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Minute Ref:

Opening remarks

The Chair offered his heartfelt condolences to all impacted by the recent
tragedy in Cheshire and Mersey. He recognised the pain of all people involved
and thanked NWAS crews and emergency responders who dealt with the
scene.

The Chief Executive stated he was extremely proud of the trust and the police
response to the major incident and added that he had spent the day in
Southport speaking with crews who had responded to the major incident.

He advised that he had met senior political and local leaders and visited staff
who had dealt with the 999 calls and dispatch of NWAS resources. He stated
that staff and commanders had undoubtedly saved lives.

He reflected on the overnight public disorder in the Southport area and that
NWAS had supported the police and emergency colleagues, with a number of
officers injured. He confirmed he had reached out to the Chief Constable to
offer support.




BOD/2425/43

Finally, he advised the trust would support NWAS operations and crews with
specialist occupational health support, with a multi-agency debrief to establish
any lessons to be learnt. He gave his condolences to all involved, particularly
the families of the victims.

Staff Story

The Deputy Chief Executive introduced the staff story featured Acting Senior
Paramedic Team Leader (SPTL) Dean Cooper who took part in an initiative
with Macclesfield Hospital, the HALO Project.

The HALO Project involved looking at how the traditional role of the Ambulance
Liaison Officer (ALO) at hospitals could be improved.

The story highlighted Dean'’s role as an operational ALO based at Macclesfield
Hospital, whilst also being available to respond to category one calls if
required. He embedded himself in the A&E environment, attended meetings,
shared information on how NWAS worked and suggested improvements to
working practices, including effective cohorting, to enable NWAS crews to be
released back onto the road, when clinically appropriate.

The HALO Project resulted in 143 staff hours being saved from waiting at
Macclesfield Hospital due to cohorting patients, compared to 38 hours the
previous year, with improvement to the collation of data on handover times.
The project facilitated improved engagement between the hospital and the
trust. The Board noted that the lessons learnt were being shared with Leighton
Hospital to make similar improvements.

Mr D Whatley queried if a similar approach was being taken across other sites
of the trust. The Deputy Chief Executive advised the work was specific to
Macclesfield with the further work ongoing to deal with hospital handover
delays to be discussed further in the meeting.

Dr A Chambers referred to the hospital handover collaborative work which had
discontinued and queried the next phase of work to improve hospital handover
times. Dr M Power updated the Board on the work ongoing with the region’s
integrated care boards and the different levels of working arrangements in
place across the wider health care system.

She highlighted the significance of effective system working and the variances
across the region.

The Chair acknowledged the significance of effective leadership and
relationships within partnering organisations.

The Board:

X Noted the content of the story.
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BOD/2425/048

BOD/2425/049

BOD/2425/050

Apologies for Absence

Apologies were received from Dr C Grant, Medical Director, Mrs C Butterworth,
Non-Executive Director and Mr D Ainsworth, Director of Operations.

Declarations of Interest
There were no declarations of interest to note.

Minutes of the Previous Meeting

The minutes of the previous meeting, held on 29" May 2024 were agreed to
be a true and accurate record of the meeting.

The Board:

X Approved the minutes of the meeting held on 29™" May 2024.
Board Action Log
The Board noted the updates to the action log.
Committee Attendance
The Board noted the Committee Attendance.
Register of Interest
The Board noted the Register of Interest presented for information.
Chair & Non-Executives’ Update
The Chair provided an update on system working and regional meetings in the
three areas within the region. He referred to the difficult financial situation for
the north west.
He referred to a recent visit to North Cumbria ambulance stations, where he
had received feedback regarding the trust's Senior Leadership Review and
observed good leadership and staff teams. He also referred to a recent
apprenticeship event and excellent feedback from NWAS apprentices.

The Board:

x Noted the Chair and Non-Executives’ Update.
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Chief Executive’'s Report

The Chief Executive presented the Chief Executive’s report and updated the
board members on activity since the last meeting.

He advised of good performance operationally and noted recent appointments
to the post of Area Director for Greater Manchester and Director of Operations.

He referred to the recent General Election and the change in some MPs across
the region. He noted a meeting with the new Health Minister.

He recognised a Research Award in memory of the late Betty Pennington and
noted various PRIDE and disability events and meetings with north west
executive networks.

In terms of Race Equality, he noted a recent successful event and good debate
on the issues to tackle racism in the ambulance service.

Finally, he recognised a successful NHS Health and Social Care
Apprenticeship Awards and thanked the Director of People and her team for
their hard work.

The Director of People advised that the NWAS apprenticeship scheme had
ranked 21 out of 100 NHS organisations and the Chair praised the teams on
their hard work and the excellent achievement for the Trust.

The Board:
x Noted the content of the Chief Executive’s Update.
People Strategy Refresh

The Director of People presented the Trust People Strategy. She reported
that a refresh of the Trust Strategy, undertaken at the end of 2023/24, identified
three key areas of focus in the strategy for 2024/25.

1. Urgent and Emergency Care recovery
2. Freedom to Speak Up
3. Ambulance Service Culture, with a particular focus on sexual safety.

She advised the recommendations to emphasise FTSU and Ambulance
Service Culture directly impact the People Strategy and the refresh was
expedited to ensure prompt alignment and focus. She added that the findings
of the National Ambulance Service Culture review had been considered.

She provided an overview of the proposed changes in s2.4 of the report and
confirmed that action plans were in place with progress and assurance to be
reported to the Trust Management Committee (TMC), Resources Committee
and Board of Directors where appropriate.
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Dr D Hanley confirmed the Resources Committee non-executive members
had met informally and supported the refresh of the strategy.

The Chair referred to the EDI priorities and queried if the refresh proposals
had been discussed by the staff networks. The Director of People confirmed
the refresh had not been consulted with the network, however the EDI priorities
had been discussed with the network.

Prof A Esmail welcomed the approach to the refresh and the accessibility of
the document.

The Board noted the excellent work of the Communications Department to
produce the trust’s strategy documents.

The Board:

x Approved the changes to the People Strategy outlined in s2.4.
X Noted the strategic planning team would be working with each Strategy
lead to refresh the Strategic roadmaps.

Board Assurance Framework Q1 2024/25

The Director of Corporate Affairs presented the Board Assurance Framework
Q1 2024/25 position. She advised that as part of the review, the Trust
Management Committee proposed the following Q1 changes:

X Increase of SR08 from 15 to 20.

Dr D Hanley recognised the completion date of improvement work to critical
systems as September 2025. The Director of Quality, Innovation and
Improvement confirmed work would be phased and could be finally completed
by September 2025. She confirmed the nature of the risk and expected the
risk score to vary throughout the year.

Dr D Hanley welcomed further discussion on the timescales at the next
Resources Committee.

The Chair confirmed shortlisting had been undertaken to appoint an Associate
Non-Executive Director to specialise in digital and would provide further
expertise to the board in terms of seeking assurance, particularly in relation to
cyber security.

The Board:

x Approved the Q1 2024/25 position of the Board Assurance
Framework
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Amendment to Board Standing Orders

The Director of Corporate Affairs presented an amendment to the Board
Standing Orders.

She reported that the Director of Operations commenced on 1% July 2024, and
therefore the composition and voting rights of the Board of Directors had been
updated to reflect these changes within the Standing Orders.

She noted s2 of the report detailed the amendments, for approval by the Board
of Directors.

The Board:
X Approved the changes to the Board Standing Orders.
Board Development Programme 2024/25

The Director of Corporate Affairs presented the Board Development
Programme for 2024/25. She provided an overview of the work undertaken to
produce the programme and the items scheduled for 2024/25, detailed in s2
of the report.

Dr D Whatley referred to the issue of artificial intelligence and future discussion
either at Resources Committee or a Board Development session in the future.
The Director of Quality, Innovation and Improvement agreed to consider
options for a future board discussion on this.

The Deputy Chief Executive referred to the strategy development discussions
required by Board, with scheduling to be considered alongside the Board
Development programme.
The Board:

X Noted the proposed Board Development Programme for 2024/25.

Policy on Anti -Fraud, Bribery and Corruption

The Director of Finance presented the Policy on Anti-Fraud, Bribery and
Corruption.

She reported the policy had been jointly reviewed and updated by the Anti-
Fraud Specialist and the Deputy Director of Finance. She noted the updates
included a clear definition of roles and responsibilities, to provide clarity for all
relevant parties. She confirmed the Equality Impact Assessment (EIA) was
included with the policy.

Mr D Whatley confirmed the Audit Committee supported the updated policy.

The Board:




BOD/2425/057

X Noted the updated policy and confirmed approval of the Policy on Anti-
Fraud, Bribery and Corruption.

EPRR Assurance Report

The Deputy Chief Executive presented an EPRR Assurance Report. He
provided an overview of the key progress made against the EPRR core
standard requirements.

He referred to the actions in place to improve the position in terms of Joint
Emergency Service Interoperability Programme (JESIP) training and the
contributory factors, impacting on the attendance rates.

He advised the trust were currently achieving 87% compliance against the core
standards, with some standards unlikely to be achieved due to resourcing, with
discussions ongoing with commissioners.

In terms of Local Health Resilience Partnerships attendance, he noted that
some delegation had been given for other attendees to attend on behalf of the
trust, to improve the position.

Dr A Chambers felt assured that the trust had made good progress.

Mr D Whatley referred to peer assessment and queried the process for
validation of the trust’s self-assessment. The Deputy Chief Executive noted
plans for an external peer assessment with a deep dive into cyber threats to
be carried out internally.

Prof A Esmail praised the team on the work undertaken to improve the
position.

Dr D Hanley referred to the progress however noted his disappointment in
relation to training performance. The Director of People confirmed the trust
had set a mandatory training compliance of 85% and referred to the plans to
achieve the EPRR training standard of 90%.

The Chief Executive referred to the challenges of training course attendance,
across fire, ambulance and police services however recognised the work
required to improve the position.

The Deputy Chief Executive confirmed work was being undertaken to track
individual members of staff who had not attended training courses. In addition
to accessibility to documentation to ensure senior managers can monitor the
position, to support improvement of the commander training position.

The Chair noted the additional resource allocated to the EPRR team, however
noted the need for future reports to be clearer in terms of the compliance detail
to provide more robust assurance. He offered to have a discussion outside of
the meeting to discuss the requirements in more detail.
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The Board:

X Noted the assurances provided.
x Further discussion to be held on the content of future EPRR assurance
reports, to provide more robust assurance in terms of compliance.

Health, Safety, Security and Fire Annual Report 2023/24

The Director of Quality, Innovation and Improvement presented a Health,
Safety, Security and Fire Annual Report for 2023/24. She provided an
overview of the report and highlighted key areas which included Health and
Safety Executive compliance.

She noted the change in the management of serious incidents and health and
safety arrangements from 15 April 2024/25.

Mr D Whatley clarified health and safety meeting governance arrangements.
The Director of Quality, Innovation and Improvement confirmed the meetings
in place and the new violence and aggression prevention assurance
arrangements.

Dr D Hanley referred to the targets set in relation to violence prevention and
reduction standards. The Director of Quality, Innovation and Improvement
noted the challenges related to the disperse nature of the ambulance service,
however confirmed the work undergoing to improve the position.

It was agreed that an assurance report would be presented to the Resources
Committee in relation to the violence reduction and prevention standards.

The Board

x Noted the content of the Health, Safety, Security and Fire Annual
Report 2023/24.

Safeguarding Annual Report 2023/24

The Director of Quality, Innovation and Improvement presented the
Safeguarding Annual Report for 2023/24. She provided an overview of the
report and highlighted the work undertaken in the year.

She noted the reconfiguration of the integrated system safeguarding boards
and the work by the team to liaise with the areas in the region. She referred
to the oversight and monitoring systems in place and the assurance framework
detailed at s11 in the report.

She advised of plans to move to a digital referral system and a training needs
analysis review which recognised good training compliance.

The Director of Corporate Affairs referred to the Fuller Inquiry and queried the
assurance requirements for the trust in relation to safeguarding and clinical
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operations. The Director of Quality, Innovation and Improvement agreed to
consider and report to the Quality and Performance Committee.

Prof A Esmail confirmed Quality and Performance Committee had reviewed
the report and noted the referral process and learning for the trust. The
Director of Quality, Innovation and Improvement outlined the referral process
in relation to identifying early learning.

Mr D Whatley referred to the assurance provided and welcomed a discussion
with the Director of Quality, Innovation and Improvement in relation to the
scheduling of external and internal audits of safeguarding.

The Chair queried assurance processes in relation to private providers. The
Deputy Chief Executive provided an overview of the arrangements in place.

The Chair and non-executives praised the work undertaken by the trust and
the work of the team in relation to referrals.

The Board noted the following actions:

x The Director of Quality, Innovation and Improvement to consider the
recommendations from the Fuller Inquiry and assess whether trust
safeguarding processes, clinical practice processes and policies
required review.

X Mr D Whatley to discuss external and internal audit scheduling of
safeguarding with the Director of Quality, Innovation and Improvement.

SIRO Annual Report 2023/24

The Director of Quality, Innovation and Improvement presented the SIRO
Annual Report for 2023/24 and noted the cyber assurance processes and
DSPT challenges.

Mr D Whatley confirmed the Audit Committee supported the report at the
meeting on 19" July 2024 and noted the discussions held in relation to DSPT

compliance and effectiveness of the monitoring arrangements in place.

The Director of People advised of changes made to the mandatory training
process to improve compliance against training modules.

X Noted the content of the SIRO report 2023/24.

Audit Committee 3A Report

Mr D Whatley presented the Audit Committee 3A reports for the meetings held
on 19" June 2024 and 19™ July 2024.

The Board:

X Noted the content of the Audit Committee 3A reports.
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Trust Management Committee 3A Report

The Chief Executive presented the Trust Management Committee 3A reports
from the meetings held on 19" June and 17" July 2024.

He referred to the alert items and noted further discussion in relation to
resources would be held in the Board of Directors Part 2 meeting.

The Board:

X Noted the content of the Trust Management Committee 3A reports.
Integrated Performance Report

The Director of Quality, Innovation and Improvement presented the Integrated
Performance Report. She provided an overview of the report and
acknowledged performance challenges in the Cheshire and Mersey area.

Dr D Hanley recognised the increase in C2 long waits and queried if the level
of harm to patients had increased. The Director of Quality, Innovation and
Improvement outlined the trust’s process to review and monitor category 2 call
long waits.

The Deputy Chief Executive provided context in terms of the comparative
monthly data, and the geographical significance of the performance reported.

Prof A Esmail recognised the improvements in the report, however referred to
the static performance in relation to hear and treat and see and treat
performance. He added the Cheshire and Mersey performance continued to
be of concern.

The Chair acknowledged the ongoing difficulties in the Cheshire and Mersey
area and noted the work ongoing to make improvements. In terms of hear and
treat and see and treat, he requested some time to discuss the position at
Board level.

The Deputy Chief Executive noted the improvement work ongoing to reduce
conveyance and noted that improvement was dependent on the hospital
handover delay position, which resulted in reduced capacity in the clinical hub.

The Chief Executive recognised the need to further explore the multifactorial
issues with the Director of Operations and Medical Director.

Dr A Chambers queried the lack of movement in performance related to the
clinical hub and warm transfers to a nurse. The Deputy Chief Executive
provided an overview of the warm transfer position.

Dr D Hanley referred to the ongoing challenge of EOC turnover. The Director
of People recognised the correlation in staff turnover and operational
performance. She recognised the improvement work undertaken in 111
however noted that EOC turnover position remained a challenge.

-10-
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In response to the discussion, the Chair requested the following actions:

x further discussion to be held by the Chief Executive, Deputy Chief
Executive, Director of Operations and Medical Director on the issues
impacting hear and treat and see and treat performance.

x aletter from the Trust Chief Executive to the Chair and Chief Executive
of the Cheshire and Mersey ICB with a meeting to discuss the
performance position.

The Board:

X Noted the contents of the report, the assurance provided and actions
identified.

Manchester Arena Inquiry Recommendations
The Deputy Chief Executive presented a report on the Manchester Arena
Inquiry Recommendations. He updated the Board on progress against the 14

recommendations made, following the Manchester Arena Inquiry.

The Chair queried the assurance received by the legal team in terms of
compliance against the recommendations.

The Director of Corporate Affairs confirmed the check and challenge
processes in place, led by the Assistant Director of Legal, Resolution and
PALS.
The Board:

X Noted the assurance provided.

Learning from Deaths Report Q4 2023/24

The Director of Quality, Innovation and Improvement presented a Learning
from Deaths Report for Q4 2023/24 on behalf of the Medical Director.

She outlined the Q4 report provided explanatory information in the year-end
report to be presented to the September Board meeting.

Dr D Hanley referred to the dashboard and the inability to report on ethnicity

data. The Director of Quality, Innovation and Improvement outlined the current
position in relation to extraction of consistent data.

The Chair noted the challenges however emphasised the need to obtain EDI
data, for further discussion in the EDI priorities item on the agenda.

The Board:

-11-
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X Noted the content of the report.
Quiality and Performance Committee 3A Report

Prof A Esmail presented the Quality and Performance Committee 3A report
from the meeting held on 24" June 2024.

He outlined the alert item related to controlled drug audit compliance and the
need for continued monitoring via the Medical Director and Trust Management
Committee.

The Chief Executive acknowledged the need to explore the issues and noted
that the Controlled Drugs Annual Report would be presented to the next Board
meeting for further discussion.

The Director of Quality, Innovation and Improvement noted the work ongoing
by the trust's Chief Pharmacist and future reporting to the Quality and
Performance Committee.

The Chair recognised the financial and resource discussions required,
however noted the need to ensure the trust was compliant with all aspects of
the Controlled Drugs Home Office License.

The Board:
X Noted the content of the Quality and Performance 3A report.
Workforce Equality Data Monitoring Report

The Director of People presented the Workforce Equality Data Monitoring
report. She provided an overview of the report and noted the links between
the findings in the data monitoring report and the trust’s draft Equality, Diversity
and Inclusion (EDI) priorities.

In terms of the gender pay gap position she noted a reduced comparison of
3.5%, the lowest position seen since reporting. She noted the upper quartile
of pay, which had shifted by 5%, and would assist to deliver improvements in
terms of career progression.

She highlighted the actions detailed in the report clearly linked to the EDI
priorities.

Prof A Esmail emphasised his concern in relation to challenges within
concentrated areas of the trust, and the need for a thorough approach to
equality, and the findings of the Too Hot to Handle report, and the significance
of improvements across the whole organisation.

The Director of People welcomed the comments and noted the work to conduct
a review to establish a baseline before focusing on targeted improvement
areas.

-12-
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The Chair welcomed the analysis approach explained, however noted the
significance of specific challenges, and the value of work undertaken by other
organisations that might assist the trust in establishing plans to make
improvements.

The Director of People referred to the need to specifically challenge
behaviours and management practices to make a difference to the position.

The Chair welcomed a balance of trust analysis of the position and that of
external organisations to obtain learning and good practice.

The Board:
X Noted the content provided.
EDI Priorities and Annual Plan

The Director of People presented the EDI Priorities 2024/26 and Annual Plan
2024/25. She explained the rationale for the set annual targets and noted that
service line targets could be set to support the annual targets.

The Chair queried the most appropriate methodology for Board to assess
improvement on an annual basis. The Director of People noted the links to
annual plan reporting, and that objectives had been aligned to the regulatory
requirements.

Prof A Esmail queried the resource committed to improving health inequalities
and whether the trust had the required knowledge and expertise to conduct
the necessary data analysis and utilise the information. The Director of People
referred to the Annual Plan which identified actions to improve the data. She
recognised the need to consider external data.

The Director of Quality, Innovation and Improvement outlined the process
required in house, which included warehousing, extracting and manipulating
data, to obtain the information required. She noted work in-year would
progress the position, however there was a shorter-term action to make the
most of data available and noted the work required with external partners.

Dr D Hanley reported that Resources Committee non-executives had
requested further assurance in relation to EDI Priority 3.

The Chair noted the challenges and asked for further assurance to be
presented to the Quality and Performance Committee and Resources
Committee.

The Board:

X Approved the EDI Priorities and the Annual Plan.
x Noted EDI Priority 3 assurances would be presented to the Quality and
Performance Committee.

-13-
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BOD/2425/071

Communications and Engagement Dashboard

The Deputy Chief Executive presented the Communications and Engagement
Dashboard.

The chair welcomed a good report and the amount of work undertaken.
The Board:
x Noted the contents of the report.
Any Other Business Notified Prior to the meeting
There were no other items of 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 summarised the key points discussed during the meeting.

He referred to the items of further assurance and thanked the Deputy Chief
Executive for an update on the Manchester Arena Inquiry recommendations.

He noted the need to continue to monitor Controlled Drug Audit compliance
and the improvements highlighted in the gender pay gap reporting item.

Date and time of the next meeting —

9.45 am on Wednesday, 25" September 2024 in the Oak Room, Ladybridge Hall, Trust HQ.

