurance

EXECUTIVE SUMMARY: The purpose of this report is to inform the Board of Directors
of the progress being made in relation to stakeholder

engagement across the trust areas.

e The ICB priorities/ objectives
Managing external stakeholder relationships since
the start of the ICBs in July 2022, and the priorities
of the ICBs

e Internal work with directorates in all areas, in
particular Service Delivery to build the capability,
capacity and competence of managers in work with
partners

¢ Relationship maturity exercise conducted externally
as well as meeting mapping exercise internally.

e The work around service developments and the
design, development and implementation of the
Knowledge Vault across the trust

e Building on the momentum into 2023/24

RECOMMENDATIONS: The Board of Directors are recommended to:

o Note the contents of this report

CONSIDERATION OF THE
TRUST’S RISK APPETITE
STATEMENT

(DECISION PAPERS ONLY)

The Trust’'s Risk Appetite Statement has been considered
as part of the paper decision making process:

Financial/ VM

] Compliance/ Regulatory

[J Quality Outcomes

Innovation

[J Reputation

INCLUDE CONSIDERATION OF RISK APPETITE STATEMENT AT SECTION 3 OF REPORT

ARE THERE ANY IMPACTS

RELATING TO: Equality: ] Sustainability (]

(Refer to Section 4 for detail)
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Date:
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PURPOSE

The purpose of this report is to inform the Board of Directors of the progress being
made in relation to stakeholder engagement across the trust areas.

BACKGROUND

Our stakeholders and healthcare partners previously expressed a view that our
external engagement and relationships could be better, that we needed to be more
engaged and have the right representation at external meetings to support joint
working.

The implementation of the new Health & Social Care Act provided the opportunity to
reset and re-establish engagement and collaboration across the system with partners
and stakeholders.

As part of this new way of working, an emphasis was placed on how we improve:

Our relationships with partners and stakeholders

e The capacity, capability and competence around our external engagement, by
ensuring the right person, giving the right message, at the right meeting

¢ Our management of information and intelligence.

¢ Our internal communications with managers around key topics and service
lines

The partnership and integration structure was fully in place by September 2021, and
the team of partnerships and integration managers (PIMs) set up to meet the new
challenging external environment.

The team works to the partnership principles as set out below:

¢ Direction — we will collaboratively agree priorities for partnership working
based on shared challenges and opportunities, and clearly articulate our
‘offer’ to the system.

¢ Intelligence — we will utilise our data and insight to identify inequalities,
influence improvements and measure success.

e Accountability — we will ensure our leaders are equipped with the skills and
knowledge to confidently engage and collaborate with our partners and follow
through on commitments.

e Consistency — we will provide consistent communication and representation
to ensure our leaders are engaged at the right levels.

The key objective for the team is to ensure that the trust is connected to external
partners that allows honest, open dialogue and debate and a working together
approach to help deliver services in a better joined up way.

The intention in this report is to give an overview of the progress of the team and how
they continue to make a difference to the way the trust works.



THE ICBs

The new NHS structures have meant the Integrated Care Systems (ICS) have
replaced the previous Clinical Commissioning Groups from July 2022. There are three
main ICS areas in the North West as well as an additional two which cover the North
Cumbria and Glossop areas, namely North East & North Cumbria and Derbyshire
ICSs.

Work has been ongoing across all Integrated Care Boards (ICBs) prior to July 2022.
All ICB areas have now recruited fully to their executive board and all committees
established.

The ICBs overarching priorities have been set and these are:

e improving outcomes in population health and health care.

o tackling inequalities in outcomes, experience and access.

e enhancing productivity and value for money.

o helping the NHS to support broader social and economic development.

Each ICB has prepared a full or interim strategy on how it intends to operate and work
in each of their systems.

The ICB objectives based on the interim or full strategies are as follows:

ICB Area Objectives
Lancashire & Starting well
South e Supporting children and their families in the first 1000
Cumbria days of a child’s life
Living well
e Supporting people into employment and staying in
work

e Large scale organisations’ role in social and economic
development
e Preventing ill health and tackling health inequalities

Ageing well
e High quality care that supports people to stay well in
their own home

Dying well:
e Supporting people to choose their preferred place of
death and that they and their families receive holistic

support
Greater e Opportunity to live a good life
Manchester e Experience high quality care and support where and

when they need it

e Improved health and wellbeing

¢ Making a difference now and for the future by working
together




Cheshire & e Give every child the best start in life

Merseyside e Enable all children, young people and adults to maximise
their capabilities and have control over their lives

¢ Create fair employment and good work for all

e Ensure a healthy standard of living for all

e Create and develop healthy and sustainable places and
communities

e Strengthen the role and impact of ill health prevention

e Tackle racism, discrimination and their outcomes

Pursue environmental sustainability and health equity

together.