Date

-14-



BOARD OF DIRECTORS MEETING - ACTION TRACKING LOG

Status:

Complete & for removal

In progress

Overdue

Included in meeting agenda

:l(l::rlr(:kr)]er Meeting Date | Minute No Minute Item Agreed Action Responsible Original Deadline Forecast Completion Status/Outcome Status

Future annual reports to include -

121 29.05.24 30 Freedom to Speak Up Annual Report * feedback from trade unions and staff networks FTSU Guardian 26.3.25
* triangulation of learning

122 29.05.24 30 Freedom to Speak Up Annual Report Futunle assurance rgport folr Board to ynderst'anld the supervision, Medical Director 26.3.25
oversight and scrutiny of clinical practice that's in place in the trust

123 31.07.24 57 EPRR Assurance Report Discussion to be held o_n the content o_f future E_PRR assurance D_eputy Chief Exe(_:utlve and 25.00.24
reports, robust assurance in terms of compliance required. Director of Operations

124 31.07.24 58 Health, Safety, Security and Fire Annual Report Assurgnce report to lResources Committee in relation to violence Director of QI 27.11.09

2023/24 reduction and prevention standards.

Consideration of the recommendations from the Fuller Inquiry with

125 31.07.24 59 Safeguarding Annual Report 2023/24 assessment on whether trust safeguarding processes, clinical practice|Director of QII 25.09.24 MIAA Review scheduled October 2024
processes and policies required review.

126 31.07.24 590  |safeguarding Annual Report 2023/24 Mr D Whatley to discuss external and internal audit scheduling of Mr D Whatley & Director of QII 25.00.24 MIAA Review scheduled October 2024
safeguarding with the Director of Quality, Innovation and Improvement
Further discussion to be held by Chief Executive, Deputy Chief]

127 31.07.24 63 Integrated Performance Report _Execut.lve, Director of Operations and Medical Director on the issues Deputy Chief Executive 25.09.24
impacting hear and treat and see and treat performance and report
back to the Board.
A letter to be sent to Chief Executive to the Chair and Chief Executives

128 31.07.24 63 Integrated Performance Report of the Cheshire and Mersey ICB with a meeting to discuss the[Chief Executive 25.09.24
performance position.

129 31.07.24 68 EDI priorities and EDI Annual Plan Assurance to be provided to the Quality and Performance committee Medical Director 2711.24 Medical Director to discuss with Chair of

on EDI Priority 3.

Committee.
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27th January

24th February

Daniel Ainsworth

Dr Alison Chambers

Salman Desai

Prof Aneez Esmail (Chair)

Dr Chris Grant

Dr David Hanley

Dr Maxine Power

Angela Wetton

O|0|0|0|0|0|*

O|O0|0|0|0|0(0

8th May

Charitable Funds Committee
11th September

13th November

12th February

Daniel Ainsworth

Salman Desai

Catherine Butterworth

Dr David Hanley

Lisa Ward

Angela Wetton

David Whatley

Carolyn Wood

O|0|0|0|*x|0T|0

O|0|0|*x|0|0|0|0

3rd May

29th May

31st July

Nomination & Remuneration Committee

25th September

27th November

29th January

26th March

Catherine Butterworth

X

Dr Alison Chambers

Prof Aneez Esmail

Dr David Hanley

David Whatley

Peter White (Chair)

O|0|O|>x X

O|0|>x 0|00

O(0|0(0|0




CONFLICTS OF INTEREST REGISTER
NORTH WEST AMBULANCE SERVICE - BOARD OF DIRECTORS

Type of Interest Date of Interest

Current position (s) held- i.e.

Surname Governing Body, Member practice, Declared Interest- (Name of the organisation and nature of business)
Employee or other

Nature of Interest Action taken to mitigate risk

Interests
Personal

Financial
Interests
Non-Financial

Interests
Indirect Interests

Daniel Ainsworth Director of Operations Partner is a Team Manager at NWAS in 111 service N/A N/A ¥ N/A |Personal interest Jul-24 Present N/A

HR Consultant (no live commissions) for NLaG Acture Trust and Beacon GP Agreed with Chairman not to accept or start

¥ |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 D'Te°t°’ 3 x Adult Health and Social Care Companies owned ¥ |Position of Authority Apr-22 Present organisations listed within the declaration were
by Oldham Countil involved

4 Seasons garden maintenance Ltd has
secured and operates NHS Contracts for
grounds maintenance and improvement works
at other NW NHS Acute Trusts but these pre
date and are disassociated with my NED
appointment at NWAS.

Catherine Butterworth Non-Executive Director Director / Shareholder for 4 Seasons Garden Companies:
4 Seasons Garden Maintenance Ltd

4 Seasons Gardens (Norden) Ltd

4 Seasons Design and Build Ltd ¥ |Position of Authority Apr-22 Present
4 Seasons lawn treatments Ltd

To withdraw from the meeting and any
decision making process if the organisations
listed within the declaration were involved.

CFR HR Ltd (not currently operating) - removed 25th May 2022

Withdrawal from the decision making process
Self Employed, A&A Chambers Consulting Ltd ¥ Self employment Jan-23 if the organisation(s) listed within the
declaration were involved.

Alison Chambers Non-Executive Director Trustee at Pendle Education Trust " ) }Nlthdrawallfror.n the qemsmq mak|ng process
¥ Position of Authority Jan-23 if the organisation(s) listed within the

declaration were involved.

Withdrawal from the decision making process
Non Executive Director Pennine Care Foundation Trust ¥ |Position of Authority Jul-23 if the organisation(s) listed within the
declaration were involved.

Salman Desai Deputy Chief Executive Nil Declaration N/A N/A N/A N/A |N/A N/A N/A

Aneez Esmail Non-Executive Director Board member of Charity Dignity in Dying ¥ Board member May-22 Present

Withdrawal from the decision making process

NHS Consultant in Critical Care Medicine - Liverpool University Hospitals NHS Connection with organisation

Foundation Trust ¥ contracting for NHS Services Apr-19 Present if the 0rgan|sat|0n(§) listed within the
declarations were involved
If FMS run events in the North West, these
. . . X . . . - . . would be undertaken via usual NWAS
Chris Grant Medical Director A member of Festival Medical Services, a 'not for profit' registered charity . :
- . y 2 command functions and EPRR planning and |
staffed by volunteers, delivering professional medical services at events . . . A ;
¥ 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 R "
S L and engage with the NWAS Deputy Director
operate any significant activity in the North West. 2 .
should involvement be required from the
Medical Directorate.
Lay Representative Royal College of Physicians ¥ Non Financial Professional Interest. May-24 Present No conflict.
David Hanley Non-Executive Director Associate Consultant for the Royal College of Nursing ¥ Trainer (part time) Jan-22 Present No conflict.
Trustee, Christadelphian Nursing Homes ¥ Other Interest Jul-19 Present N/A
Member of the JESIP Ministerial Board, HM Government ¥ Position of Authority Jan-22 Present No conflict.
Board Member/Director - Association of Ambulance Chief Executive's - . "
¥ Position of Authority Sep-19 Aug-20 No conflict.
Reglstergd with the Health Care Professional Council as Registered v Position of Authority Apr-19 Present N/A
Paramedic
Daren Mochrie Chief Executive Member of the College of Paramedics ¥ Position of Authority Apr-19 Present N/A
Chair of Association of Ambulance Chief Executives (AACE) ¥ Position of Authority Aug-20 Present N/A




Surname

Current position (s) held- i.e.
Governing Body, Member practice,
Employee or other

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

Type of Interest

Financial
Interests
Interests

Personal
Interests

rect Interests

Nature of Interest

Date of Interest

Action taken to mitigate risk

I\C/I;Z;Jer of the Royal College of Surgeons Edinburgh (Immediate Medical v Position of Authority Apr-19 Present N/A
Member of the NW Regional People Board ¥ Position of Authority Sep-20 Present N/A
Member of Joint Emergency Responder Senior Leaders Board ¥ Position of Authority Sep-20 Present N/A
. . . All interactions will be discussed at one to
w;nstE xecutive Director at AQUA - Improvement Agency based in the North ¥ Non Executive Director May-24 Present ones and any conflicts or hospitality declared
as appropriate.
. Dirt r of lity, Innovation an i i i i
Maxine Power ector of Quality, Innovation and Daughterlemployed at NWAS as Service Delivery Programme Assurance v Non financial personal interest. Sep-23 Present Dgclarel an interest and wnthdrgw from
Improvement Manager in PES. discussions as and when required.
. ! - . - All advice provided out of working hours and
Adw_sqr (Asso_mate Specialist) t_o The Value Circle - a specialist agency ¥ Advisory role Dec-23 Present not linked to my role at NWAS. Benefits to be
providing advice to NHS organisations X 4
declared if applicable.
Will not use position in any political way and
Member of the Labour Party ¥ Other Interest Apr-20 Present will avoid any political activity in relation to the
NHS.
Lisa Ward Director of People Member of Chartered Institute of Personnel and Development ¥ Non financil professional interest Jun-23 Present Declare an interest and withdraw from
discussions as and when required.
Daughter employed at DHSC as economic analyst ¥ Non financial personal interest. Sep-21 Sep-23 Declare an interest and withdraw from
discussions as and when required.
Angela Wetton Director of Corporate Affairs Nil Declaration N/A N/A N/A N/A |N/A N/A N/A
Trustee Pendle Education Trust ¥ Mar-23 Present
Governor, Nelson and Colne College Group ¥ Mar-23 Present Withdrawal from the decision making process
David Whatley Associate Non Executive Director Independent Member of Audit Committee, Pendle Borough Council v Mar-23 Present if the organlsatlons_ listed within the
declarations were involved.
Wife is employed at Manchester Teaching Hospitals NHS FT as a Biochemist ¥ Mar-23 Present
. L Withdrawal from the decision making process
Chair of Lancashire Teaching Hospitals NHS Foundation Trust ¥ z'e_'cso r;(: 2:;2;5::" Position in another Aug-23 Present if the organisation(s) listed within the
Peter White Chairman 9 declarations were involved
Director — Bradley Court Thornley Ltd ¥ Position of Authority Apr-19 Present No Conflict
Husband is Director of Finance/Deputy Chief Executive at Lancashire h }Nlthdrawal_fror_n the d_ecmlon_ "?ak'”g process
. ) Teaching Hospitals NHS Foundation Trust ¥ |Other Interest Aug-19 Present if the organisation(s) listed within the
Carolyn Wood Director of Finance declarations were involved.
Board Member - Association of Ambulance Chief Executives ¥ Position of Authority Nov-21 Present No Conflict.
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REPORT TO THBOARD OF DIRECTORS

Wednesday, 25 September 2024

SUBJECT Deputy Chief Executive’s Report to the Board of Directos

PRESENTED BY Salman Desai

PURPOSE Assurance

BN ORJNRVAN Y@ Choose an item.

BOARD ASSURANCE SR0O1 SR02 SR03 SR04 SR05
FRAMEWORK (BAF) RSt SRO7 SRO8 SR09 SR10
. . Compliance/ Quality
gtlsi( App(itlte Regulatory Outcomes People
atemen - -
(Decision Papers Only) ]I;Ip i/ln(fr:ael)l/ Vale Reputation Innovation

y\egp(e)\W{=(e]U]|3{=DM The Board of Directorsis asked to:

X Receive and note the contents of the report

EXECUTIVE The purpose of this report is to provide members with information on a
SUMMARY number of areas since the last CEO’s report to the Trust Board dated 31
July.

The highlights from this report are as follows:

PES
x Demand and response remairstable
X Incident volume has increased/s August 2023
X Handover remains a challenge

111
x Fully established team
X 95% of calls answered within 60 seconds
x 1UC national support arrangements remain in place

PTS
x Tender process extended to be awarded in February 2025
x No increase in activity above contact baseline
X PTS Improvement Group to be launched

PREVIOUSLY Not applicable

CONSIDERED BY

DELIVERING THE RIGHT CARE,

AT THE RIGHT TIME,

INTHE RIGHT PLACE;

Pagelof 11 EVERY TIME.
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1. PURPOSE

This report seeks to provide a summary of the key activities undertaken and the local,
regional and national issues of note in relation to the trust since the last report to the
Trust Board on31 July2024.

2. PERFORMANCE
2.1 ParamedicEmergency Service

Overall demand for the 999 service has remained relatively stable in respect 1
emergency incidents. Incident volume has increased slightly when compared to August

2023 (0.5% increase) although emergency calls have reduced by 8k, compared to

August 2023 and by around 10k calls compared to July024. The presenting acuity of

patients has also reduced when compared to July @4 with reduction in the
SHUFHQWDJH RI LQFLGHQWY ZLWKLQ WKH & DQG & FRKRU
challenge with average handover being around 10 minutes higher than the previous

year. Average handover times have improved when compared to Julyp24. It should be

noted that the increase in handover times is not proportionate across ICBs, with

Cheshire and Mersey being responsible for the majority of the overall increase.

ARP response performance is stable. C1 mean response YTD stands at 07:41 and 07:29
for August 2024. C2 mean response stands at 24:44 and 21:03 for AugudZ. NWAS
continue to deliver against the C2 UEC standard of 30 minutes and response standards
are currently ahead of trajectory. C3 and C4 responses have improved for the month of
August 2024. NWAS are currently only delivering C1 90th ARP standard for the ydar
date position. Placing this into context NWAS performance against all ARP standards
remain within the top 4 of all Ambulance Services, ranking especially well for C2 mean.
Long waits continue to improve vs previous months and against the previous year
position. As an illustration C2 long waits have reduced by 3,141 In AuguddZ2 vs
August 2023 (4,614 vs 1,473).

Call pickup continues to perform exceptionally well with a mean call answer of 0
VHFRQGV IRU $XJXVW DQG VHFRQG <7' 1:%$6 UDQ
metrics. Hear & Treat rates remain stable but have not improved in line with UEC
trajectories. See & Treat also remains stable but again is not improving at the
anticipated rates.

,2W VKRXOG EH QRWHG WKDW GXH WR WKH VLJQL2FDQW
ICB footprint, there is increasing variation in ARP response standards. As an illustration

C2 mean YTD for Greater Manchester ICB stands at 20:59 vs Cheshir®&rsey ICB at

31:09.

7KLY PRQWK VHHVY WKH LQWURGXFWLRQ RI D QHZ SHUIRUPI
which will focus on C1 response, Hear &eat and meal break compliance. In addition, a

group focusing on improving conveyance rates has been commissioned. The leadership
UHYLHZ KDV QRZ PRYHG LQWR SKDVH ZLWK WKH UHPDLQLC
the next two months.
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2.2 NHSNW111

The IUC national support arrangements remain in place and their continuation has been
FRQ2UPHG IRU WKH UHPDLQGHU RI WKH 2QDQFLDO \HDU K
across call pick up metrics and workforce indicators. For the month of August024,

NHS DFKLHYHG ERWK FDOO SLFN XS .3,V IRU WKH 2UVW
stood at 95.2% and calls abandoned at 0.6%. This placédHS 111 as the third best

performing service nationally. Clinical KPIs have also improved across all measures.

It should be noted that there has been real progress in terms of workforce indicators
through the past 18 months. Sickness rates have reduced from 20% to 9% and attrition
rates have reduced from 46% to 15%. The workforce strategy, including rota review,
team-based working, health and wellbeing initiative alongside the reduction i
operational pressure have all contributed. This can also be observed in respect to
establishment in front line roles. 111 are now fully established against the funded
workforce position for allfront -lineroles.

2.3 Patient Transport Services

In the contract period, July is M 01 for PTS. The Contract year runs July to Ju@erall
DFWLYLW\ GXULQJ ORQWK aQDQFLDO \HDU zDV -R XL
whilst the cumulative position is 0% (490 Journeys) above baseline.

Cumbria is 12% below baseline. Greater Manchester is 19% above baseline. Lancashire

is 21% below baseline and Merseyside is 16% above baseline. This is consistent with
FROQOWUDFW \HDU 7KH 2QDQFLDO SRVLWLRQ DW 0
SURMHFWHG IRUZDUG WKLYV LV DQ RYHUVSHQG RI e P

Within Cumbria, planned arrivals achieved 85% against the Arrival KPI target of 90%.
EPS achieved 87% against the Arrival KPI target of 90%. Lancashire, planned arrivals
achieved 82% against the Arrival KPI target of 90%. EPS achieved 83% against the
Arrival KPI target of 90%. Greater Manchesteplanned arrivals achieved 71% against
the Arrival KPI target of 90%. EPS achieved 67% against the Arrival KPI target of 90%.
Merseyside,planned arrivals achieved 76% against the Arrival KPI target of 90%. EPS
achieved 79% against the Arrival KPI target of 90%.

The PTS mprovement G U R XS ZL OO EH ODXQFKHZC
leadership review is ongoing.

3. ISSUES TO NOTE
3.1 Local Issues
Manchester Pride
On Saturday 24 August, some of our colleagues attended the Manchester Pride parade.
We were part of the thousands of people who proudly marched, inclitg *UH2JKWHUV

other NHS workers and many other organisations.The parade is the city’s biggest
where thousands of LGBTQ+ communities and their allies march for equality.
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Lisa Ward, Director of People and our LGBT Network Executive Champion, was one

the colleagues who marched in the paradelts h XPEOLQJ WR VHH RXU VWD® E}
be open and celebrate who they are, as well as hearing the level of support from the

crowds packing the streets.

It was therefore disappointing and disheartening to see so many unacceptable and
homophobic comments on our Facebook posts and whilst these were outweighed by

all the positive responses it is an important reminder that the society in which we deliver
oursHUYLFHVY GRHV QRW DOzZD\V VKDUH RXW YDOXHV DQG R:
GLVFULPLQDWLRQ DQG KRPRSKRELD :H ZLOO FRQWLQXH W
exposure to such issues.

3.2 Regional Issues
Major Incident

On Monday 29July the trust declared a major incident when reports of multiple
stabbings at a propertyin Southport were received just before midday Thetrust
dispatched a number ofresourcesto the scene, including 13 ambulance crews, HART,
air ambulance and MERIT doctorsThis was a very challenging incident involving many
young children and two adults.

Sadly,three children were killed and many more were injuredOur thoughts and prayers
are with the families of Bebe Kug, aged 6, Elise Dot Stancombe, aged 7 and Alice Dasilva
Acuiar, aged 9

The tragedy was then used as an excuse to incite violen@nd disorder across the
country and a second major incident was declared in Southportue to the
disturbances, where many NWAS resources were on scene treating 39 injured police
officers. Utter chaos continued across the UK over the weekend and hundreds of police
officers were injured in clashes,businesses, mosques and hotelsvhich were thought

to house asylum seekerswere attacked.

A number of our staff supported police officers at various incidents and the trust was
very grateful for the commitment shown by everyone who worked hard to keep our
communities safe.

Together with our Chair, Peter White, a letter ofappreciation was sent to each
individual member of staff involved in the emergency responsand provided details of
the welfare support available. The Ambulance Service Charity also confirmttht extra
staffing had been arranged on the 24/7 staff crisis phone line which provides immediate
and ongoing mental health care for UK ambulance staff.

The incident received, and continues to receive, extensive medica coverage, The YR
Family, Prime Minister Keir Starmer and Home Secretary Yvette Cooper all expressed
their gratitude to the responding services.

There is absolutely no place for racism in our society and it will not be tolerated in our

service. With the worst of humanity, we also saw the best of humanity. The outpouring
of gratitude towards our service was phenomenal and our social media channels were
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flooded with comments of support; the trust was inundated with letters and emails
showing appreciation

On Tuesday 20 AugustHis Majesty KingCharles visited Southport Fire & Ambulance
Station to meet survivors of the incident, together with their families, before greeting
representatives from the fire, police and ambulance services and members of the
community who rallied together in the aftermath.

There are so many different elements to responding to an incident of this nature and it
was important that all the different roles within the trust had the opportunity to attend
with colleagues from call centres, clinical staff, including eiscene Doctors, North West
air ambulance and our specialist hazardous area response tedART)

Patient Transport Service Contract

Following an initial commissioning timeline to complete the procurement of Non
Emergency Patient Transport Services (NEPTS) and mobilisation period by 31 March
2025, two legal challenges to the procurement process were received. After seeking
legal advice the commissioning team and ICB leads made a joint decision to rewind the
procurement process to repeat the selection questionnaire stage. This decision was
taken after reviewing what information had been shared about the criteria for pass/fail
decision & the Selection Questionnaire selection stage.

As a result a new process was launched and open to all previous bidders. Additional
information on scoring was alsoissued and bidders given the optiorto revise their
Selection Questionnaire submissions only.

In line with national requirements, the North West Ambulance Commissioning Team

and the ICBs’ Procurement Working Groujssued a timetable (seebelow) which sets

out the revised process and timelines against the reprocurement of the NEPTS
VHUYLFHV ZKLFK UH«HFWV WKH FKDQJHV DV SDUW RI WKH

It is anticipated that the successful bidder will be formally awarded the contract in
February 2025. There will then be a i&onth mobilisation period to 31 March 2026.

Procurement Timetable
Tender Go-Live Point Late July 2024
Tender Period Closure Late August 2024
Evaluation / Moderation September to November 2024
Authorisation December 2024
Outcome communicated Mid- January 2025
Award of Contract Early February 2025
Mobilisation 01/04/2025 —31/03/2026 (12 months)
Contract Go-Live 01/04/2026

Page5 of 11



NHS

North West

Ambulance Service
NHS Trust

REAP Level

On Wednesday7 August, the trust's REAP level changed from Level 2 (moderate
pressure) to Level 3 (major pressure). Escalatinbe REAP lgel is part of our response
to manage systemwide pressures and the move to REAP 3 allows us to focus our
resource on essential services to meet the increased demand The trust has since
returned to REAPLevel 2, moderate pressure.

3.3 National Issues
Sexual harassment in UK Ambulance Services

A recent Sky News report detailed the experience of three female ambulance service
employees who all faed sexual harassment at work.

The allegations in the report were shocking and deeply concernirandgave a troubling
insight into what working life is like for some women within our service. There is no
place for this kind of behaviour in society today and certainly not within a profession that
provides itself on being caringo all, and free of discrimination.

Whilst the interviews were anonymisedwe understand that the examples in the report
do not relate to NWAS. There is a minority of people who think this behaviour is
acceptable and there is still work to be done to eradicate it completely.

4 General
Trust Leadership

On Tuesday 19 Augustthe trust Chair announced that after 33 years within the
ambulance sector and 36 years NHS overalbaren Mochrie, Chief Executive, would be
stepping down fromhisrole as Chief Executive at the end of November to take up a new
opportunity overseas.

Daren commented that ithas been a privilege to lead NWAS and serve the communities
of the northwest and despite the many challenges over the years the trust has a lot to
be proud of andis well positioned to continue to deliver ongoing improvements and
improved clinical care well into the future.

IT Outage

At the end of July there was a national major IT outage that hit industries across the
globe, including parts of the NHS. The main issue in healthcare was with EMIS, an
appointment and patient record system, which caused disruption to most of the GP
practices in our area.

Although we had no problems with the systems in NWAS, the knocRQ HOHFW RI1 WKH
issues in the wider healthcare system meant that more people were calling us for help,
particularly NHS 111. Patients were also waiting longer than they should for their foo

up care because of the impact on referrals.

Page6 of 11



NHS

North West

Ambulance Service
NHS Trust

Rapidly growing queues for calls and clinical care are not what we like to see, but
Integrated Contact Centre team handled it superbly.

Trust Website

7KH WUXVW ZHEVLWH KDV EHHQ UDQNHG 2UVW DPRQJVW DO
accessibility. We achieved 98% compliance with the Web Content Accessibility Guide

which is an internationally recognised set of recommendations for improving website
DFFHVVLELOLW\ WR PDNH LW HDV\ IRU HYHU\RQH WR 2QC(
impairments to their vision, hearing, mobility, understanding and thinking

ENEI

For the third consecutive year the trust has achieved the Gold Standard in th

Employers Network for Equality & Inclusion’sTalent Inclusion & Diversity Evaluatioh

The trust isone of only 25 Gold Standard winners out of 185 global entries, from across
GLOHUHQW VHFWRUYV DQG ZLWK DQ RYHUDOO VFRUH RI

organisation out of all entries this year.

NWAS Recogrsed as a better place to work

The trust was recently contacted by NHS England to recognise the positive
LPSURYHPHQWY ZH VDZ LQ WKH UHVXOWYV RI WKH 1+6 6\
we have improved acrossWKH WKHPHY RI VWDO®© HQJDJHPHQWI DQG PR
seven elements of the People Promisevhich includes: Compassionate & Inclusive,

Recognise & Rewarded, A Voice that Counts, SafeHalthy, Always Learning, Wrking

Hexibly andWe are aTeam.

Being a brilliant place to work, investing in, and looking after, our people is absolutely
one of our top priorities and seeing improvements in these areas is very encouraging

Top Employer for apprenticeships

The trust has been ranked number 21 in the Top 100 Apprenticeship Employers in the
UK.

This fantastic achievement comes a couple of weeks after we won ‘Employer of the
Year’ at the NHS Apprentice Awards for a second timeA huge congratulations and well
done to our People Directorate, and the Education Team in particular, wiplays a key
role in the training and development of our apprentices.

We currently have apprentices working in more than 20 roles at NWAS. This includes
emergency medical technicians (EMTs), around 100 of which complete their course with
useachyear.

7KLV UHFRIJQLWLRQ UH«HFWV WKH WLUHOHVYV ZRUN WKDW .

start of their career and giving them the right support and development to make sure
NWAS is a great place to work.
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NHS Communication Initiative of the Year

Our communications team has been shortlisted in the NHS communications Initiative
of the Year category at the HSJ Awards 2024.

The shortlist recognises the success of the winter communications campaign which
aimed to help reduce nonemergency 999 calls and avoidable 111 calls by sharing
educational and health related messages with the public

The team used data to identify areas where communications activity could have an

impact —for example, one element of the campaign was a focus on reducing 111 calls

for prescriptions by encouraging the public to arrange their medications sooner and

educating them on how to do so. Another strand of the campaign was around falls
SUHYHQWLRQ ZKLFK LQFOXGHG FRPPXQLW\ HQJDJHPHQW Z
and social media activiy.

7KH WHDP ZLOO SUHVHQW WR +6- MXGJHV LQ 2FWREHU EHIF
in November.

Patient Engagement Team shortlisted for three national awards

NWAS’ Patient Engagement Team uses a range of ways to engage, listen and learn from
our patients, public and wider community including traditional surveys, proactive
engagement with specialist patient and cultural groups, and a programme ¢
community listening and awareness days. This helps us get feedback on access and use
of our services, which we use to make service improvements.

6RPH RI WKH PRVW UHFHQW LPSURYHPHQWYV LQ«XHQFHG E
successful rollout of the Insight app across PES and PTS to support langua

translation, the launch of the national BSL 999 video relay service to improve access for

deaf patients accessing our services, and an increase in our engagement with hata-

reach ethnic minority groups through our own series of community listening events and

bespoke engagement.

We have also successfully achieved our Patient and Public Panel (PPP) membership

target with 350 members of the public signed up. Since the launch of the PPP in
September 2019, our members have been involved in a wide range of meetings and

projects including the national ambulance dataset project with NHS England. The
LQYROYHPHQW DQG IHHGEDFN IURP RXU RhaRdgesHWItRnKDYH LQ
the trust as it allows us to shape our service from a patient perspective.

The vital work undertaken by our Patient Engagement team and PPP has be
shortlisted in three national awards for Patient Experience Network National Awards
3(11% 3(11%$ DUH WKH aUVW DQG RQO\ bDzDUGV SURJUDPPH
patient experience across all facets of patient experience. The team has bee
shortlisted in these categories:

. Team of the Year
. Patient Contribution
. Measuring, Reporting and Acting Using Insight for Improvement
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The results will be announced on 3 October 2024
HSJ-Mental Health Safety Improvement Award

The trust has won the Mental Health Safety Improvement Award at the HSJ Patient
Safety Awards

Our initiative, the advanced questionnaire module (AQM) which allows for a timely
upgrade and response to patients who have overdosed on highisk drugs, stood out
for its innovative approach to improving safety in mental health care This collaborative
approach between the Mental Health Team and ICC colleagues shows how working
WRIJHWKHU FDQ PDNH D GLOHUHQFH

HCPC Standard of Conduct, Performance and Ethics

:LWK HOHFW IURP 6HSWHPEHU WKH +&3& KDV UHYLVHG
performance and ethics and guidance on social media.

In general, theses standards set out how they expect registirats to behave, they outline
what the public should expect from health and care professionals to help them make
decisions about the character of professionalswho apply tobe registered, and they use
those standards if a concern about a registrant’s practice is raised.

The Darzi investigation into the NHS

Last week saw the publication of the Independent Investigation of the National Health
Service in England, commissioned by the government to understand the performance
of the NHS and inform the government’s upcoming tenyear plan.

Surgeon and former health minister Professor Lord Darzi led the investigation. The full
scope of his investigation was to:
x provide an independent and expert understanding of the performance of the
NHS across England and the challenges facing the healthcare system.
X ensure that a new tenyear plan for health focuses on these challenges.
X VWLPXODWH DQG VXSSRUW DQ KRQHVW FRQYHUVDWLR
the level of improvement that is required, what is realistic and by when.

Lord Darzi’s investigation found the NHS is in a ‘critical condition’ amid surging waiting

lists and a deterioration in the nation’s health. It points to four heavily interrelated

drivers; austerity and constrained funding, the impact of the pandemic, ad& of patient

YRLFH DQG VWD®© HQJDJHPHQW DQG PDQDJHPHQW VWUXFW.

,Q SDUWLFXODU WKH UHSRUW KLJKOLJKWYV D e ELOOLRQ
decade and a half, the negative impact of NHS reforms and stripping out management

capacity. The result is described as a missed opportunity to prepare the NHS for the

future, improve productivity and embrace the technologies that would enable a shift in

the model from ‘diagnose and treat’ to ‘predict and prevent’.
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The report recognises that many of the factors that have contributed to the current
challenges are outside NHS control, such as the Covitl9 pandemic and the declining
KHDOWK RI WKH QDWLRQ QRW D IDLOXUH RI 1+6 VWDO® RU

It points to systemic and structural issues beyond the control of NHS leaders, including
the failure to divert resources into more preventative care, the pressure on primary
care, an oversized centre (including regulators) with a heavy burden of regulatianmd
inspection, and a lack of consistency and clarity around the role of integrated care
boards (ICBs). It concludes that a tojglown reorganisation of NHS England and ICBs
would be neither necessary nor desirable in supporting recovery.

/RUG 'DU]JL VD\V WKDW WUXVW DQG FRQ®GHQFH
completely honest about where it stands now. He also said what | know to be true, that

as colleagues we share ‘passion and determination to make the NHS better for our

patients’. Thiswon't happen overnight, but is a key turning point for change.

Communications & Engagement Strategic Plan

The document for 202427 sets out the strategic direction for the communication,

engagement and involvement activities of the trust. Our purpose is to help people

when they need us most, but achieving this neegiclear, consistent communication and
PHDQLQJIXO HQJDJHPHQW ZLWK DOO VWDNHKROGHUV IUR
partners and the wider community.

TKLY VWUDWHILF SODQ KDV EHHQ UHYLHZHG WR HQVXUH L
current environment, and adapts to the varying needs of the organisation. This includes

increasing demand on ambulanceervices and an emphasis on urgent and emergency

care recovery, changes to our infrastructure withthe introduction of Integrated

Contact Centres, a greater focus on digital technologies and a new operation:

leadership model.

Pay Uplift

The Government accepted the NHS Pay Review Body’s recommendation of a 5.5%
XSOLIW IRU DOO VWD® RQ $JHl@eHang&to the kdy QydtedmmiRiQeNV UD FW V
paid in October, backdated to April 2024.

&KDQJHV WR WKH %DQG DQG DERYH SD\ SRLQWYV ZLOO
1+6 6WDO® &RXQF inQicatibrX & that kitls should be implemented from
November.

Virtual Ambulance Leadership Forum

The date for the virtual Ambulance Leadership Forum has been announced as Tuesday

8" October 2024. The free, one<GD\ YLUWXDO FRQIHUHQFH LV RSHQ WtE
ambulance services with the team ‘Leaders at all Levels’ and will cover key topics such

as ambulance service culture, current operational landscape and what the future of

healthcare looks like under the new government.
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Great North Run

A huge thank you and well done to the NWAS runners whamk part in this year's Great

North Run. On Sunday 8 September, our team powered through the 13.1 miles from

Newcastle to South Shields, to raise funds for the North West Ambulance Charity.

2XU DPD]JLQJ WHDP RI UXQQHUYV SXW LQ D KXJH DPRXQW
fundraising in the weeks and months leading up to the event. The cold and rainy weather

RQ WKH GD\ GLGQ[W GDPSHQ WKHLU VSLUWWHtotdlloHLU GHGL
e UDLVHG FROOHFWLYHO\ VR IDU

In our Thoughts

It is with great sadness that | write to inform you of the death of ouriend and colleague
Alan Daveyand former friends and colleagues, SHWHU ,0L© DQG .HLWK '"HYHUH

Alan joined the trust in 2014 and was a bank ambulance care assistant in the East
Lancashire sector, he passed away in July following an illness.

SHWHU[V FDUHHU ZLWKLQ WKH DPEXODQFH VHUYLFH VSDQC
Fleet Workshop supervisor at Bolton until his retirement in 2018. He passed away in
August following a short illness.
Keith passed away very suddenly at his home earlier this month. He joined the service
in April 1991 and retired last year from his role in Morecambe Bay Sector, as both a
manager and a paramedic.
The trust sends sincere condolences to the family, colleagues and friends Afan, Peter
and Keith and has created an opportunity on the Green Room for digital condolences to
be posted.
5. EQUALITY/ SUSTAINABILITY IMPACTS

There are noequality implications associated with the contents of this report

6. ACTION REQUIRED
The Boardis recommended to:

X Receive and note the contents of this report

Pagellof11l
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REPORT TO THBOARD OF DIRECTORS

DATE Wednesday, 25 September 2024

SUBJECT Digital Strategic Plan (20242026)

PRESENTED BY Maxine Power, Director of Quality, Innovation & Improvement

PURPOSE Decision

LINK TOSTRATEGY FAIBSIEIEES

BOARD ASSURANCI SR0O1 SR02 SR03 SR04 SRO05
FRAMEWORK (BAF) B0 SRO7 SR08 SR09 SR10
. . Compliance/ Quality
ztmt( App(itlte Regulatory Outcomes People
atemen - -
(Decision Papers Only) E? ?/rl]:;ael)// Valie Reputation Innovation

HETIER Gl RED The Board of Directors is asked to;
X Review and approve the contents of this strategic plan and
recommend that it should be shared with and approved by
the trust Board of Directors, and

X Support the development of a longterm Digital Strategic
Plan to commence from 2026.

EXECUTIVE SUMMARY Strategic plans form part of the trust’s strategy and outline how

supporting functions would deliver the objectives of the trust

strategies.

Strategy, Planning and Transformation and members of our Digital

teams began work in 2023/24 on developing a digital strategic plan

to replace the Digital Strategy 20192024.

'XULQJ WKH GHYHORSPHQW LW ZDV LGHQWL?2H
requirements are met by the existing digital strategy. The strategic

themes from the existing strategy have been refreshed and included

in this Digital Strategic Plan (20242026), updating and extading

them for a further two years.

The Digital Strategic Plan (20242026) will run for two years during
which a longerterm digital strategic plan will be developed.

PREVIOUSLY Resources Committee
CONSIDERED BY Date Friday, 20 September 2024

DELIVERING THE RIGHT CARE,

Pagelof4 AT THE RIGHT TIME,
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1. BACKGROUND

The purpose of this paper is to the seek approval for the Digital Strategic Roadmap.

In June 2022, trust Board of Directors approved Our Strategy 2022025. In August 2022
Resources Committee agreed to begin production of four supporting strategies, which were
approved in July 2023 and which would then be followed by strategic plans which would outline
how supporting functions would deliver the objectives of the trust strategy and supporting
strategies.

Strategy, Planning and Transformation and members of our digital teams began working
together in quarter 3 2023/24 on developing a digital strategic plan which would replace the
Digital Strategy 2019-2024 which expired in March 2024.

NHS England introduced the What Good Looks Like (WGLL) framework (August 2021) in
response to the rapid deployment of digital technologies during the Covidl9 period. The WGLL
framework provides clear guidance for NHS organisations on how to digitise, coant and
transform services safely and securely.

The original intention was to look to create a strategic plan which would commence from 1st

April 2024 and set out the principles for the next 3 years. In the process of developing the
VWUDWHILF SODQ LW ZDV LGHQWL2HG W Kimil towkat waXibthedi QW U
Digital Strategy 2019-2024 and that the existing strategy met the needs of the WGLL

framework. Therefore, instead of fully redeveloping a new digital strategic plan, we have

refreshed the strategic themes in the existing strategy and extended them for two years until

2026.

2. RISKCONSIDERATION

The Digital Strategic Plan(2024-2026) outlines our digital principles which will inform our digital
work programmes for the next two years and which will reduce risks.

Risk appetite C
Implications x
category x
Compliance / The strategic plan meets therequirements of the NHS England
regulatory x What Good Looks Like framework (August 2021).

Quality outcomes x|6HFXUH UHVLOLHQW DQG HOHFWLYH GL
delivery of high-quality care. We will also ensure that we use our
wealth of data tosupport quality improvement and improved
outcomes.

People x To align with the WGLL framework, we will support our people to [
able to work optimally with the data and equipment they need to d
their jobs. We will also ensure that all of our systems and tools ar¢
aWw IRU SXUSRVH DQG VXSSRWWsweXU SH
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Financial / value for

A proactive approach to internal system management and renewg

money X ZLOO VXSSRUW SURDFWLYH 2QDQFLDO ¢

Reputation The strategic plan aims to engender an overall improvement to the
quality of our systems to ensure that we have modern, secure ang
resilient systems which people can be proud of and which will
enhance our reputation as an employer and healthcare provider.

Innovation The strategic plan sets out our aim to be digital pioneers, ensuring

that we are using technology to perform our functions as
HOHFWLYHO\ DV ZH FDQ ,W DOVR DLPV
responsive service able to meet the changing needs aiur
environment and which can cultivate and rapidly deploy innovatior|

3. EQUALITY/ SUSTAINABILITY IMPACTS

3ULRU WR 2QDO

assessment on the strategic plan. The strategic plan includes consideration of sustainability and
accessibility so it is not expected that there will be any negative impacts highlighted in either

DSSURYDO ZH ZLOO FRPSOHWH DQ HT

impact assessment. Any project or programme which implements elements of the strategic plan

will have their own equality

4. ACTION REQUIRED

and sustainability impact assessments.

The Board of Directorsis asked to:

X Review and approve the contents of this strategic plan and recommend that it should be

shared with and approved by the trust Board of Directors, and

X Support the development of a longterm Digital Strategic Plan to commence from

2026.

Page4 of 4
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Introduction

Our Trust Strategy 2022-2025 sets our vision for the future:
To provide the right care, at the right time, at the right place, every time.

To achieve this vision, we have three aims; provide higguality, inclusive care, be a brilliant place to work for all, and work together to
shape a better future. Our supporting strategies outline what we will prioritise over the next three years to achie our aims and
ultimately, our vision.

Our current Digital Strategy was approved in 2019 to cover untihe end of March 2024 and was designed through extensive
engagement with stakeholders and aligned to support the delivery of the trust strategy. Since it was developed, NHS England
introduced the What Good Looks Like (WGLL) framework (August 202ih response to the rapid deployment of digital technologies
during the Covid 19 period. The WGLLframework sets out seven success measures, applicable to all care settings, which provide clear
guidance for NHS organisations on how to digitise, connect and transform services safely and securédy. assessment of the approved
Digital Strategy identified that it met the needs of the WGLL framework. As such a refresh rather than a rework has been urnaleen to
the Digital Strategy, to create aDigital Strategic Plan (2024-2026). The rework has taken intcconsideration the current digital maturity

of the trust and how to support the delivery of the strategy and supporting strategies.

In parallelto delivering the plan a programme will commence for a full detailed stakeholder engagement process to define how digital
needs to support the trust in the future and create a more comprehensive digital strateg planfor 2026 onwards.

This Digital Strategic Plan (202426)will show what our pmcipleswill be for the next two yearsn digital transformation. It will show how
these principlesare aligned with our trust strategies and the WGLL framework.



Digital principles

Our digital principles are a continuation of the principles in the Digital Strategy 20192024. These principles are based on a significant
programme of engagement with a wide range of stakeholders and have built a strong foundation forproving our digital maturity.
There is more work to do, and we have key areas to improve upondelivering the Digital Strategic Plar2024-2026. The principles have
beenrefreshed to reflect where we are in 2024Each of our digitaprinciples contain sub-themes whichhelp us to understand how we
willimplement our digital principles.

Solving everyday problems

X We will ensure that our core business platforms, systems, device) QG VROXWLRQV DUH 2W IRU SXUSRVH WR V)
WKHLU MREV HOHFWLYHO\

Xx HZLOO HQKDQFH WKH GLJLWDO VNLOOV DQG FDSDELOLW\ RI HYHU\ PHRA&HU RI VWD
digital enhancements.

One of the aims of outtrust strategy 2022-25isto be a brilliant place to workor all. We canhelp to solve everyday problems by
providing the right tools, skills and environment needed to provide the best possible care.n@ of the fundamental aims of this strategc
planis to improve digital services and technological solutions so that they meet the needs of our staffolunteers, and patients. If we
can improve the quality and resilience of our digital services, we will in turn make NWAS a more accessible service foratients and a
great place to work.