North East &

e Longer, healthier lives
North e Fairer Outcomes
Cumbria e Best start in life
e Improving health & care services
Derbyshire e Prevent physical and mental ill health and help people to

make better lifestyle choices

e Ensure services are tailored and targeted to people and
their communities

e Make it easy for people to get the right care, when they
need it, in the right place for them

¢ Health and social care need to work seamlessly

e Make organisations as efficient as possible

The trust is working proactively across each ICB area to ensure engagement is taking
place.

EXTERNAL ENGAGEMENT

It has taken time to put processes and systems in place to ensure that external
engagement with stakeholders is managed effectively and consistently across the
areas. Previous arrangements were unstructured and ad-hoc.

It has been important to put in place a system of engagement to ensure that the
external representation is both appropriate and adds value to the way the trust works.

A number of important things needed to be put in place for the trust to move forward
into the new NHS structures externally.

A relationship maturity assessment was completed in the early 2022/23 with
external stakeholders to gain a view of how our external engagement was perceived
and how we could potentially put improvements in place.

The expectation is that this will be repeated with partners in mid to late 2023 to gain a
view on how things have progressed.

An external engagement mapping exercise was conducted across all directorates
to map our external meetings in terms of when, how often, and who was representing
the trust.

This has now been completed and a review of all external meetings has taken place
with Area Directors (AD) and Heads of Service (HoS) to identify which meetings the
trust needs attendance at, at an appropriate seniority level, to ensure that we get value
from attending meetings.



Key meetings across the ICBs have been identified, and there is appropriate executive
/ senior attendance at these meetings. Below is a sample of the meetings across the
areas where the trust are either invited or members.

Chairs meeting

ICB Boards — (observing only)
System Finance Group
Monthly Financial Review
People Board

System Executive

Joint Provider Collaboratives
Leadership Board

Strategic Advisory Group
UEC Board

Provider Federation Board

A further set of meetings have been identified with Area Directors, which will be
attended by senior managers in their respective areas. There have also been a
number of new things introduced which will ensure that the support for managers is
available to build on their capability, capacity and competence for consistent external
engagement.

In order to support this external engagement, NWAS Link provides narrative around
the ask / offer; the latest intelligence and data available to/from ICBs, and helps with
consistency of message across the areas. The PIMs are working closely with Service
Delivery to ensure that managers received as much timely and appropriate information
as is possible.

Feedback received from managers shows the NWAS Link is an effective means of
keeping managers updated on the key areas of our work, and it ensures that they all
have the same message, at the same time.

NWAS Link topics have included Hospital Handover, digital improvements, system
control centres and 111, NWAS Link shown below:

[NV |
North West
Ambulance Service

NWAS Link I Handover Special Edition
Cheshire an i

On 18 October 2022 NHS England wrote to allIntegrate
Trust Executives. GP practices and Pr
w

« A community-based falls response for people who have fallen at home,
Includs should be in place by 31 December 2022

o
t chinical sk s appropriatoly
poriods of surge

nsistent implementation and appication of the AACE Falls

systomic and emergont lssues
delays and other perdormance,

» Oyn 1ging chalenges and mutual aid
« Efficiont flows of information

The PIMs are providing a single point of contact in their areas for external partners to
engage. A key role for them is ensuring they:



Observe - Find out what’s going on externally and how it affects the trust

Connect - Connect the right people externally to the teams / managers internally
Monitor - initially monitor and be part of the discussions and dialogue between
partners and the trust

Withdraw - once the relationships are established and work priorities/ joint working
agreed, then after a period of time, but still having an awareness and understanding
of what is going on. Some examples are shown below:

Liverpool University Hospital service delivery changes where
Foundation Trust intensive work has taken place to model
the changes, discuss the outputs and put
in place an agreement on a way forward
with Service Delivery.