We will implement this by

1. Getting the basics right -(QVXULQJ WKDW RXU VWD® DQG YROXQWHHUYVY KDYH WKH ULJKW HTXL
problems, providing support and training and ensuringhat our workforce is digitally connected.

2. ,PSURY L ipafighée©Working closely with teamswhen designing and implementing digital solutions ensuring that all
VWDO® DQG WKHLU UHTXLUHPHQWY DUH FRQVLGHUHG LQ WKH GHVLJQ SKB&¥H WKHUH

3. Improving patient experience —Providing the right clinical information to our colleagues to ensure that patients are provided with
the right outcome and support through all of the services NWAS provides.



4. Improving safety —Assessing the implementation of technology with consideration and assessment against the digital clinical
standards, where relevant.

5. Improving digital skills - (QVXULQJ WKDW R XKills\aNd bapalklidy YoHusevtKelit equipment and systemas part of their
role and by developing digital solutions which are intuitive and usdriendly.

Our digital journey
x Digital decisions are informed by digital knowledge but made by a multidisciplinary group led by clinical and operationaldea
x Operational governance within digital will be structured, transparent and collaborative.

x  We will work on a portfolio designed to support the achievement of the trust's strategic aims which has been approved by iclah,
operational, and corporate teams.

To fully realise the benefits of digital transformation, we must ensure that we havgtrong leadership and governance with defined roles
and responsibilities.Our digital journey is focussed ormaking sure thatwe have the people and culture to embrace a ‘digital first’
approachthat allows us to deliver benefits to patients, staffand the wider system through the use of technology. We will also develop
and sustain digital partnerships withour local partners, commissioners and national bodies which will help us to ctesign digital
transformation with our system and our patients in mind.

We will implement this by

1. 3URPRWLQJ D ZGLJEWbEking ttllsbarqtivelyO Mextiyrbpportunities to solve problems and improve clinical and
operational processes through the innovative utilisation of digital solutions

2. Embeddingcollaborative leadership and governance Beveloping and implementingclear structures to develop ourdigital
portfolio whichwill ensure thatwe are working transparentlytowards achieving our strategic aims.

3. Improving our operating model —Creating a baseline and improvement plan for all functions within Digital to ensure good
provision of services to our stakeholders.



4. Promoting digital partnerships —Working with partners across our footprint and with colleagues across the ambulance sector to
maximise the opportunities for collaboration, learning and innovation

Secure and joined up systems

x We will ensure cyber security standards, our systemsnd our data infrastructure is safe and secure toSURWHFW RXU SDWLHQV
business continuity and resilience.

x We will ensure our internal systems are fully integrated to support a single integrated urgent and emergency care model.

Our technological systems must be secure, resilientand effective to maintain business continuity and highquality patient care. Our
priority will always be to provide essential system maintenance and improvement to maintain business continuity. At the same time, we
want to create the capacity within our dgital structures for ongoing innovation through increased system interoperability and more
intelligent data analytics.

We will implement this by:

1. Improving system integration and interoperability —-Developing interoperable systems which enable us to act as a gateway to the
wider urgent and emergency care system

2. Improving privacy and cyber security -Adopting the best practice cyber security standards aneknsuring our systems are safe
and secureto protect our business continuity and thesensitive data we hold.

3. Using open standards -€omplying with national open standards for integration and communicationvhere relevantto ensure
that our systems remain interoperable with other systems.

4. Reviewingcore business platforms -Continuously reviewing our core business platforms to identify opportunities for
LPSURYHPHQW DQG H-FLHQFLHYV

5. Proactive risk and renewal Taking a proactive approach to internal system management and renewal, identifying eamhen
systems will be due for renewadnd planniQJ 2QDQFLDO LQYHVWPHQW DQG V\VWwWePmaltiainXhteUHPHQWYV W
delivery of our services.



Smarter decisions

x  We will provide through the development of relevant reports access to the right data. The prioritisation of the business
intelligence roadmap will be driven by the trust priorities.

X We will support in building an informed and educated workforce who understand how to utilise the right data to support them i
their roles.

x We will look to advance the analysis of data by combining data to provide meaningful insights, transforming data into infotio,
enabling better decision makingandtPSURYLQJ WKH HOHFWLYHQHVY DQG H-FLHQF\ RI WKH WUXVW

We hold a unique position ithe North West Englandhealth and care system due to our geographical scale and numbarpatient
contacts each year. This means we have a lot of information about our patients, the wider populatioand the services available to
support patient navigation. Our Sistainability Strategy aims to improve the utilisaion of data which provides insights into population
health and health inequalitiesWe mustuse andshare our data securely and usdata from acrossother health services in a more
intelligent way. Thisinformation will help to inform clinical decision makindpy helping us tointelligently manage patient demand and
resource allocation, predict and prevent deterioration in patients who are knowrto us as a service anddentify opportunities for
innovation to improve service delivery.

We will implement this by:

1. Capturing better data —Ensuring thatdata we capture is high quality, validated data from a range of internal and external sources
and storing it in a central data warehousgSupported by a programme of data quality work aligned to the Business Intelligence
SRDGPDS WKDW ZRUNV ZLWK FROOHDJXHV WR GH2QH EHVW SUDFWLFH RSHUDWLQJ

2. Providing better access -(QVXULQJ WKDW R XU 3saWAEcess h&appriiidiahHindtidn,to support making the
right decisions at the right time through the delivery of the Business Intelligence Roadmap

3. Gaining better insight —-%\ FUHDWLQJ DQ HGXFDWLRQ SUR JavdlsRduddatsiRnd o HRdadata\wid© DW D OO
utilise it. Enabling them to useour wealth of data to inform demand management, performance management, clinicdecision-
making,and system-wide improvement.



4. Improving collaboration —“Working across the North WestEnglandhealth system to enable combining of data to support
strategic objectives around health inequalities and improving patient outcomes.

Digital pioneers
x  We will utilise digital skills and technologies to unlock the capability of digital transformation across our organisation and help our
VWDO® WR GR WKHLU MREV PRUH HOHFWLYHO\
x  We will increase the ability for our organisation to be agile and responsive to changes in environment by testing digitabiration
cycles quickly.
Our Quality Strategy outlines an improvement approach provides a structurd approach to continuous improvement which
emphasises patient centred care, leadershipand organisational culture. We aim to be digital pioneers across the ambulance sector by
cultivating innovation and deploying those innovations quicklyas part ofour continuous improvement approach.
We will implement this by:
1. Developing innovation partnerships “Working collaboratively with other ambulance trusts academia,and other partners to
identify opportunities for innovation.
2. Cultivating innovaton-"HYHORSLQJ WKH SHRSOH SURFHVVHV DQG LQIUDaANESrpoe UH UHT XL U
those ideas into innovation cycles to test and implement them.

3. Rapidly deploying innovation Working collaboratively with the trust to develop annnovation pipeline which is prioritised in line
with our strategic aims, implements successful ideasnd measures the organisational impact of those solutions.

Digital roadmap development

Starting in 202425 we will develop and maintain delivery roadmaps for our digital strategic plan which will show how we will implement
the principles outlined in this strategic plan and continue to develop our digital maturity.



The roadmaps will be developed with consideration of our capital allocation, the wider need for change in the trust and a proactive
assessment of risk and renewal of our systems. The roadmap will be developed by the digital teams and supportethkyStrategy,
Planning and TransformationTeam.
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Appendix 1- What good looks like framework

NHS England published the What Good Looks Like (WGLL) framework in August 2021. The programme was created following the fast
adoption of technologiesinresponse to COVID 19. The WGLL framework sets out seven success measures, applicable to all care
settings, which provide clear guidance for NHS organisations to digitise, connect and transform services safely and securely.

The WGLL details how the seven success measures may be implemented by NHS organisations. The seven measures for the WGLL
framework are:

Wellled.
. Ensure smart foundations.

. Safe practice

1.
2
3
4. Support people.
5. Empower citizens.
6. Improve care.
7. Healthy populations
Our Digital Strategic Plan 20242026 is aligned with the WGLL frameworland the table below explains the definition and shows how
each measure maps to our strategic plan.

Success measure Definition NWAS digital principles

Well Led Boards are equipped to lead digital transformation and x Our Digital Journey

collaboration. x Digital Pioneers

They own and drive the digitally enabled transformation journey,
placing citizens and frontline perspectives at the centre.

11



Success measure

Ensuring Smart
Foundations

Safe Practice

Support People

Empower Citizens

Definition

Digital, data and infrastructure operating environments are reliable,
modern, secure, sustainable and resilient.

Organisations have welresourced teams who are competent to
deliver modern digital and data services.

Organisations maintain standards for safe care. They routinely
review digital and data systems to ensure they are safe, robust,
secure, sustainable,and resilient.

Digitally enabledoutcome -driven transformation is at the heart of
safe care.

Your workforce is digitally literate and are able to work optimally with

data and technology.

Digital and data tools and systems are fit for purpose and support
staff to do their jobs well.

Citizens are at the centre of service design and have access to a
standard set of digital services that suit all literacy and digital
inclusion needs.

Citizens can access and contribute to their healthcare information,
taking an active role in their health and wellbeing.

NWAS digital principles

Solve Everyday Problems
Smarter decisions

Secure & Joinedup Systems

Solve Everyday Problems
Smarter decisions
Secure & Joinedup Systems

Digital Pioneers

Our Digital Journey

Solve Everyday Problems
Smarter decisions

Secure & Joinedup Systems

Digital Pioneers

Our Digital Journey
Secure & Joinedup Systems

Digital Pioneers

12



Success measure

Improve Care

Healthy Populations

Definition NWAS digital principles

Health and care practitioners embed digital and data within their x Our Digital Journey
improvement capability to transform care pathways, reduce
unwarranted variation and improve health and wellbeing.

X Smarter decisions

- . : . x Digital Pioneers
Digital solutions enhance services for patients and ensure that they g

get the right care when they need it and in the right place.

Organisations use data to inform their own care planning and x Our Digital Journey
support the development and adoption of innovative ICSled,
population-based, digitally driven models of care.

X Smarter decisions
X Secure & Joinedup Systems

x Digital Pioneers
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North West

Ambulance Service
NHS Trust

ESCALATION AND ASSURANCE REPORT

Report from the Charitable Funds Committee

Date of meeting | Wednesday, 11 September 2024

Mr D Whatley Non- Executive Director (Chair) Quorate | Yes
Mr D Ainsworth, Director of Operations

Mrs C Butterworth, Non- Executive Director
Mr S DesaiPeputy Chief Executive/Director of
Strategy, Partnerships & Integration

Dr D HanleyNon-Executive Director
Mrs A Wetton, ' LUHFWRU Rl &RUSRUDWH $©DLUV
Mrs C Wood Director of Finance

Members present

Keyescalation and discussion points from the meeting

ALERT: |

ADVISE:

X Financial position of the NWAS Charity to@" June 2024 £907k; £42% general funds and
£485k restricted funds.

ASSURE:

x NWAS Charity risk register presented following quarterly review.

x Summary of the operational, strategic and charitable activity undertaken during ©@
2024/2 5 noted the use of restricted and unrestricted fundsand updates in relation to the
NHS Charities Together grants.

x A summary of the fundraising activities undertaken during ©2024/25 provided, together
with fundraising plans scheduled for Q and Q32024/25.

RISKS

Risks discussed:
X None identified.

1HZ ULVNV LGHQWL2HG
X None identified.

DELIVERING THE RIGHT CARE,
AT THE RIGHT TIME,

IN THE RIGHT PLACE;

EVERY TIME.

Pagelof 1



North West

Ambulance Service
NHS Trust

ESCALATION AND ASSURANCE REPORT

Report from the Resources Committee

Date of meeting | Friday, 20 September 2024

Dr D Hanley Chair Quorate | Yes
Mr D Whatley, NorExecutive Director

Mr S Desai, Deputy KLHI ([HFXWLYH 2-FHU
Mr D Ainsworth, Director of Operations

Mrs C Wood, Director of Finance

Mrs L Ward, Director of People

Members present

Key escalation and discussion points from the meeting

ALERT:

Workforce Indicators Report

x A deep dive intothe processes within EOCreceived however issuesremain. There is a risk

that if attrition does not stabilise and improve then there is a potential risk in maintaining
performance.

Finance Report Month 05 2024/25
X Receivedassurance in relation to the financial performance indicators.
X Recurrent efficiency savings remain unrealised.

ADVISE:

Patient Level Costing(PLICS)R023/24 Assurance
X Received assurance that the NWAS 23/24 PLICS data collection was submitted in line with
mandated requirements and in advance of submission deadline.
X Noted the currency tariffs, movements from 22/23 and the comparison with other
ambulance trusts.
X Noted the development of the PLICS dashboard.

NHS England Finanial Recovery

x Noted the work undertaken during August in relation to NHSE System Financial Recovery
Investigation and Intervention.

X Noted the improved position against efficiercy targets.

Trust Strategy Development
X Agreed to extend the existing Trust Srategy to the end of financial year 2025/25 to re
baseline timescales across all strategies.
X Noted the further work being undertaken to recommend the next steps for grategy
designwhich will be reported to Committee in November.

ICC Retention Deep Dive:
X Received assurance that a clear evidencbasedplanisin placehowever timeline for
deliveryis 6-12 months before it is understood whetherthe plan is effective.

Recruitment —Positive Action and Target Setting
X Received assurance in relation to diverseecruitment activity.
x Approved the recommended recruitment targets, further work to establish objectives at
service line level.

DELIVERING THE RIGHT CARE,
INTHE RIGHT TIME,

AT THE RIGHT PLACE;

EVERY TIME.
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Agency Performance Report Q1 24/25:
X Received assurancehe agency expenditure during 23/24 was within the Trust’s agency
expenditure ceiling.
X Received assurance there had been no breaches of agency price caps or procurement
framework rules during 23/24 or year to date.

Private Ambulance Spend:
X Received assurance on private ambulance expenditure within the Paramedic Emergency
Services directorate during 23/24.

Estates, Fleet and Facilities Management Assurandeeport:
X Received assurancen the management of estates, fleet and facilities management
activity.

Sustainability Update
X Received assurancef the trust’'s work related to sustainability.

Driver Training Fleet 2024/25:
x Discussed the report and recommended to the Board of Directors for approval.

PES DCA Vehicle Replacement Programme 2025/26
x Discussed the report and recommended to the Board dDirectors for approval.

Equipment Replacement Program-Carry Chairs
x Discussed the report and recommended to the Board of Directors for approval.

Strategy Assurance
X Received assurance on the Trust's progress towards achieving the strategic aims through

the delivery of supporting strategies to September 2024.
X Noted the development of a strategy dashboard during Q2.

Digital Strategy Plan:
x Discussed the report and recommended approval by the Board of Directors.
X Supported development of a long termDigital Strategic Plan commencing 2026.

Digital Strategy Update:
X Received assurance on delivery of the digital strategy.

Flu Campaign 2024/25
X Noted the approach to the 2024/25 flucampaign
x Endorsed the Board checklist for onward approval by thBoard.

RISKS

Risks discussed:
X None identified.

1HZ ULVNV LGHQWL2HG
X None identified.

DELIVERING THE RIGHT CARE,
IN THE RIGHT TIME,

ATTHE RIGHT PLACE;

EVERY TIME.
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North West

Ambulance Service
NHS Trust

ESCALATION AND ASSURANCE REPORT

Report from the Trust Management Committee

Date of meeting | \wednesday, 18 September 2024

Members Quorate | Yes
present Mr S Desai, Deputy Chief Executive (Chair)

Mr D Ainsworth, Integrated Contact Centre Director
Mr M Cooper, Area Director, Lancashire &umbria
Dr C Grant, Medical Director

Mr M Jackson, Chief Consultant Paramedic

Mr | Moses, Area Director, Cheshire & Mersey

Mrs E Orton, Asst Director of Nursing & DIPC

Mrs L Ward, Director of People

ouv $ :HWWRQ 'LUHFWRU RI &RUSRUDWH |$©DLUV
OUV - :KDUWRQ &KLHI ,QIRUPDWLRQ 2-FHU

Ms S Rose, Interim Director of Integrated Contact
Centres

Key escalation and discussion points from the meeting

ALERT:

x 4 EPRRstandards will be partially compliant upon submission, with an action plan in place
x Additional costs will be incurred for the training on the Schiller Defibrillators

X System required for visibility and booking of space across the estate required to reduge
spend

ADVISE:

The existing Trust Strategy will be extended to FY 20226 and timescales rebased
NHSE Financial Recovery Phase 1 completé&Jamitigated forecast submitted to the ICB
DCA Vehicle replacement programme increased to 79 vehicles per year

The Clinical Safety Plan has been revised and updated

Go live in GM with new defibrillators being considered

X X X X X

ASSURE:

x The TMCdiscussedthe following.

x ltem 117 —Strategy Assurance Report
x Item 118-—Strategy Development 2025-27
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Iltem 119—-Finance Report M5

Item 124—ICC Estates Update

Iltem 129—Analogue Lines at Ambulance Stations
Iltem 133—-EPRR Annual Assurance Self Assessment

X X X X

X Receivedthe following Escalation & Assuranceaports:
Sustainability Group

Clinical & Quality Group

People & Culture Group

Service Delivery Assurance Group

Diversity & Inclusion Group

O O O Oo0Oo

RISKS

Risks discussed:
X The TMC approved the Corporate Risk Registexs noted

1HZ ULVNV LGHQWL2HG
X No new risks identified
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NHS

North West

Ambulance Service
NHS Trust

DATE Wednesday, 25 September 2024

SUBJECT Integrated Performance Report

PRESENTED BY Director of Quality, Innovation, and Improvement

PURPOSE Assurance

LINK TO STRATEGY FAISHEICEES

BOARD ASSURANCIERZ: SR02 SR03 SR04 SR05
FRAMEWORK (BAF) SRO6 SRO7 SRO8 SR09 SR10

. . Compliance/ Quality
ztmt( App(itlte Regulatory Outcomes People
atemen - -
e Financial/ Valie . .
(Decision Papers Only) for Money Reputation Innovation
ACTION REQUIRED The Board of Directors are requested to note:

X The contents of the report and take assurance against the core
Integrated Performance Report (IPR) metrics

x ldentify risks for further exploration or inquiry by assurance
committees of the board.

EXECUTIVE SUMMARY The purpose of this report is to provide the Board with an overview of
integrated performance to the month of August 2024. The report

shows the historical and current performance on Quality,
(OHFWLYHQHVY 2SHUDWLRQDO SHUIRUPDQFH
Health. The key areas to highlight are

Quality

x Safety incident reporting tells us:
Violence and aggression toward staff continues to be the
most frequently reported non clinical incident
Care and treatment continues to be the most frequently
reported clinicalincident.
X SixPatient Safety Incident Investigations (PSll) have been
submitte d to NHS Englandor local review and learning.

(OHFWLYHQHVYV
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X The STEMI care bundlbas improved for the third reporting
period. All other Ambulance Quality Care Indicators (ACQI) are
stable.

The H&T rate for August 24 was 14.1%, whilst the S&T rate was
27.1%, equating to a total noneonveyance rate of 41.2%.
Nationally, the trust position sees a minimal shift from the
previous period, ranking 5th for H&T, and 9th for S&T and 8th for
S&C.

Operational Performance

X 999 call pick up mear@0™, and 95" percentile of zero seconds.
X ARP standards were met for C1 99 the remaining standards
were not met, however, improvements in performance were
noted particularly in C3 and C4 incidents.
Measure Standard  |August 24 National
(hh:mm:ss) (hh:mm:ss) |ranking
C1 mean 00:07:00 00:07:29 3rd
C1 90th 00:15:00 00:12:47 3rd
C2 mean 00:18:00 00:21:03 2nd
C2 90th 00:40:00 00:40:08 2nd
C3 mean 01:00:00 01:17:25 5th
C3 90th 02:00:00 02:41:49 3rd
C4 90th 03:00:00 03:16:08 4th
X Turnaround performance is stable 35m:06s).Cheshire and

Merseyside ICB (C&M) continue to record longer turnaround
times; in August C&M turnaround (44m:38s) was 45% longer
than other areas (30m:33s).

Long waits for C1 and C2 are at the lowest levels for 3 years.
Performance in 111 suggestsmprovement shown by national
rankings and attaining national standardfor calls answered and
abandoned call rate. This is likely attributable to increased
national contingency (now at D%).

111 Measure Standard |August 24Nat|o_n i
Ranking
IAnswered within 60s 95% x 95.2% 3rd/30
Averagetime to answer | 12s --
Abandonedcalls <5% 0.6% 2nd/30
Call backwithin 20 min [90% 47.54% |-
Average call back * 21m 58s |-
\Warm transfer to nurse [75% x 17.9% -~

X PTSactivity is stable with operational and workforce
improvement plans in progress.

DELIVERING THE RIGHT CARE,
AT THE RIGHT TIME,

IN THE RIGHT PLACE;

EVERY TIME.

Page2 of 11



PREVIOUSLY
CONSIDERED BY

Page3 of 11

Finance

x The trust has asurplus position attributable to additional bank
interest received and a oneeff benefit from a property sale.

x Efficiency targets are ahead of plan and it is expected that the
full year efficiency target will be met.

Organisational Health

There continues to be improvement in the workforce metrics

VSHFL2FDOO\ RQ

X Sickness absencas indicating overalimprovement despite the
slight increase in July

x Turnover is signalling improvement particularly 111however
EOCservice lineremains challenged at 2%. A deep dive vas
delivered to Resources Committee in Septembefor assurance
around plans

X Vacancy gap has reduced, plan@main ambitious butbeing
closely monitored.

x HR casework remains high but average case times maintained at
12.9 weeks

Trust Management Committee

Date Wednesday, 18 September 2024

Outcome
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1. BACKGROUND

The purpose of this report is to provide the Board with an overview of integratec

performance on an agreed set of metrics required by the Single Oversight Framework

up to the month of August 2024. The report shows the historical and current
SHUIRUPDQFH RQ 4XDOLW\ (OHFWLYHQHVV 2SHUDWLRQCL
Organisational Health. Where possible it includes agreed regulatory and practic

standards. It also includes information about the performance of peers to address

three important assurance questions:

. How are we performing over time? (As a continuously improving organisation)
. How are we performing with respect to strategic goals?
. How are we performing compared to our peers and the national comparators?

Data are presented over time using statistical process control charts(SPCs)
6WDWLVWLFDO UXOHY DUH DSSOLHG WR GHWHUPLQH ZKHWEK
ZKLFK QHHGV WR EH «DJJHG WR FRPPLWWHH

2. TRUST MANAGEMENT COMMITTEE REVIEW

The Trust Management Committee (TMC) receive the Integrated Performance Report
(IPR) monthly to review and understand performance prior to the submission to the
%»RDUG RI 'LUHFWRUV 7KH QHZ SURFHVV LV LWHUDWLYH D(

7KH UHYLHZ DW 70& LGHQWL2HG WKH IROORZLQJ DUHDV WEF
X Long Waits -For C1 and C2 are at the lowest levels for 3 years. With C2 long
waits (n=1,473) decreased compared to the previous report (n=3,526).
X C2 — Achieving C2 mean of 21:8 in August which delivers againsthe C2
Urgent & Emergency Care Target of 30 minutebut exceeds the 18 minute
ARP target.
x Acknowledgement of the challenges within C&M across key metrics which are
impacting on the overall performance of the trust.

3. PERFORMANCEUMMARY
QUALITY

Complaints: Owing to departmental changes thisreport displays complaints data in
tabular form unti WKHUH DUH VX-FLHQW GDWD SRLQWV IRU 63&.

In August n=143 PALSand n=13 Resolution complaints were received Closure rates
within service level agreement (SB) for complaints were 83.2% for PALS complaints
and 67.9% for Resolution complaints.

Incidents: Patient and safety incidents (including patient incident investigations) are
reported in tabular form until enough data is presentfor SPC. Thirteen patient
LOQFLGHQWYV ZH U H vereHanvharfirt@age\frodh\IHnN the previous report)
and 10 DV Z l(Bdaceasg from 18 in the previous report).

Violence and aggressionn=235) remain the most common theme for non-patient
incidents, andhas increased31.9% since the last reporting period. This igpartially
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attributable to the civil unrest following the Southport attack. Care and treatment
(n=103)isthe most common theme for patient incidents

Most frequent non patient incidents:
Violence & AggressionZ35)
Medicines(71)

Communication (48)

Call Handling(45)

Accidents & Injuries 42)

Most frequent patient incidents:
Care and Treatment (03)

Call Handling T8)
Communication (48)

Medicines (36)

Accidents and Injurieq25)

Incidents referred to NHSE:There were 6 Patient Safety Incident Investigations (PSlI)

JRXU ZHUH LaS B IQAM pAdtiBXQGHU Z3UHYHQWLRQ RI GHWHULRU
unwell patients with contributing harm' and two under Z)DFH WR )DFH DVVHVVP
managed down an incorrect pathway

Safety Alerts: No new safety alerts were received in Augus2024.
EFFECTIVENESS
Patient experience

PES.The n=550 responses for Augustare 4.6% higher compared to the last reporting
period (n=526), with comments showing a 6.1% increase (409 for June compared to
434 in Augus). The overall experience score for Augustf 91.5% is 12% higher than
the 90.3% reported in June Patient feedback examplesrbm two mental health
incidents this month, highlightthe need for further V Wttai@ing to improve skills and
competencies to support patients in mental healthcrisis.

PTS The 1,344 responses for Augustare 3.2% lower than for June's 1388, with
supporting comments higher by 0.18%6, (1,109 for June compared tol,111 for
August). The overall experience score for Augusts 93.2%, a 2.5% increase from the
90.7% reported for June.

NHS 111. At the time of reporting, there are 85 returns for August, which is54.8%
lower than the 188 returns recorded for June. This reduction in returns is attributed
to the time lag in returned surveys and the reporting timeframe. The new localised 111
survey is however starting to show positive returns with 23 being received in July.
This is 21.1% higher than the highest return level in 2@2(184 for July 2023. The
results thus far show a90.6% likelihood of the 111 service being recommendedan
increaseof 5.5% percentage points compared t085.1% reported for June.

Ambulance Clinical Quality Indicators (ACQI’s)

Trust level cardiac ACQI submission has noleen retrospectively submitted. Metrics
are stableexcept for the STEMI bundléndicating improvement. Four of the 6 metrics
are equalto or above the national average:

x Return of Spontaneous Circulation (ROSC) overall performanceast reported in
April 24 (30.3%), above the national averageof 27.3%.

X ROSC Utstein performance- last reported in April 24 (55.7%), above the national
averageof 53.0%.
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x Survivalat 30 days afterdischarge overall performance- last reported in April 24
(9.2%), below the national average of 10.0%.

X Survivalat 30 days after discharge Utstein performance -dst reported in April 24
(25.0%), belowthe national average of 32.4%.

x Stroke care bundle- last reported in February 24(97.9%), equalling the national
average of 979%.

X STEMI care bundle-last reported in April 24 02.6%),above the national average
of 80.2%.

The improvement in the STEMI care bundle is likefttributable improvements made
by Clinical Audit and Clirdal Informatics to the Electronic Patient Record and clinical
leaders have beerpromot ing the care bundle. These changes are being monitored to
determine if this improvement will remain.

Hear & Treat (H&T), See & Treat (S&T), See & Convey (S&C)

The H&T rate for August24 was 14.1%, whilst the S&T rate was 2.1%, equating to a
total non-conveyance rate of 4L.2%. Nationally, the trust position seesaminimal shift
from the previous period,ranking 5th for H&T, and %th for S&T and 8th for S&C

Since the broadening of the criteria in May thex@ected improvement in H&T from C2
segmentation is not yet observable and mvestigations are continuingto determine
root causes. There have been positive actions including reduced abstraction and
higher productivity of triaged calls. Factors such asa high rate of eligible calls returning
to the dispatch stack are restricting potential increases. The performance of the
clinician model is being carefully monitored toensure the Trust is responsive to any
changes.

OPERATIONAL PERFORMANCE

Paramedic Emergency Service¢PES Activity

Of the n=110,438 emergency calls received by the trust, 8% (n=2,000) became
incidents. In comparisonto the previous yearthere are 7.2% fewercalls, and incidents
have decreased0.5%.

Manchester South (9,65), Manchester Central (n=9%45), andMersey North (n=9344)
were the busiest sectors Greater Manchester ICB catains the most incidents
(n=36,186), accounting for 3®o of PESactivity.

PESCall Pick Up

The trust performed well for Call Pick Up (CPU)The mean, 90", and 95" percentile
were all zero seconds Strong performance has been maintainedhrough increased

levels of 999 call handlers funded via UEC investment.

999 Ambulance Response (ARP) Performance

Standard  |August 24 National
(hh:mm:ss) |[(hh:mm:ss) |ranking
C1 mean 00:07:00  |00:07:29 3rd

Measure
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C1 90th 00:15:00 00:12:47 3rd
C2 mean 00:18:00 00:21:03 2nd
C2 90th 00:40:00 00:40:08 2nd
C3 mean 01:00:00 01:17:25 5th
C3 90th 02:00:00 02:41:49 3rd
C490th 03:00:00 03:16:08 Ath

InAugust the trust recorded the secondbest C2 performance in sectorfor both mean
and 90". Both metrics arestable; the meanwas 3 minutes over thestandard which has
reverted to 18 minutes. The trust was 8seconds short of the C2 90" target of 40
minutes.

Regional variation exists - Cheshire and Merseyside ICB M) have a39% higher
response time for C2 26m06s) than the rest of the trust ((8m44s)likely caused by a
45% (+14m) higher hospital turnaround timein the C&M area

C3 and C4 performance placedhird (C3 Mean), fourth (C490 DQG 2IWWK & 90
nationally. North East& North CumbrialCBmet the 60 min target for C3 Mean this

month (00:59:06).Responseperformance exceeded the standards in all metrics

however August’s performance was the smallest margin over the standard observed

post pandemic.

Ongoing reviews of the response model are supporting further improvements
including inter-facility transfers and healthcare professional (IFT/HCP) callss well as
urgent care response on track for October 24 target completion date.

999 C1 & C2 long Waits

C1 long waits (n450) decreased compared to the previous report (n$98). The
percentage of C1 long waits of all C1s hatecreased from6.2%to 5.1%.

C2 long waits (n4,473) decreased compared to the previous report (n3,526). The
percentage of C2 long waits ofll C2shasdecreased from7.3% to 3.2%.

Long waits for C1 and C2 are at the lowest levels for 3 years.
Hospital Handover

Average turnaround time (35m:06s) is stable, however performance is still above the
national standard of 30 minutes Cheshire and Merseyside ICB @MW) continue to
record longer turnaround times;in August C&M turnaround @4m:38s) was 4% longer
than other areas B0m:33s).

As part of local improvement plans the Cheshire and Merseysidiklental Health,
Learning Disabilities and Community ServicesMHLDC) provider collaborative are
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recruiting a UCR (Urgent Gmmunity Response)Navigator to divert patients at point
of contact in NWAS ICC

NHS 111
111 Measure Standard  |August 24 r:;ﬁ::'
Answered within 60s 95% X 95.2% 3rd/30
Averagetime to answer * 12s 39/30
Abandonedcalls <5% 0.6% 2nd/30
Call backwithin 20 min 90% 47.54% -
IAverage call back * 21m 58s -
\Warmtransfer to nurse 75% x 17.9% -

&DOOV Rre&134)339 were 58% lower than June?24 (n=142,627), displaying
special cause, likely @ributable to 15% national contingency that started in April 2024
(reducing to 10% from 29" July 2024). The national contingencyis alsolikely a causal
factor for other improvements in 111 since April 24 including

x Calls answered in 60 sec has improved t®5.2%, delivering the best
performance in 3 years and meetinghe national standard 0f95%.

x Callback within 20 mins is showingmprovement at 47.5% although short of
the national standard of 90%.

X Average time to callback has improved to 2m:58s,the best performance over
the last 3 years.

Other initiatives contributing to the improvements include:
X The Rota Review conducted throughout 2023 is now embedded
X Ongoing work to identify initiatives to improve staff health and wellbeing and
work life balance.
X A newly established 'centralised' training team is now in place from Q3 23/24

PTS

PTS activity remains stable. There is scope to improve the number of aborte
journeys for same day discharges, which are inefficient and negatively affect other
performance standards. Work is underway to strengthen the PTS senior leadership
team in the areas of operational delivery and clinical governance and assurance. The
financial recovery plan is pogressing, including reducing spend on third party
providers.

4, FINANCE

Agency Expenditure

The year to dateexpenditure on agency is £0.459m which under the year to date
ceiling of £1.057m and each area of NWAS coming in under the agency ceiling.

Financial Risk Rating
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Overall performance for NWAS shows aurplus position primarily driven by additional

bank interest received andaoneR© EHQH2W IURP D SURSHUW\ VDOH LQ W
WDUJHWYV DUH DKHDG RI SODQ DQG LW LV H[SHFWHG WKDW
met.

5. ORGANISATIONAL HEALTH
Sickness

Trust absence levels have continued to recovedespite the slight rise in Julywith the
latest reported month (July 24) at 7.38%. The slight rise in July is indicative of
previous years.

The improvement in sickness overallLV UH«HFWHG DFURV.VIh® OO0 VHUYLF!
service line hal the highest sickness rate previously however is signalling

improvement (9.20%)but special cause variation remaingn the Julydatapoint below

the lower control limit. EOC sickness is continuing to rise

The overall position is consistent with trends across the sectorand although we
remain at the higher end the gap is narrowingwith NWAS only now0.48% above
national average The primary reasons for absence continue to be mental health,
injury, musculoskeletal (MSK)/back problems and gastrintestinal problems. The
Attendance Improvement Team (AIT) continues to support management of
attendance.

The UEC recovery funding has delivereturther investment in attendance coaching
support, wellbeing coordination to improve access and navigation of the available
support, and specialist MSK and violence and aggression support.

Turnover

Turnover for August (10.17%) continued a downward (improving) trendvith both July
and August being at or below the lower control limitThis is driven by improvement in
111, however it remainschallengedwith the turnover rate at 22.7%. In contrast, EOC
turnover remains at the upper control limit following a persistent upward trend at
22.3%. There is a focus in contact centres to support retention, and analysis is
underway to understand emergency medical advisofEMA) turnover. Initial indications
show that internal movement (e.g. career change to start EMT course) and available
external opportunities are causal factors.

At 6.1%, PES turnover is stable and the best performing service line.
7THPSRUDU\ 6WD-QJ

The positionfor WHP SRUD U\ VW tont@uiny agBnéyusage at a similar rate to
previous months at a level equivalent to @% pay bill, £50k below cap.

Vacancy
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The trust vacancy position is—5.4% for August U H « H B'Wirhpgoyed position.
7KLV UH«HFWstabliglitem changes and improvements resulting from
recruitment.

The PTS vacancy position hagnproved to 9.8%, but remains a challengeUH«HFWLQJ
relatively high WXUQRYHU LQFOXGLQ JHWBrPTS Rawé Quusv\bRNIB (6
arrangements in place to bridge their vacancy position.

The EOC position has worsened to £2.4%, driven by increased turnover irthe call
handlerworkforce. Recruitment plans are in place to maintain a stable position for the
rest of the year. Some vacancies are being held tdake account of expected
H - Encies arising from the workforce management tool and pathways busines:
cases.

PES show a slight undeestablishment of —2.%%, primarily owing to an under
establishment within the EMT1 workforce. Recruitment plans are being delivered,
with interventions to ensure that the EMT1 courses are fully populated.

The current 111 vacancy position hasV L JQ L 2 AidpbVed to —3.9%, displaying
special causewith continuing small numbers ofvacancies in the Health Advisor and
Clinical Advisor roles. Whilst turnover is improving, the recruitment market is proving
challenging for call handler positions. The trust is also engaging in an international
recruitment pilot for Clinical Advisors.

Appraisals

Overall appraisal completion has maintaineét 87%, ahead of targetand displaying
special causefor consecutive months. PTS have improved from 85.% to 87.6%. The
111 service line has reduced fro84.12%to 80.6%displaying special cause Both PES
and EOC have exceeded the target at®6 and 8% respectively.

The targets for 2024/25 are:

. Service Lines -85%

. Corporate Directorates - 90%

. Leadership Roles Band 8a and abové&0%
Mandatory Training

Overall compliance is ahead of the target @) at 89%, with all operational service
lines meeting their targets. Corporate is achieving94% against a target of 95%. An
additional 5 online modules were added to the programme, at the start of the year but
underlying strong performance means that overall compliance has been maintained

Case Management
Employee relations casework has increased from ri5 to n=123 between the

reporting periods. 7KH KLIJKHVW UDWH RI OLYH FDVH®™reklYy VWDO
in PTS& FES(1.7%). Highestprevalence over the last 12 monthshas been n PTS anc
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111. Average case length hasnaintained at12.9weeks. Current levels of suspensions
U H « khE Wigher caseload.

6. RISKCONSIDERATION

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

« Compliance/Regulatory

* Quality Outcomes

* People

Financial / Value for Money

Reputation

* Innovation

Failure to ensure ongoing compliance with national targets and registration
standards could render the trust open to the loss of its registration, prosecution, and
other penalties.

1. EQUALITY/ SUSTAINABILITY IMPACTS

The Diversity and Inclusion subcommittee are reviewing the trust's protected
characteristics data to understand and improve patient experience. Formerly, patient
experience data was presented demographically, however challenges in reporting
ethnicity preclude our ability to draw conclusions. With a much higher proportion of
ethnicity data completion in 111, a development to enable data sharing across NWAS
is setto go live in C3 (999) upon completion of the patient markeupdate and
governance work Updates on this development are reported into the Diversity and
Inclusion sub committee.

8. ACTION REQUIRED
The Board of Directors are requested to note:

X The contents of the report and take assurance against the core Integrated
Performance Report(IPR) metrics

x ldentify incidents for further exploration or inquiry by assurance committees of
the board.
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Rules for interpretingSPC Charts

Most charts contained in the report are SPC (Statistical Process ControlpPC charts follow the rules shown below to
determine when something statistically significant has happenedOnce these rules are triggered the control limits
dotted lines above and below the mean (centre line) are adjusted around the new datiis is known as resetting the

limits

Rule 1: Sinale data point outside the control limi Rule 2: 8 or more consecutive data points above Rule 3: Atrend of at least six consecutive point:
| g P below the centre line (up or down)

Rule 5. At least 15 consecutive data points "hugging e e e e s

Rule 4: 2 out of 3 consecutive data poin
the centre line

near a control limit (outer third)




Quality & Effectiveness
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Q1 COMPLAINTS

Figure Q1.1
Overview
EREED) Recieved Complaints Closed  Closed In SLA %
1-2 (PALS) 143 155 83.2%
3-5 (Resolution) 13 28 67.9%
Figure Q1.2

Received by Service Line

Level (Team) : PTS PES (GM) PES (CAM) PES (CAL)
1-2 (PALS) 15 13 70 18 14 13
3-5 (Resolution) 4 3 1 g 3

Data will be displayed monthly by SPC when
datapoints are sufficient
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Q2 Incidents

Figure Q2.1

Overview (August)

Incident Type Received Closed in SLA (%
Non-Patient (13) | 638 628 68.8%
Non-Patient (45) | 2 4 75%

Patient (PSIRF) | 538 599 N/A

PSIRF level of harm (August 24) .
None 405
Low 73
Moderate 37
Severe 13
Fatal 10

Data will be displayed monthly by SPC when
datapoints are sufficient




BAF

Figure Q2.3

Figure Q2.2

Number of Patient Safety Incidents

(15 most common reasons)

120

Number of Non Patient Safety Incidents

(15 most common reasons)
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PSII start here

August 2021 - August 2024
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Figure Q3.1

Q3 Patient Safety Incident Investigations (PSIlI)
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Q5 SAFETY ALERTS

Table Q5.1

Safety Alerts Alerts Received Alerts Applicable Alerts Open

(Sep 23 — Aug 24) (Sep 23 - Aug 24)
CAS Helpdesk Team

Patient Safety Alert:
UKHSA

National Patient Safety Alert:

NHS England 1 0 0

National Patient Safety Alert: - NatPSA/2024/003/DHSC_MVA. Shortage in Salbutamol Nebuliser. Bulletin CI11023 gives

DHSC 14 1 0 guidance to clinicians in managing the risk. Issued 26/2/24. Deadline 8/3/24. Action
Complete.

National Patient Safety Alert:
OHID

CMO Messaging

National Patient Safety Alert: - NATPSA/2023/010/MHRA. Medical Beds etc, risk of death from entrapment. Issued
MHRA 31/8/23. Deadline 31/3/24. Reviewed at MDOG. Action Complete

- NATPSA/2024/004/MHRA. Reducing risk for transfusion-associated circulatory overload
(TACO) Issued 8/4/24. Deadline 4/10/24.

Medicine Alerts: MHRA alerts have been checked to ensure they are not applicable to the trust.
MHRA

IPC

National Patient Safety Alert:
NHS England Patient Safety
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Figure E1.1

PES Friends & Family Test (See & Treat)
August 2023 - August 2024
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% Good/Verv Good

PES Positive

«“They are, compassionate,non-judgemental, respectful, knowledgeable, explain what they are doing and why.

Always assessing a person’s needs and respond appropriately.”

“Both of the staff who attended were very professional and kind. Explained everything they did and the reason
why. Very respectful to the person they visited a 93 year old.”

* “Very knowledgeable, supportive, understanding and went above and beyond to ensure my husband'’s safety

whilst respecting his wishes. Excellent service thank yol.