NHS Pathways roll out supported the successful roll out across
the trust, including detailed engagement
at an ICS level, as well as providing
lessons learned document to Contact
Centres following the implementation
North Mersey Coordinated trust involvement both
internally and externally. Participated in
a lessons learned session with the ICB
and ensured that the trust were
sufficiently represented by the required
directorates

Lancashire & South Cumbria Stroke | helped an initial case for change which

reconfiguration secured funding to support NWAS
resource requirements
Community Diagnostic centres Coordinated with PTS and Finance to

submit impact and financial assessment
over three years

In resetting how external engagement should work, it is important to recognise a
process is in place for horizon scanning and quickly translating and disseminating
regional and national documents into an easily readable format with the potential
implications for the trust, previously having provided consultation feedback regarding:

North East and North Cumbria ICB Engagement and Involvement Strategy
Cumbria Fire & Rescue Service Governance Proposal

Lancashire & South Cumbria Health Infrastructure

Strategy GM ICS Strategy Development: Our vision, Shared Outcomes and
Commitments

¢ Cheshire & Mersey Prevention Pledge

and more recently for example the Operational Planning Guidance; Joint Forward
Plan; and CQUIN 2023/24 documents that came through on 23 December and were
summarised and disseminated quickly in early January 2023

Currently the interim strategy for ICPs is becoming available and it's important that we
look at what this means for each area of the trust. To see where the linkages are and
where joint work can take place, and where it impacts on our internal strategies going
forward. This will be picked up by the team this month.

The improvement in relationships has primarily take place due to the PIMs being
exposed to the wider health partners, by being the face of the trust in most external
forums, and connecting with the senior team in their respective ICBs, and by being
trusted by external partners.



It has been important for them to make the connections early before the formal
structures were in place and to feed this back internally to the senior teams in the
areas. This is something that will continue as ICBs and ICPs look to embed further
and make a positive progress and change with the priorities, workstreams and plans
they have.

One of the key strengths of the new team has been the relative consistency across
the areas in external engagement, the team have sought to expose themselves to
areas not normally associated with an Ambulance Service, in terms of giving views on
ICB plans, priorities and workstreams, as well as working with consultation responses
to NHSE and AACE, in a partnership way that promotes working together and a
collaborative approach.

External engagement will continue with partners as systems are further embedded
and priorities are worked on.

In Cheshire and Merseyside area, the PIM has worked closely with external partners
and ICS colleagues and submitted a successful application for the trust to be awarded
the Social Value Award. The Social Value Awards highlight the positive impact public
sector organisations have in the areas and communities in which they work.
Achievement of the award cements our efforts to collaborate and work in partnership
with complementary organisations to deliver enhanced services for our patients.

INTERNAL ENGAGEMENT & PROCESSES

As well as impacting external engagement it has been important to ensure that the
internal engagement is on a similar footing.

The introduction of the executive led information sharing meetings in each area,
by the ICS lead execs, along with AD, HoS, Consultant Paramedic and the PIMs has
ensured that early intelligence, information and data is shared across the key people
in each area.

Early information has enabled positions to be thought through and plans to be put in
place for things coming to the trust. This is working well in each area at the moment,
but as time progresses will need refining to ensure that we continue to make progress
on things.

A critical component of external engagement has to be the recording of discussions,
information and actions at external meetings. Therefore, a significant part of our
improvements in external engagement has been the introduction of a Knowledge
Vault across the trust to ensure discussions, dialogue and decision are noted and
progressed.

It has taken a significant amount of time and resource investment to build the KV into
something that allows us to manage, monitor and progress external actions as well as
allowing users the facility to quickly be briefed on the background to developments
and meetings.

The KV allows managers to access the latest intelligence, information and data. As
well as actions for meetings, allowing them to be better prepared.

Prior to the KV, external meeting notes were generally not recorded or available in a
quick or effective manner, resulting in managers being ill-prepared for meetings or
able to report progress. The KV allows the trust to be proactive in engagement.



The team have put in place a comprehensive familiarisation, awareness and support
package. The PIMs and Area Directors are taking steps to ensure take up and usage
continues to increase in all the areas.

The recruitment of a KV administrator has allowed for improvements, both from user
feedback and technical changes to be put in place quickly and efficiently, as well as
providing management information and progress chasing of actions across the trust.
This has enabled the trust to gain momentum in its external relationships.