PES Negative

e “They didn’t know how to deal with mental health without being abusive , in the wrong job.”

» “The staff didn't have a clue about mental health and treat my daughter like she was a naughty child rather th.
in crisis even asked why [ called them.”

«“Because waited nearly 8 hours for ambulance and then waited 24 hours in back of ambulance at ACE.”

PTS Positive

e “My Mum travels to and from dialysis by ambulance 3 times a week. She s 86 and quite frail and can get a b
confused. All of the ambulance crew have taken the time to get to know her well and they are all so kind, car.
and professional in their dealings with her. They have a chat and a joke with her and she loves them all.”

e “Iam blind and 86 and your ambulance staff the most caring considerate helpful friendly people | have ever
met. Nothing is too much trouble. | need every kind of help with mobility as | have no sight and they are brillic
at looking after me and keeping me safe. | have no fear of going to hospital now in their loving caring hands.
They're excellent care each time cannot be improved on they are the best. Thank you.”

PTS Negative

e ‘“Patient was ready to come home at 3.30 after day surgery. Had to wait until 7pm for the ambulance to collec
her. She is 92 years old and fraill. By the time she got home she was in pain from the surgery, very tired and
hungry.”

e “The return ambulance people made my daughter walk to the ambulance and into the ambulance and out of
the ambulance even though we told them my daughter was not weight baring as did the nursing staff. We
asked for a wheelchair but they only got one out after my daughter struggled to get down the steps. They pui
her into a wheelchair to go up my drive. . She has a broken in two places of her ankle . The morning ambulai
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Figure E1.3 NHS 111 Positive
111 Friends & Family Test (See & Treat) 91% e “111 knew my husband needed help. They took control of his problem. They got an
August 2023 - August 2024 . ambulance to take my husband to Urgent Care Centre, he was treated straight away, on
monitors, admitted to hospital. | can't thank 111 enough, as | was panicking. They knew
o the situation and responded. Ambulance service, 111, all amazing. If it wasn't for 111, my

husband would not be alive today. They took complete control and responded by saving
my husband's life. We are eternally grateful.”

» ‘I was away and my child developed a rash over his whole body. A doctor called asked for
photos then gave aadvice. It was a great service as the rash looked awful but the doctor

we I
I was very thorough and reassuring.”

I I I I I I I I " * ‘“Immediate attention. 100%. Perfect care and understanding when | was in such pain. /

ot S oy s am sole carer for husband and had to refuse hospital suggestion. Thank you for a
fantastic service! Thank God | had you to turn to on that night.”

% Good/Very Good

Completed Surveys

NHS 111 Negative

» ‘“lasked NHS 111 a question, the person at 111 said they were not medically qualified and
put me through to my local chemist, who said it would probably be alright but advised me
to ring the doctor. So | was back where [ started when [ rang the doctor and the
receptionist said he was busy, and to ring NHS 111.”

» “The amount of time wasted by the advisor asking questions which did not apply to my
situation. | had a bad gash to my right leg calf which was bleeding badly and | had lost min
of 750 ml of blood. As a double lung transplant patient | needed to get to A&E as soon as
possible. All | wanted was the advisor to book me into A&E as my wife would drive me
there.”

*  “My medical problem involved both my head and eye. The 111 operative would only
accept one or the other, so that she could direct me to the ‘right’ place (walk in for
migraine). | had shingles in my eye and head. My condition ended up being quite severe, it
could have been diagnosed sooner.”
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Stroke Bundle %
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Figure E2.5 Figure E2.6
Stroke Care Bundle STEMI Care Bundle
November 2021 - February 2024 October 2021 - April 2024
oy
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=
98% %
£
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=
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40%
Year Month Year Month
Figure E2.7 Figure E2.8
[
Month Year STROEE Care Bundle %€ Month Year STEMI Care Bundle Performance
Moy 2021 Q745 Oct 2021 80.7%
Feb 2022 97.6% Jan 2022 60.4%
May 2022 07.1% Apr 2022 e
- ~ Jul 2022 S7.58%
Aug 2022 95.3%
Ot 2022 68.5%
Mow 2022 o7.4% -
- [ Jan 2023 81.3%
Feb 2023 0G.28% 4pr 2023 —
May 2023 93.6% e —
Aug 2023 8e.1% Oct 2023 793%
Mow 2023 08.2% lan 2024 2385
Feb 2024 OT.9% Apr 2024 92.8%
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E3 ACTIVITY & OUTCOMES

Figure E3.1 Figure E3.2 Figure E3.3
Emergency Incidents

WC 06103121 Lo WC 26108124 ] Emergency Incidents by Operational Sector
Emergency Incidents

23,000
G South 9,655
G Central | 9,545
22,000
n M North = 9,344
£
3 G West 8,978
£ 21,000
> ! GEast 8,406
[ I|
:-‘; M East 7,423
o
Ezo,uuu CL East Lancashire = 7,000
M West 6,457
19,000 CL South Lancashire = 5,998
M South = 5,300
e T R R R R R R R R T R I R IR R I R - -
gear Iy iyl Ina 803333333339 3333¢83 cLFyide [5,239
2222sz2232232333222828323822228282888232238°82 ot North cumbria EES
. c or umbria y-
Flgure E3.4 Week Commencing
CL Morecambe Bay = 4,010
No Qutcome Contacts .
WC 0609121 to WE 26108124 Emergency Incidents by ICB
Greater Manchester = 36,186
8,000
Cheshire & Merseyside | 28,532
Lancashire & South Cumbria = 22,263
- North East & North Cumbria = 4,560
ye ‘ Figure E3.5
g 3.304
$ U i .
S | Br A
=z
Tty ! Y
[ |‘ | [ " | R
4,000 " :1 l sl
APTA'R' |
l ‘ . 2021 141,605 +22.1% 93,365 -2.9%
p ' 2022 127,621 -8.7% 89,655 -3.7%
AR R R R R R R E R R R R R R R R 2023 118,713 -6.8% 92,315 +3.1%
g rN- 8 3IBEEB IS rN I3 IBSEB83S N8B 3IBBE B
S s s bR S RasEsEnoEEERESEEEE S 2024 110,438 -T2% 92,000 -0.5%
0 0O 0 0 0 00 0 0 00000 00000 o000 00 o0 o000 o000 o0 o000 o000 oo o
Week Commencing




Figure E3.6 Figure E3.7
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Hear & Treat (AQI)

WC 06/09/21 to WC 26/08/24

See & Treat (AQI)

WC 06/09/21 to WC 26/08/24
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Figure E3.8 Figure E3.9
G Central | 17.05% CL Morecambe Bay = 30.20%
CLFylde 15.94% CL Fylde = 28.99%
GEast 15.27% M South = 28.98%
GWest  14.27% CL South Lancashire = 28.91%
G South | 13.92% G West | 28.39%
M South | 13.87% CL North Cumbria = 28.36%
CL East Lancashire = 13.61% CL East Lancashire = 27.77%
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MWest  13.37% G East = 26.80%
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CL North Cumbria = 12.35% M North = 24.70%
CL Morecambe Bay = 11.87% M East  23.91%
Greater Manchester | 15.17% Lancashire & South Cumbria = 28.82%
Lancashire & South Cumbria = 13.81% North East & North Cumbria = 28.36%
Cheshire 8 Merseyside | 13.37% Greater Manchester | 27.24%

North East & North Cumbria = 12.35% Cheshire & Merseyside | 25.55%



Figure E3.10
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See & Convey to A&E %
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Figure E3.12

Monthly See & Convey % by Operational Sector
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Figure E3.13
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Figure E3.11
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Monthly See & Convey to Non A&E % by Operational
Sector
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Figure E3.15 Figure E3.16
Rank Hear & Treat E See & Treat

Figure E3.17 Figure E3.18
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O3 ARP RESPONSE TIMES

Figure 03.3
Figure 03.1 C1 mean by Operational Sector
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Figure 03.9
Figure 03.11
ARP C2 Mean C2 Mean by Operational Sector
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Figure 03.17

August 2024

Figure 03.19

Figure 03.18 C3 Mean by Operational Sector

Figure 03.20

Target 1:00:00
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YTD 1:46:49
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Figure 03.22 C3 90" by Operational Sector
Figure 03.24
C3 90th
Target 2:00:00

Aug 2024  2:41:49

\ YTD 3:59:36

Ranking 3rd

C3 90by ICB



August 2024

Figure 03.27 .
Figure 03.25 9 Figure 03.28

Figure 03.26
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O3ARP Provider Comparison

Figure 03.25
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O3 LONG WAITS

Table 03.29 Figure 03.29
Sep-21 1,50
Oct-21 1,650
Nov-2] 1,329
Dec-21 1,590
Jan-22 1,109
Feb-2] 985 Table 03.30
Mar-22 1,609
Apr-23 1,145
May-27 869
Jun-23 940
Jul-23 1,207
Aug-23 653
Sep-22 804
Oct-22 1,184
Nov-27 959
Dec-23 1,619
Jan-2 694
Feb-23 543
Mar-23 708
Apr-23 509
May-29 59 Figure 03.30
Jun-2 693
Jul-23 706
Aug-23 643
Sep-2 713
Oct-23 761
Nov-23 665
Dec-2. 785
Jan-24 748
Feb-24 641
Mar-24 565
Apr-24 507
May-24 604
Jun-24 598
Jul-24 582
Aug-24 450




O3 A&E TURNAROUND

Figure 03.1 Table 03.1 fable O3.3

No. of patients waiting

outside A&E for

handover

Sep-21 902
Oct-21 1156
Nov-21 739
Dec-21 824
Jan-2p 708
Feb-22 590
Mar-22 936
Apr-23 1057
May-24 891
Jun-22 926
Jul-22 975
Aug-22 1099
Sep-22 1490
Oct-27 2319
Nov-23 1283
) Dec-22 1775
Figure 03.2 Jan-28 862
Feb-2] 514
Table 03.2 Mar-23 1113
Top 5 Trusts: Lost Unit Hours Apr-23 538
May-23 898
Jun-2% 545
Jul-23 577
Aug-23 943
Sep-23 1004
Oct-23 1744
Nov-24 1414
Dec-2] 2121
Jan-24 2397
/ Feb-24 1946
Mar-24 1524
Apr-24 1062
May-24 1579
Jun-24 1594
Jul-24 1851
Aug-24 989




O4 111 ACTIVITY & PERFORMANCE

Figure O4.1

Apr 24: Start of 15% Nat
contingency

:| 29 Jul 24:
:| Reduction to 10%
:| Nat contingency

4Vvd

Calls Offered

Aug 2024

134,959

YTD

746,621
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Figure 04.2
Apr 24: Start of
15% Nat
contingency
Calls Answered within 60
Seconds %
Target 95%
S 29Jul 24: Aug 2024  95.2%
= Reduction to
: 10% Nat YTD 80.6%
= contingency
National 87.1%
Ranking 3rd/30
Figure 04.3

AverageCall toAnswer
time (seconds)

Target <20

Apr 24: Start of
15% Nat Aug 2024 12
contingency

] YTD 85

T 29 Jul 24:

: Reduction National 36

. to 19% Nat

; contingency Ranking 3rd/30




Figure O4.4

Figure 0O4.5

Apr 24: Start of
15% Nat
contingency

29 Jul 24: Reduction to
10% Nat contingency

Apr 24: Start
of 15% Nat
contingency

E 29 Jul 24: Reduction to
= 10% Nat contingency

4vd

Calls Abandoned %

Target <5%
Aug 2024 0.6%
YTD 3.4%
National 2.4%
Ranking 2nd/30

Calls Back <20 Mins

Target 90%
Aug 2024 47.5%
YTD 41.7%




Figure 04.6

Figure 0O4.7

Apr 24: Start
of 15% Nat
contingency

Apr 24: Start of
15% Nat
contingency

29 Jul 24: Reduction
to 10% Nat
contingency

29 Jul 24:
Reduction to
10% Nat
contingency

4Vvd

Warm Transfer %

Target 75%
Jun 2024 17.9%
YTD 23.7%
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OS5 PTS ACTIVITY & TARIFF

Figure 05.1 Figure O5.2
Total Activity
Plan 132,015
Actual 132,505
YTD Plan 132,015
YTD Activity 132,505
Figure O5.3 Figure O5.4

Unplanned Activity

Plan 12,107

Actual 9,726

YTD Plan 12,107

YTD Activity 9,726




Figure O5.5

Figure O5.6
Contract Aborted Activity
Greater Manchester 5,637
Lancashire 2,519
Merseyside 2,209

Cumbria 379

4vd
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Figure F1.2

Figure F1.3
Figure F1.4
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Figure F1.5




. Figure F1.8
Figure F1.7
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Figure F1.9
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Figure OH1.2 Figure OH1.3

Figure OH1.4 Figure OH1.5
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Figure OH2.2 Figure OH2.3

Figure OH2.4 Figure OH2.5
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OH4 TEMPORARY STAFFING

Figure OH4.1




Figure OH4.3
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Figure OH4.2

Figure OH4.4

Figure OH4.5
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Figure OH5.2 Figure OH5.3

4vd

Figure OH5.4 Figure OH5.5
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Figure OH6.2 Figure OH6.3
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Figure OH6.4 Figure OH6.5
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Figure OH7.2
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Figure OH7.3 Figure OH7.4

) Figure OH7.6
Figure OH7.5
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Figure OH8.2
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X Note the items in the ALERT section with associated actions

X Receive assurance frorfhe Accountable Emergency Offic
(AEQ) discharging their responsibilities against the EPRR
programme in line with its duties under the NHS Stand
Contract 30, and as required in line with its EPRR An
Assurance Core Standard 3.
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Governance Response
Duty to risk assess Warning and informing
Duty to maintain plans Cooperation

Command and control
Training and exercising

Business continuity

Hazmat and Chemical
Biological Radiological Nucle
(CBRN)

X X X X X
X X X X X
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x Standard 5t EPRR resourc&unding frontcommissioners for MR20 has not been receive
If there is no plan to gain the funding in the next 12 months, this should move to non
compliant.

x Standard 37t Local Health Resilience Partnership (LHRP) attendance, executive level |
group. The Trust has been represented at all meetings in the last 12 months but has b
represented by a Head of Service or Sector Manager on several occa<Idn€Nt This
has been addressed but there are not enough meetings tabled to have compliance for
submission.

x Standard 38t Local Resilience Forum (LRF) attendance, executive level multiagency gt
The Trust has been represented at all meetings in the last 12 months but has been
represented by a Head of Service or Sector Manager on several occasIdn€Nt This
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has been addressed but there are not enough meetings tabled to have compliance for
submission.

x Standard 51t Business Continuity audiACTION External audit anticipated in Q3/Q4 but
not prior to submission. If a robust audit cannot be anticipated in the next 12 months, t
should move to norcompliant.
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X How Cyber security and IT Teams support the organisations EPRR activity and their ir
in the workplan
X Pans in place fomitigation/response/recovery in line with a risk assessment
x Communications with stakeholders and media during a cyber incident
X Exercising/testing/learning processes
x Training in line with a training needs analysis
X Assessment and recovery of critical functions and interoperability including bus
continuity.
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Ensuring ICBs are empowered and supported to take the lead with regards to local deli
the EPRR agenda (in line with the NHS England operating framework, seeking
opportunities to embed new ways of working in all our activities)

x This includes ICBs being responsible for gaining the NHS EPRR assurance
GCompliance rating from their providers of NHS funded care, under the terms of the
Standard Contract
NHS England developing its relationship with related regulatory bodies to share and se
common understanding regarding assurance outcomes, ensuring that compliance is aq
through a single mechanism

X These organisations include the Care Quality Commission and the Health and

Executive
Identifying any unconditional compliance requirements of the NHS core standards for E
NHS England annually sefsessing its EPRR compliance as a single organisation, inclu
relevant departments and regions

Bvaluating options for a digital solution to facilitate delivery of the overall assurance pro

/\/\hZ

Ap ulee]}ve Aloo P} &} §Z

(Joo}A]JVP PE} %+ W

(G %S utdD

TTEN %S ut@®u o]SC v W E(}EuU v luu]®©

THZ %8 ut & E

&K 8} tEWZZ '"E}pu% ~A E 0 p% 8 (E}u u YvPe AJSZ | -
($ZK &) t@D

162K 8} t®pu 0o]8C v W E(}EuU v luu]©

ii"°K 8§} t@®&/E > ~h D/*""KE dK /

TISZ2E}A u t@D

T6ZE}A u tE} E ~p% 3 }( .v O *p ulee]}ve

(152 vih EQVZZ "E}p% ~U% S (E}u oy u]ee]}v C/ S8} E,~ VP

i6% vp ECu 0]8C v W E(}EuU v Juu]©  ~p% S§ (E}u ep uljs

1% VU EG E& ~pu% S (E}u ep u]ee]}v C/ 8} E,~ VPO Vv

dZ & u C ]+ @ % v C 3A v §Z § §Z § P} « &} Z PE

A E+]}v %o ®JA]Jo % ule]}v Adoo & ISA % \VoiiSK &} @ &) §Z

u YvP § X

Y Zz/"<KE”~/ Z d/KE

dZ dEpes[s }VYVP v C %0 vv]vP @EE vP u vie v % ]0]
Ju% o] v A]8Z }JUE pvY ¢ pv E §Z ~71id+U 8Z , 08Z v
YA]Y e¢ Z Ppo Y}ve 7iii v 8Z E,» VPO vv @ UEP &} WE %o

W RS} (i



~ WZZ+ &E u A}EI §}P §Z & A]3Z }8Z & 0 PJ*0 Y}V ey Z o

~ ~ oA

§Z

ul ] § 1116 v 8Z ,pu v Z]PzZzSse $§ 606X
t N Z «]Jo]l v ]Je o0°} I ¢ }u%}v vs }( $Z E,» u pdo v "§ v
C 3Z E,» VPoVv "~ /u%E}A uvd uEP VCWE % E Vv *+U
" v E » AZlZ & E Al VVH 00CX
0o Yh >/dzl ~h~d /E [/>/dz /IDW d*
E}vX
04 d/KE Z Yh/Zz
dz } E]e I S}W
X Note the items in the ALERT section with associated actions
X Receive assurance from the Accountable Emergency Officer (AEO) dischargin

responsibilities against the EPRR work programme in line with its duties under thg
Standard Contract 30, and as required in line with its EPRR Annual Assurance Core §
3.

W B (i



%o%oV]/Ei
JE +3v E & o0

Ivd E}% & ]0]5C S v

% ]AC &

W OB }(if



REPORT TO THBOARD OF DIRECTORS

DATE Wednesday, 25 September 2024

Infection Prevention & ControlAnnual Reportand Board Assurance
Framework FY 2023/24

PRESENTED BY Maxine Power, Director of Quality, Innovation and Improvement

SUBJECT

PURPOSE Assurance

W\ Qo IA =A@ Quality Strategy

BOARD ASSURANCIEY YK SR0O2| SRO3| - SR04| - SRO5|

SaVUS OGN SRo6| - [SRO7| - |SRO8| - |SRO9| « |SR10| -

. . Compliance/ Quality
Risk Appetite Regulatory Outcomes People
SDtat'e 'mint Onl) Financial Valie Reputation Innovation
(Decision Papers Only) for Money P
ACTION REQUIRED The Trust Boardis asked to:

Note the content of the reports.

Note the assurancesit provides.

Note the arrangements for ongoing monitoring via

the IPC BAF.
X Note the keyrisks andmitigations.
EXECUTIVE SUMMARY The purpose of this paperisto introduce the IPCannual
report for 2023/2024 and the IPC BAF (see appendix 1) for
reporting period 1% January 2024to 30" June 2024.
This report is a summary of the efforts and challenges the
Trust hasfaced and overcome moving from the global
pandemic and transitioning into ‘business as usual’ whilst
acknowledging lessons learned. The Trust has adopted new
national guidance to ensure there remains a significant focus
on IPC to maintain both staff and patient safety and have
considerable preparedness for any emerging infectious
diseases.
Assurance on the delivery of IPC within the Trust is
monitored through the updated IPC Board Assurance
Framework (BAF), whicls presented to the Quality and
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Performance Committee, as well as The Board of Directors.
The annual report aligns assurance and provides an
understanding of the risksto the organisation during the
reporting period.

Risks:There are currently three risksalignedto IPC

X Risk ID 236 There is a risk that due to not all staff

being Filtering Face Piece (FFP3) fit tested and
Sundstrom hoods not suitable for all scenarios, staff
are unable to respond safely to Aerosol Generating
Procedures (AGPs) leading to risk to personal safety of
staff.

Risk ID 255 There is a risk that due to lack of
awareness or capacity, 20% of sharps boxes found in
sharps bins aren't correctly labelled and / or with
temporary safety lock correctly activated, resulting in
no auditable trail and discarded sharps binsdding to
harm or injury to both North West Ambulance Service
(NWAS) staff and external clinical waste collection
staff.

Risk ID -605There is a risk due to increased
prevalence of Measles in the community, staff who are
not immunised or wearing the correct Personal
Protective Equipment (PPE) will be exposed and at risk
of contracting Measles resulting in further

transmission in both the community and colleagues,
leading to absence from work.

The report alsooutlines all other activities that the IPC team
lead on, collaborative working with other Trust services and
provides a summary of any mandatory reporting.

M SVelISINAee]\S][p]=3=DN34 Quality and Performance Committee

Date

Monday, 23 September 2024

Outcome
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1. BACKGROUND

NWAS Infection Prevention and Control (IPC) Annual Report) provides a comprehensive overview of
,3& DFWLYLW\ WKURXJKRXW WKH 2QDQFLDO \HDU DQG DVVXUDC
processes, and training are in place to minimise the risk of transmission of infection to service users,
SDWLHQWYV DQG VWD©®© ,W DOVR LGHQWL2HV JDSV LQ DVVXUDQ
WKH VLIJQL2FDQW SURJUHVYVY DQG DFKLHYHPHQWYVY WD KIDQYG E
patient safety.

The Annual Report is presented annually to the Quality and Performance Committee prior to the
Board of Directors. The Annual Report has been discussed at IPC Working Group and has been
circulated to all IPC Working Group members.

7KH ,3& DQQXDO ZRUNSODQ DQG UHVXOWLQJ DFWLYLWLHYV
Assurance Framework to ensure that the Trust minimises the risk of onward transmission of
LQIHFWLRQ WR VWD® DQG SDWLHQWYV

2QH QHZ ULVN KDV EHHQ LGHQWL2HG GXULQJ WKH UH-SoReJ WL
score has been decreased from a 12 to an 8. Risks regularly reviewed and managed, and action
undertaken.

7KH ,3& WHDP KDYH EHHQ H[WUHPHO\ UHVSRQVLYH LQ FRPI
response to revised national guidance on emerging infectious diseasedhey have been a specialist
UHVRXUFH DQG KDYH LPSURYHG YLVL Edrt&dlinihe WoRpldc@ VIKeUPC W K D
WHDP KDYH DOVR VSHQW D VLJQL2FDQW DPRXQW RI WLPH UHYI
DQG SURGXFLQJ DFWLRQ FDUGY WR SURYLGH D TXLFN UHIHUH(
all documents to enable VWD®©®© WR DFFHVV WKH QHFHVVDU\ LOQIRUPDWLRC(
location.

IPC audits continue to be inputted via Safecheck. The IPC practitioners have been working closely
with the Safecheck and Power Bl team and assurance can be presented at the IPG sonmittee.
Integrated Contact Centre audits have been developed by the IPCand results are captured on a
Teams questionnaire.
2. RISK CONSIDERATION
Infection, Prevention and Control (IPC) is a statutory requirement placed on NHS trusts. This assurance
report is a requirement to demonstrate good governance, adherence to Trust values and public
accountability in line with the Health and Social Care Act 2008: Code of Practice on the Prevention and
Control of Infection and related guidance.

3. EQUALITY/ SUSTAINABILITY IMPACTS

There are no equality or sustainability impacts.
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4. ACTION REQUIRED

The Trust Board is asked to:

Note the content of the reports.

Note the assurancesit provides.

Note the arrangements for ongoing monitoring via the IPC BAF.
Note the keyrisks and mitigations.

X X X X
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Avian Flu, MRSA Bacteria Cases
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f IPC Commitments 2023/24
Recommendations 26

STATEMENT BY THE DIRECTOR OF INFECTION, PREVENTION & CONTROL

This report demonstrates that the Trust has continued to make substantial progress
towards achieving the Trust's key priorities for IPC. We continue to be committed to
promoting best practice in IPC and to maintain our clinical standards.

The IPC team are responsible for developing, implementing, and monitoring practices and
procedures to prevent and control infections within the Trust, and continue to collaborate
with internal and external stakeholders to provide advice, support, and training to ensure
we maintain our compliance with the Health and Social Care Act (2008). The IPC team also
play a critical part in safeguarding patient and staff health, reducing the risk of healthcare-
associated infections, and ensuring a safe environment.

National guidance and initiatives have been key drivers for elements of our annual work
programme, and this evolving work stream will continue into 2024/25. IPC is the
responsibility of everyone, and success is achieved when everyone works together. This
annual report shows how we are performing, where we do well and where we plan to
innovate and continuously improve our services.

PURPOSE

The purpose of this report is to present the achievements and challenges of the IPC team
for NWAS. This report will focus on many different aspects of IPC activity and our ongoing
response to emerging infectious diseases and outbreaks including concerns such as
Measles and Scabies. The reporting period is 1 April 2023 until 31 March 2024.

BACKGROUND

Effective systems for the management of IPC are essential for all NHS providers. NWAS
has a legal duty to comply with the Health and Social Care Act 2008, specifically the Code
of Practice for the NHS on the prevention and control of healthcare associated infections
and related guidance. Our approach to IPC is taken from the guidance published by United
Kingdom Health and Security Agency (UKHSA) who remain the trusted NHS authority on
the implementation of research evidence into NHS practice.

We are guided by the National IPC Manual (NIPM) which is supported through the
Association of Ambulance Chief Executives (AACE). The IPC Manual is located on the
NWAS Green Room and supplemented with several procedural documents for key areas
of IPC practice specific to the ambulance service. These policies have been reviewed this
year in line with national guidance and have been approved at the IPC Sub Committee.
The IPC team monitor compliance to IPC policies, procedures, and training via a series of
audits which are conducted locally, by IPC Practitioners, the IPC Manager, and external
assessors such as UKHSA, Environmental Health and NHS England (NHSE). During the
year we have continued to collaborate with digital teams to update systems to improve
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IPC Audits and how they are reported through a Power Bl dashboard. This allows all
service lines to review audit data and monitor their progress in real time. The dashboard
also forms assurance reports which are presented to the IPC Sub Committee. To reflect
the new corporate governance reporting structure from the 15t°f April 2024 the IPC Sub
Committee will be replaced by the IPC Working Group & will report directly to the Clinical
& Quality Group.

The IPC team monitor any infection related issues by reviewing IPC incidents through the
Trust’s incident management system, Datix Cloud IQ (DCIQ). The IPCT have a dashboard
that has been developed that summarises all IPC incidents that have been reported.
Themes from incidents occurring in each area are used alongside audit data to inform
our intelligence about which systems need to be improved, where additional training is
required, or where risk management systems need to be put in place.

COMPLIANCE WITH REGULATORY CQC

CQC Assurance

In 2023/24 the Care Quality Commission (CQC) continued to regulate providers using a risk-
based model whilst moving towards their new regulatory model, with staggered rollouts
nationwide of the new Single Assessment Framework (SAF). In Q4 2023/24, the SAF went live
in the Northwest. Their approach during 2023/24 included ongoing routine engagement
meetings and enquiries.

On an annual basis, NWAS undertake Quality Assurance Visits (QAV) across all service lines.
The purpose of QAVs is to provide assurance to the Trust about the quality and safety of our
operational premises, vehicles and services at sector level and provide internal second line
assurance and information in relation to key lines of enquiry from the CQC.

The IPC team participates in the QAVs outlined above to provide a specialist oversight on the
visit. Non-adherence to IPC policies and procedures are identified and inputted onto the Trust
Integrated Action Tracker (IAT) for services to rectify, with the support of the team if required.
Any non-compliance is monitored by a follow up IPC audit to ensure all actions have been
addressed. We actively review any feedback and concerns that may have been raised in
relation to IPC. Any recommended changes to our policies or procedures are fully considered
and implemented when appropriate. This interactive and close collaboration with the CQC is
showing a reduction in the amount of formal CQC enquiries.

The CQC's regulatory mode has recently changed, to keep up with the regulatory requirements
and improve our internal assurance, we have redesigned our QAV framework according to
CQC's SAF. The IPC Specialist Lead has worked with the Accreditation and Assurance
Manager to ensure that the internal assurance systems related to IPC are aligned to CQC's
new Quality Statements which have replaced the key lines of enquiry and prompts.

4.2

Estates and Facilities Management

The Estates and Facilities team conduct compliance audits on all NWAS owned properties to
ensure the sites remain safe, clean, well maintained and all associated equipment is in a safe
operational condition. The team ensures that appropriate maintenance and inspection records
are held centrally and comply with statutory legislation.
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The Head of Estates has a number of safety groups in operation to provide assurance in relation
to HSE legislation to include, but not limited to, the management of; asbestos, water safety, gas
and electrical safety, portable appliance testing, air conditioning and air monitoring safety with
planned preventative maintenance in addition to reactive maintenance undertaken in line within
current contract specifications. Compliance reports are provided to the HSSF Group and other
Trust Committees.

The IPC Specialist Lead is a member of the Water Safety Group that commenced this year in
line with the requirement in the Health and Social Care Act. A Trust Water Safety plan has been
developed and approved by the group. Results of regular monitoring of water samples are
reported to the group and any anomalies are recorded on a central database which is monitored
by the Estates and Facilities department and action taken accordingly to address any issues
identified which are out of normal parameters.

The IPC team participate in the planning stage of refurbishment and new buildings across the
organisation. The team ensure that these plans include facilities so that the organisation is
compliant with national guidance on the safe disposal of waste, safe disposal of sharps, to store
clean linen, have adequate storage for sterile, single use items and that all areas are fitted with
surfaces that are able to be cleaned easily with the required cleaning materials.

IPC GOVERNANCE ARRANGEMENTS

In NWAS the corporate responsibility for IPC sits with the Assistant Director of Nursing and
Quality, who is also the Director of Infection Prevention & Control (DIPC). The DIPC
provides assurance to the Board and the wider Executive Team through assurance reports,
the annual work plan, and the IPC BAF.

The DIPC is responsible for the IPC team. The team consists of 1 x IPC Specialist Lead, 1 x
IPC Manager, 3 x IPC Practitioners, and 1 x IPC Administrator who provides support to the
DIPC and the IPC team. The team sits within the Quality, Improvement and Innovation
directorate and is overseen by the Assistant Director of Nursing and Quality & DIPC.

5.2

Chart 1 demonstrates the structure of the IPC team.

5.3

Progress Against BAF Key Lines of Enquiry
The IPC BAF has been revised in line with the code of practice (the code) on the prevention
and control of infections under the Health and Social Care Act 2008 (H&SCA 2008). This
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act sets out the overall framework for the regulation of health and adult social care activities
by the CQC.

The revised BAF is also a reflection of the updated national guidance in terms of the NIPCM
and the requirement to return to ‘business as usual’ following the pandemic.

Part 2 of the code sets out the 10 criteria against which the CQC will judge a registered
provider on how it complies with the IPC (including cleanliness) requirements, which are
set out in the BAF. To ensure that consistently high levels of IPC (including cleanliness)
are developed and maintained, it is essential that all providers consider the whole document
and its application in the appropriate sector and not just selective parts. A number of
sections have been highlighted as ‘Not Applicable’ for ambulance services as they relate
to Antimicrobial Stewardship, Inpatient isolation facilities and access to pathology services.
Assurance is provided by providing evidence against each criterion and mitigating actions
where the criteria are not fully met.

The BAF was reviewed in November 2023 and presented to both the Quality and
Performance Committee and Trust Board for assurance. NWAS is rated green for 26
criteria, there are no red rated criteria, and 9 amber rated key lines of enquiry. 18 of the
criteria are not applicable for the ambulance service as they refer to isolation facilities,
access to a pathology laboratory and surveillance of infections. Mitigating actions for these
amber rated criteria are included in the document — which include fit testing and standards
of cleanliness (which we are awaiting a national document for cleanliness specifications
particular to the ambulance service to benchmark). The IPC risks are reviewed monthly,
and the IPC BAF will be reviewed 6 monthly at the IPC Sub Committee — or sooner as
required in line with national guidance.

5.4

Provide and Maintain a Clean Environment

During the year 2023/24 environmental cleaning continued for non-clinical areas in line with
national cleanliness standards. Escalation measures are re-instated in line with national
guidance if any outbreaks are declared.

Vehicles continued to be cleaned daily and in between patients. Enhanced cleaning
continued to be undertaken for suspected or confirmed infection cases and where AGP’s
had been undertaken within the vehicle. All Trust vehicles undergo a 6 weekly deep clean
carried out — deep clean audit data is presented at the IPC Sub Committee for assurance.
The IPC team also carry out unannounced audit on vehicles after a deep clean prior to the
vehicle going back out on the road. Any issues identified are then escalated to the Fleet
Logistics Manager who is responsible for monitoring the contract.

5.5

Provide Suitable Information on Infections for Staff and Patients

Any updated national guidance and local operating processes were disseminated regularly
to staff via bulletins, social media, internal intranet, and the IPC Sub Committee. All training
materials for staff and volunteers were reviewed throughout the reporting period and
amended to reflect changes in national guidance.
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Local risk assessments, guidance and procedures remain in place to ensure that patients
are appropriately triaged and assessed for level of risk prior to transportation where
possible. Liaison with other health care providers in relation to patients with transmissible
infections ensures the risk of onward transmission of infection is minimised by ensuring that
patients are placed in the most appropriate setting. The IPC team work closely with IPC
teams in all health care organisations and so are aware of any increase in prevalence of
infections in the community and as a result will inform staff working in that area to be aware.
The IPC team also work closely with UKHSA to identify care facilities that have reported an
outbreak. UKHSA sends the information via email to the IPC inbox, the team will then
review that information, liaise with the NWAS Gazetteer team who will put a marker on the
address which will inform attending crews of the outbreak. The markers are removed when
the outbreak is declared closed.

6 ASSURANCE

6.1 | The NWAS BAF includes a strategic risk related to the safe delivery of high-quality care
which is articulated as follows: ‘If we do not deliver appropriate safe, effective and patient-
centred care, this may impact on the Trusts’ compliance with regulatory requirements for
quality and safety’.

6.2 | IPC Risk Management

During 2023/24 risks in relation to IPC have been aligned, managed, and monitored as part
of the IPC BAF, in addition to the organisational BAF and the Corporate Risk Register
(CRR).

This BAF was developed to monitor NWAS standards against key healthcare criteria and
provided evidence and assurance surrounding the management of any risks identified.
Risks are continually reviewed, re-assessed, and added to the organisational risk register.
The BAF continues to be reviewed on a quarterly basis and when updated nationally. BAF
updates are presented to the Quality and Performance Committee for assurance, prior to
the Board of Directors. The Executive Leadership Committee monitors the organisational
management of the BAF.

All risks are reported on DCIQ:
There are currently three risks that are aligned to IPC:

X Risk number — 236 There is a risk that due to not all staff being FFP3 face fit tested
and Sundstrom hoods not suitable for all scenarios, staff are unable to respond
safely to Aerosol Generating Procedures (AGPs) leading to risk to personal safety
of staff.

X Risk number - 255 There is a risk that due to lack of awareness or capacity 20% of
sharps boxes found in sharps bins aren’t correctly labelled and / or with temporary
safety lock correctly activated resulting in no auditable trail and discarded sharps
bins leading to harm or injury to both NWAS staff and external clinical waste
collection staff.

X Risk number - 605 There is a risk that due to increased prevalence of Measles in
the community, staff who are not immunised or wearing the correct PPE will be
exposed and at risk of contracting Measles resulting in further transmission in both
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the community and colleagues leading to absence from work.

These 3 risks have been reviewed monthly and updated as further actions and mitigations
have been put in place, this is reported via the IPC Sub Committee for assurance. Of these
three risks, only one risk has a risk rating of 12 by the end of March 2024 which is the risk
around Measles and has only been added to the risk register in March 2024. All three risks
identified are in relation to areas highlighted in the report, including areas of improvement
and additional assurances.

6.3

Risks Scoring >12

A new risk was added in March 2024 (ID 605). There is a risk that due to increased
prevalence of Measles in the community, staff who are not immunised or wearing the
correct PPE will be exposed and at risk of contracting Measles resulting in further
transmission in both the community and colleagues leading to absence from work.
Mitigating actions include close liaison with Occupational Health to ensure we have
accurate vaccination records for staff, working with communications to cascade
information to staff to ensure that they are aware of the correct PPE to wear and to
develop resources for staff to advise on necessary actions should they have been
exposed to a Measles case.

Risk ID 236, scoring 8, is a risk due to not all staff being FFP3 face fit tested and
Sundstrom hoods are not suitable for all scenarios. Staff are unable to respond safely to
AGPs leading to a risk to personal safety of staff. During 2023/24 this risk has reduced
from a 12 to an 8 due to a successful business case which was presented to the
Executive Leadership Committee to recruit three Face Fit Test Assistants to the IPC
team. The fit testers started in post in quarter two and attended the accredited fit testing
course. They are each directly line managed by the IPC Practitioner for that area and also
work closely together as a team to identify and address any low compliance areas. The
funding from the business case also allowed other members of the IPC team, and some
staff in the training department, to also attend the accredited course and carry out fit
testing on staff across the organisation to help with compliance rates. A Microsoft Teams
form has been developed to be completed at the fit test to record if staff pass or fail the
test and which mask. The data on the forms is then inputted onto ESR so the Trust now
has a robust centrally recorded system to monitor compliance. Staff are also given written
information to inform them when they need to be retested and which mask they need to
use. Compliance with fit testing has increased significantly hence the risk score being
reduced.

Risk ID 255, identified as score 8, is a risk due to the lack of awareness or capacity that
20% of sharps boxes found in sharps bins are not correctly labelled and/or with temporary
safety lock correctly activated resulting in no auditable trail and discarded sharps bins
leading to harm or injury to both NWAS staff and external clinical waste collection staff.
Work is ongoing to address these issues, the practitioners are working with the areas to
raise awareness of sharps safety, and the team are working with the sales company that
manufacture the sharps container to develop a bespoke receptacle for the ambulance
service.
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6.4

Mitigated Risks (Closed) During 202 3/24

Risk ID 322 was placed on the risk register, with a score of 8, in July 2022 due to ongoing
issues with the audit data collection tool. There is a risk due to the inaccuracies within the
Safecheck audit tool that the IPC team are unable to gain adequate assurance on
compliance with the IPC policies and procedures leading to an unsafe environment for
patients and staff. This risk was closed in January 2024 after work had been completed on
Safecheck, a trial data was completed to ensure the information was accurate prior to
closing the risk.

6.6

Private Provider Group

Over the past 12 months the IPC team have been involved and supporting the private
provider group who have ownership of commissioning and management of the private
providers for PTS and PES. The support has ranged from IPC Practitioners undertaking
spot check audits on vehicles at Emergency Departments, basic IPC education, offering
IPC specialist advice and visiting sites for commissioning and audit purposes.

6.7

Peer Review

In June 2023 the IPC Team at NWAS engaged in a national peer review programme
between ambulance services. This was lead nationally through AACE and each trust was
assigned another ambulance trust to conduct a peer inspection review and provide
feedback to the ambulance trust inspected. The Head of Safety and IPC and a senior IPC
Specialist from the Yorkshire Ambulance Service (YAS) conducted a full peer inspection
review. They provided a very positive feedback report which highlighted some key
achievements.

X Motivated IPC Team keen to develop and progress — this is a relatively new team
comprising of an experienced IPC Team Manager and IPC Practitioners who had
been paramedics previously.

X IPC Team re-structured and has introduced a new IPC Specialist Lead role that
provides sound clinical knowledge and experience.

x Fit Testing and assurance of RPE checks is now managed by IPC team. This is
now managed by the Trust in house, so we have better access to data and
compliance is improving.

x Policies have been reviewed and process in place to update them.

x Cleaning regimes now in place for frontline staff to clean their vehicles.

x Deep Clean contract went through a tendering process to establish a provider that
better suits NWAS requirements.

POLICES AND PROCEDURES

The IPC Specialist Lead attends the monthly National Ambulance Service Infection
Prevention and Control Group (NASIPCG) and contributes to AACE guidance prior to
approval. Once the AACE guidance is approved the IPC team work closely with the
Communications team in NWAS to ensure an updated bulletin is distributed to inform staff
of any changes and the IPC team also support the Heads of Service in implementing the
necessary changes.

The Trust IPC policies and procedures are regularly reviewed and updated to ensure they
are aligned to national best practice guidance. The IPC team work with the
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Communications team to also ensure that new policies and procedures are available on
the IPC pages on the Greenroom. The team then work closely with Heads of Service, when
new or updated policies are available, to ensure all staff are made aware and to improve
Trust compliance.

This year we have reviewed and updated our IPC policies and procedures, and we have
ensured that the national standard of good practice from the NIPCM is incorporated into
Trust policy.

NWAS also has responsibility to keep its internal policy and procedures in place in line with
the Health and Social Care Act — the current policies that are in place include:

National Infection Prevention and Control Manual
Communicable Diseases Policy

Wound Care Policy

Peripheral Intravenous Cannulation Policy

Linen Policy

Aseptic Non-Touch Technique Policy

Respiratory Protective Equipment Fit Testing Policy

X X X X X X X

The IPC team monitor compliance to our policies, procedures, and training via a series of
audits which are carried out locally, by IPC Practitioners and by external assessors, such
as UKHSA, Environmental Health, NHS Improvement (NHSEI) and NHSE. We have
continued to develop our IPC audit dashboard which allows all service lines to digitally input
audit data and review progress in real time.