In terms of take up and usage of the KV since its start in April 2022, we currently have:

Narrative Number
Number of accounts requested by 154
managers

Number of documents uploaded 282
Number of meeting notes uploaded 137
CAM Accounts 24

GM Accounts 35

CAL accounts 34

This is a good starting point for the KV in terms of access as well as uploads of
documents and meeting notes, work ongoing in the areas will help build on this, work
will continue through the team and areas to ensure this improvement continues
through the remainder of 2022/23 and into the next year.

CAPACITY, CAPABILITY AND COMPETENCE

One of the key objectives has been to build the capacity, capability and competence
of the trust in external engagement, to ensure anyone engaged in discussions or
decision making externally has the capability and competence to speak about the
services, the ask, and the offer of the trust.

The team have also been actively involved in:

Hewitt Call for The call for evidence by the Rt Hon Patricia Hewitt, in

Evidence order to enable ICSs to succeed — The team coordinated
responses from the trust and responded via AACE to the
DHSC.

Responses to from ICBs, AACE and the regional NHSE team

consultations

NHSE Stocktake to feedback views on how ICS development has taken

Interviews place as well as how relationships should work going
forward.

ICS Roadshows Roadshows in the North West with Policy Projects to
provide insight into how the developments are working
for the trust and how things could be improved.

The team also have input to Level 3 meetings with senior managers allowing a
consistent singular message across the areas, as well as allowing the flexibility to
share information with Sector Managers on developments across the region.
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The team have been proactive in meetings with Service Delivery to share external
information and intelligence to ensure managers are fully aware of the priorities and
workstreams that ICB partners are working towards.

All the PIMs are actively engaged at the system development meetings with the senior
management team in each area (Area Director; Head of Service; and Consultant
Paramedic) to ensure that all key meetings within the area are covered at the
appropriate seniority level as well as sharing information, intelligence, data and the
latest horizon scanning to ensure a singular voice and consistency of narrative and
understanding.

The team has also supported the development of the trusts “System Leadership”
module as well as input to the CMI Level 5 managerial development programme
around managing stakeholder relationships effectively.

As previously stated, NWAS Link provides key information for managers on the work
the trust is involved in across local and regional and initiatives. This allows for a
singular message to be conveyed regardless of area differences.

It was important that as ICBs took shape that we put together System Profiles for each
of the systems to show what the main challenges were in each area, including the
priorities and key personnel. This has helped managers know the their areas in detalil
and what the priorities and challenges are.

Work around ensuring external engagement competence will continue throughout the
areas into 2023/24.

LOOKING FORWARD

As the external partners, both locally and regionally become aware of the work being
done, the trust continues to receive more invites to system led initiatives across the
areas, as well as ICB workstreams and priorities.

Feedback from partners has shown that the trust is on a much better footing in its
relationship management with partners, with many stating the good work being done
by the PIMs as well as managers within the trust.

Going forward it will be important to ensure that we select the areas that will give us a
return on the time investment and which align to our strategy and forward plan on
delivery of services.

A number of Ambulance Services have also expressed interest in the KV as a means
of capturing stakeholder discussions and actions. At this moment this has not been
progressed further, due to the development work needed to improve the KV and to
ensure usage across all areas.

It will continue to be important to build on the momentum that has been achieved so
far both internally, and externally with partner organisations and to continue building
on the relationships with key personnel in each ICB area.

It is also essential that the trust supports the external facing work as the right course
to deliver partnership arrangements and working together with stakeholders in
delivering as we go into 2023/24.

The team will continue to work with directorates to ensure managers in all areas are
at the same level in terms of confidence, competence, and capability to manage
external relationships and deliver on the priorities of the trust and its partners.

11



10.

The team are becoming increasingly effective and maturing into the new structures
both internally and externally, and more involved the workstreams and priorities of the
ICBs.

LEGAL, GOVERNANCE AND/OR RISK IMPLICATIONS (including consideration
of the Trust’s Risk Appetite Statement)

There are no legal or governance implications.

In terms of risk implications, as highlighted on the cover sheet, stakeholder
engagement features on Business Assurance Framework Strategic Risk, numbers 07
and 08. Mitigations are in place to minimise the risk, with systems and processes in
place throughout 2022/23 enabling the risk score to be reduced.

EQUALITY OR SUSTAINABILITY IMPACTS

There are no equality or sustainability impacts

RECOMMENDATIONS

The Board of Directors are recommended to:

¢ Note the contents of this report
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