We also learn about IPC practices from when things go wrong by reviewing IPC incidents
through our incident management system, DCIQ. The themes from incidents occurring in
each area are used alongside audit data to inform our intelligence about which systems
need to be improved, where additional training is required or where risk management
systems need to be put in place.

GOVERNANCE

The Trust’'s IPC Sub Committee convenes bi-monthly to ensure ongoing adherence to
regulatory compliance. Initially, the IPC Sub Committee's terms of reference were the
monitoring of COVID-19, Respiratory Protective Equipment (RPE) usage, and conducting
audits of RPE up until the government changed the guidelines in April 2023. Even though
the government guidelines were revised, the inclusion of the IPC Sub Committee became
a permanent fixture as it is used to provide and present assurance reports.

All staff members were required to notify the Carlisle Support Centre of any absences
related to COVID-19, whilst reporting sickness absences. This reporting protocol facilitated
NWAS in generating various reports based on the collected data allowing the IPC team to
monitor COVID-19. This information was provided daily which enabled the IPC team to
assess the necessity of declaring an outbreak. However, this practice ceased on 25 April
2023 as staff members were no longer obliged to undergo Lateral Flow Device (LFD)
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testing. If staff exhibited symptoms and felt unfit for duty, they reported their unfitness as
any other sickness through the regular channels.

8.2

Outbreak Management

Outbreaks are declared by an IPC Practitioner and are defined as instances where two or
more cases of a communicable disease are linked in either time or place. Within the
ambulance service, this could entail cases linked to specific stations, offices, fleet services,
call centres, or between crew members.

The IPC team have a responsibility to monitor the outbreak to ensure an efficient and
coordinated response to the outbreaks within NWAS, from the initial detection phase to the
formal closure and review of lessons learned. It encourages a uniform approach across all
levels of NWAS and includes a set of response standards for a declared outbreak.

During the period covered in the report there has been no outbreaks reported in the Trust.

Personal Protective Equipment (PPE)

From April 2023, NHSE and UKHSA guidance on COVID-19 was updated and the previous
restrictions were relaxed. There was no further need for physical distancing, mandatory
face mask wearing or for health care staff to undertake lateral flow testing. Risk
assessments were undertaken to ensure staff and patient safety within the Trust. PPE
guidance was also changed, and the previous PPE requirements known as ‘PPE levels’
were replaced with Transmission Based Precautions (TBP) and the staff member chose
the appropriate PPE based on what transmission route was need i.e. contact, droplet or
airborne. These updates have been reflected in all training packages.

9.2

PPE Stock Ordering and Distribution

NWAS procurement team take full responsibility for the ordering and supply of PPE in
NWAS. There was a requirement for the Trust to procure PPE for stock distribution from
NHSE/lI who continued to adopt a ‘push stock’ system. NWAS'’ stock was replenished
regularly. Stocks continue to be held regionally at central stations across each geographical
region. Although the demand for PPE stock reduced after the COVID-19 pandemic, PPE
stocks are held across the Trust. The ‘push stock’ system ended 315t March 2024.

9.3

PPE Recalls and Safety Alerts

The MHRA issues notice of safety alerts from the Central Alerting System (CAS). The
NWAS Board of Directors are notified via the Integrated Performance Report of safety alerts
received. During 2023/24 NWAS did not receive any IPC related safety alerts or PPE
recalls.

9.4

Respiratory Protective Equipment

The FFP3 respirator mask covers the mouth and nose to protect against particulate
hazards, such as airborne infectious viruses and is an essential part of PPE for clinical staff
who carry out AGP’s. An AGP is a medical procedure that can result in the release of
airborne particles (aerosols) from the respiratory tract when treating someone who is
suspected or known to be suffering from an infectious agent transmitted wholly or partly by
the airborne or droplet route. The only AGP likely to be completed by NWAS staff is the
suctioning of a tracheostomy on a patient with a suspected or confirmed respiratory
condition. There are also other infectious diseases where the requirement for respiratory
protection is essential. These include Middle Eastern Respiratory Virus (MERS), Avian flu,
Monkey Pox (MPox) and other high consequence infectious diseases. Respiratory
protective equipment must also be worn if there is a risk of exposure to asbestos.
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During 2023/24 FFP3 masks were available free of charge to all NHS trusts via the Central
Governments push stock. NWAS were able to choose from a list of approved FFP3 masks
of which the supply was guaranteed. A selection of 5 masks are available that staff can be
fit tested on which provide an option for various face shapes and sizes. Anyone who failed
on all 5 of these masks had the powered respiratory hoods (Sundstrom) that are supplied
as personal issue to every patient facing member of staff.

During 2022/23, fit testing was undertaken by NHSE funded external provider Ashfield,
however this stopped at the end of March 2023. In April 2023, the IPC Specialist Lead, IPC
Manager and IPC Practitioners undertook accreditable quantitative fit tester training in
order to continue fit testing operational staff in the absence of external fit testers. In addition,
Clinical Education Practitioners completed the training to fit test new operational and
trainee staff whilst in their induction or training period.

Recruitment of a dedicated NWAS Fit Test team was undertaken and three staff members
joined the team, one for each area — Cheshire and Merseyside (CAM), Cumbria and
Lancashire (CAL) and Greater Manchester (GM). These RPE fit test assistants began fit
testing operational staff across the Trust in October 2023, as well as university Paramedic
students who have their placements with NWAS. All fit test records are currently held
centrally on ESR to allow auditing and to ensure individual staff members are aware of their
own fit test status.

Current compliance:

PES staff that have been offered a fit test —

GM 87%

CAL 82%

CAM 63%

The variance in figures is due to the amount of fit testing that was available in 2022/23
where CAM had little fit testing completed due to challenges with the external fit test
provider Ashfield. The challenges still remain with staff availability for fit testing due to
operational pressures.

Mitigations are in place for any PES staff who have not been fit tested or have failed a fit
test. All staff who may be required to perform AGP’s or attend an incident with an infectious
patient are provided with an individual issue powered respiratory hood.

9.5

Respiratory Hoods

NWAS continue to issue powered respiratory hoods as RPE as personal issue to all
emergency service patient facing staff. The powered respiratory hood which the Trust uses
Is the Sundstrom SR 520 Hood with the SR700 Fan unit.
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This Powered Air Purifying Respirator (PAPR) comprises of a small motor unit that sits on
an IPC compliant belt, in the small of the back. A corrugated hose runs up the wearers back
to a hood. The motor unit sucks air in, via two filters, filter it, blows it up the hose and into
the hood creating positive pressure. This enables staff with beards, stubble, spectacles,
and facial disfigurement to wear the equipment. There is no need for fit testing, however,
the user does need to be trained in how to test and wear the equipment.

There is a requirement for the Sundstrom hood filtering units to be serviced on an annual
basis, to ensure compliance with the Control of Substances Hazard to Health (COSHH)
regulations. The filter units are serviced by Sundstrom trained Oxylitre service engineers.

Compliance Auditing of RPE Preparedness

The IPC Team has developed audit systems for monitoring operational compliance of our
staff regarding preparedness to attend an incident requiring RPE. This audit is carried out
by a Senior Paramedic Team Leader (SPTL) during their clinical contact shifts with front
line operational staff. This should happen on three occasions a year. This audit measures
whether the staff member is in date for their FFP3 fit test and if not if they have their
Sundstrom hood with them.

10.

VACCINATION

10.1

Flu Vaccination Programme

The Trust managed its annual flu vaccination programme for 2023/24 with a similar model
as with previous years. The IPC Specialist Lead for the Trust was responsible for
coordinating the vaccination of corporate staff within NWAS. Several of the IPC team
completed the necessary training to administer the flu vaccine - they then organised and
conducted vaccination clinics around the trust liaising with operations managers, emailing
corporate staff and booking appointments. The IPC vaccinators vaccinated a number of
PTS staff as they had no vaccinators and also attended numerous educational settings
vaccinating new starters to the Trust. The IPC team managed to vaccinate over 450 staff
members which equated to 14% of the total vaccinated. The team had numerous
discussions with staff members to support and reassure them of the vaccination process
and alleviate any reluctancy.

The Trust officially concluded its campaign at the end of February 2024 and the final uptake
of the flu vaccine was 3172 vaccinated at NWAS and 524 members of staff vaccinated
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elsewhere which equates to 48.63% of staff. The total number of staff vaccinated is slightly
higher than last year and in terms of benchmarking with other Trusts, NWAS performed
better than of previous years. Across the NHS uptake of the influenza vaccine was lower
this year than previous campaigns. The IPC team will be fully supporting the flu vaccination
program for 2024/2025 with mobile flu clinics around the Trust footprint.

10.2

Staff Welfare - Supporting staff and families

NWAS remains committed to prioritising the health and well-being of its over 8000
employees and volunteers. During the pandemic, NWAS conducted one-to-one risk
assessments with staff to understand individual difficulties and risks, ensuring appropriate
support measures. These assessments were regularly updated to reflect personal
circumstances or national guidance changes. Support mechanisms included regular
welfare texts, stress risk assessments, signposting to therapy or agencies, highlighting
well-being resources on the intranet, and modifying duties or work arrangements.
Although COVID-19 is no longer a significant factor, the welfare of staff remains a priority.
To continue supporting staff well-being, NWAS has introduced several welfare support
platforms, including a comprehensive well-being app. This app encompasses various
aspects of staff welfare, enhancing the employee support network. Key features of this
app include:

x Ambulance Staff Crisis Phone Line: A dedicated helpline for immediate crisis
support

x Employee Assistance Provision: Access to resources and support for a wide range
of personal and professional issues

x Counselling and Occupational Health: Professional counselling services and
Occupational Health support

x Every Mind Matters: Mental health resources and tools to support well-being

x Well-being Apps: A selection of recommended apps focused on mental and
physical health

x The Hub of Hope: A national mental health database bringing help and support
together in one place

x Chaplaincy Support: Spiritual support and guidance for staff of all faiths and none

x TRM Assessments: Trauma Risk Management assessments to support staff
exposed to traumatic incidents

x TASC: The Ambulance Staff Charity which provides additional support and
resources

The introduction of this app demonstrates NWAS’s commitment to enhancing the health
and well-being of its staff, providing a readily accessible, comprehensive support system
to address a wide range of needs. This initiative is part of NWAS'’s ongoing efforts to
ensure a supportive and responsive working environment for all its employees.

11.

FACILITIES MANAGEMENT

111

Review of Cleaning Regimes Across All Sites

The NHS published the National Standards of Healthcare Cleanliness in April 2021,
mandatory for all healthcare settings except for ambulance services trusts. NHSE formed
a national working group to develop the standard specific for the ambulance sector and the
Head of Facilities Management (FM) and FM Regional Officer, who manages the Trust's
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cleaning provider, are members of this group. Work continues to develop this version with
NWAS at the forefront creating the specification supported by the IPC Lead. No publication
date has been set, but this is expected to be during 2024 with a 12-month implementation
period following.

In anticipation of the publication, and with the insight afforded from being a part of the
working group, FM has reviewed the current cleaning provision and developed a matrix
containing new specifications, all elements that require cleaning and the frequency of clean,
which will ensure that the Trust has a solid foundation to meet the new standards once
these are released. The matrix will also be used as the basis of the new premises cleaning
contract which will be retendered during 2024 and used to measure performance and
cleanliness of our sites with the contractor.

In further readiness for the new national standards, FM have commenced a Trust wide
review of cleaning provisions; the sluice and storage facilities provided in premises that
enable effective cleaning at stations and premises. The results of this review will be collated
in July 2024 and early findings indicate that a commensurate space will be needed in many
stations together with investment in shelving and sluice sinks. IPC are supporting this
review, and the practitioners are involved in reviewing the premises with members of the
FM team.

11.2

Decontamination

Through 2023, following the removal of all social distancing measures, there was no
requirement to use this facility in respect of the cleaning of premises. However, the
decontamination service for workstations and premises remains available to call on as and
when necessary or the Trust through the contractor.

11.3 | Premises Cleaning and Increase to Cleaning Provision
The enhanced provision at the contact centres and large stations is now stable and well
embedded. The review of the provision continues to take place as required in line with
any changes to the Trust’'s operational delivery plans or, as the estate portfolio is
increased or reduced.

11.4 | Clinical Waste

The clinical waste stream within the Trust is managed and monitored by the Fleet Logistic
Team and the contract at present sits with Stericycle. The Trust has robust systems in place
for disposing safely and effectively of clinical waste.

Due to the increased usage of PPE / clinical waste during the pandemic, it was necessary
to increase the amount of clinical waste collections, however, this is in the process of being
reduced, resulting with annual savings of FY 21/22 £9K, FY 22/23 £15K, FY 23/24 £9K as
a consequence of reducing the frequency of collections with Stericycle.

The Trust has an initiated the first pilot of Alternative Treatment (Orange bag) waste
disposal at Blackpool station in April 2024 for all vehicles within the hub. This will shortly
be followed by extending the pilot within CL South and Wigan station for introduction in
June 2024. The service delivery provided by Stericycle in the provision of clinical waste
disposal is managed and reviewed on a monthly basis during contact management
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meetings, which is managed by the Fleet team in collaboration with the Trust Energy and
Sustainability Manager and Procurement team.

11.5

Vehicle Cleaning

All ambulances interiors and equipment are cleaned and disinfected after every patient
contact with clear guidance provided within the IPC Procedures which is in line with
national guidance. Ambulance vehicle exteriors are cleaned regularly and when as
required.

An additional Deep Clean service across the entire fleet (PES / PTS / RRV), is in place
and provided by Churchills Ltd. Every vehicle (emergency, patient transport, urgent care,
and all solo response vehicles) receives a ‘Deep Clean’ every six weeks, delivered
through a combination of fixed and mobile sites across the Trust footprint. This service
continues to enhance operational availability, patient safety, and staff welfare in the
improved cleanliness of each vehicle. To maintain service delivery against performance,
an assurance regime monitors all Deep Cleans conducted against a randomised 10%
audit program, this is further underpinned by additional unannounced audits carried out
by the IPC Team. Deep clean audit results are presented at the IPC Sub Committee for
assurance.

11.6

Deep Clean Tender Contract

The IPC Specialist Lead was involved in the tendering process for a provider of deep
clean/make ready services for the Trust in August. The lead worked with procurement
and fleet (who oversees the contract) to ensure that the new provider of the services
going forward were able to provide assurance that they followed national guidance on
IPC and that their products used were suitable for cleaning both the equipment and the
vehicles.

11.7

Cleaning Innovation

The IPC team were approached by a local company named Metis who manufacture
cleaning equipment for the health care sector. They were keen to understand the issues
around ambulance contamination with the aim to improve their in-development misting
machine. This was being designed to rapidly decontaminate ambulances without the use
of ultraviolet light or toxic hydrogen peroxide. The team facilitated access to one of the
NWAS emergency vehicles so they could see the layout and the type of equipment
carried on the vehicle. With the research they carried out, Metis were able to demonstrate
their misting machine which can decontaminate an ambulance in 6 minutes — much
quicker than hydrogen peroxide which can take around 30 minutes. Product development

IS ongoing.
12. | TRAINING
12.1 | IPC is a crucial element within the mandatory training programme that all staff members

must undertake. It requires the completion of two modules at the time of recruitment,
followed by an annual update. To ensure that this critical topic is effectively conveyed, a
presentation has been developed by the IPC team that outlines the IPC guidelines for new
front-line starters. The presentation complies with the new national IPC manual and
ensures it meets the requirements of the UK core skills training framework and mandatory
training. This is presented by the IPC team and its goal is to ensure that all staff members
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have a comprehensive understanding of the IPC practices and protocols. The presentation
encompasses the following.

systems and procedures relating to IPC.

legislation and policies relating to IPC.

definitions of a Healthcare Associated Infection and how to reduce them.

the importance of good personal hygiene in IPC in line with UKHSA guidance.
roles and responsibilities in IPC.

how to clean and decontaminate vehicles and equipment.

the management of Sharps and linen.

handwashing techniques in IPC.

the importance of risk assessment concerning IPC

X X X X X X X X X

The IPC team works closely with the mandatory training team to ensure that all clinical staff
completes the mandatory IPC training and are also dedicated to improving local training
based on audit findings, which entails ongoing assessments of current practices and
protocols to identify areas that require improvement.

13.

COMMUNICATION AND ENGAGEMENT

13.1

IPC Team

The IPC team continue to work hard to maintain their visibility across the Trust. Attendance
at locality meetings and forums to share information on IPC is a regular occurrence and the
IPC Practitioners act as integral support to the QAV processes across the Trust. In addition
to the internal engagement, the IPC team have formed strong infrastructures with IPC leads
at other health care providers, UKSHA IPC leads and NHSE IPC Leads. The IPC team
have also developed good relationships with company representatives to develop
ambulance specific products such as hand wipes and bespoke sharps containers. The
recruitment of three fit testers, one in each area, has increased the visibility of IPC whilst fit
testing operational staff across all stations in the Northwest. The IPC team would like to
raise awareness of IPC matters across the Trust and continue to be more visible and
supportive to all staff members working within a modern-day ambulance service. Work will
continue during 2024/25 to gain points of contact within the Integrated Care Systems.

13.2

IPC Communications

The IPC team continually review their Trust internet pages to allow staff the most up to date
information. The IPC team have developed an informative internet page with the support
from the patient public panel, for members of the public to view and learn what NWAS do
to protect patients and staff from infection. This project is newly developed and will hopefully
grow in further months. The IPC team regularly publishes staff bulletins through the Trust
Communications team, and these are disseminated via email and displayed at station sites
via the Hubara screens supporting sustainability by removing posters from sites. In
addition, information is communicated through operational team managers who
disseminate directly to frontline staff through meetings. The IPC team also utilise social
media platforms such as Facebook and Twitter through the Trust Communications team
which helps the team to communicate with as many staff as we can reach.
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13.3

Unplanned Activity

Measles

The UKHSA declared the Measles outbreak in England a national incident, and therefore
the guidance on Measles for healthcare workers was updated on 2" January 2024.

One of the key elements of the guidance was to increase uptake of the MMR vaccine as
this is the most effective method of reducing spread. The IPC team worked closely with the
Occupational Health providers to ensure vaccination records were available for frontline
staff, and in areas of work at higher risk of outbreaks i.e. Integrated Contact Centres, the
MMR vaccine was promoted.

Measles is a highly contagious infectious disease and is spread through respiration (contact
with fluids from an infected person’s nose and mouth, either directly or through aerosol
transmission). It may lead to serious problems including pneumonia, blindness, seizures
and is a particular concern during pregnancy. Being in close proximity in the ambulance
saloon to an infected person for a period in excess of 15 minutes without wearing PPE is
considered as being high risk of infection.

A clinical bulletin was issued and distributed widely in in the Trust to advise staff of the
signs and symptoms of measles, what PPE should be worn if in contact with a known or
suspected Measles case and what precautions should be taken after exposure. Flowcharts
were developed and put on the Greenroom alongside other resources for staff.

Group A Streptococcus

In the past 12 months, there has been a notable rise in the number of patients in the
care/nursing home environment within the Northwest area, which is reflective of the
national increase in Group A Streptococcus cases (GAS) in the community. The IPC team
have been informed of a number of cases/outbreaks in these care settings where residents
have tested positive for IGAS (invasive group A streptococcus) and NWAS crews have had
contact with these patients. This situation has posed challenges as there is often a delay
in being informed about these cases, resulting in the need to trace staff members, check
the amount of contact they had with the patient, schedule appointments with occupational
health for risk assessment and potentially offer prophylactic treatment.

The IPC team have collaborated closely with the UKSHA, hospital departments, and
Occupational Health to implement measures aimed at preventing the further spread of
IGAS. Clinical bulletins from UKHSA and advice on preventing the transmission of GAS
have been cascaded to staff via communications bulletins and operations managers.

Clostirdium Difficile North West Collaborative

In response to the increased C. Difficile rates in the North West, a collaborative meeting
was held by Bolton NHS Trust in June 2023 to try and address any identified key themes
and pull together an action plan with the aim of reducing rates. This was aimed primarily at
figures for the Royal Bolton; however, partner organisations IPC Leads and NHSE were
invited to the meeting to incorporate any successful interventions implemented and also to
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seek out further improvements. The IPC Specialist Lead from NWAS was invited to share
any views/issues encountered by the ambulance sector.

14.

INNOVATION

14.1

The IPC team are working on having all the IPC audit data captured on Safecheck. The
move to Safecheck meant that all the Trust audits are housed on one system, the system
is designed to encourage staff to complete audits in a format which is familiar to them and
is easy to pull reports from. The improvement project has developed an information system
which will ensure the Trust can improve its analysis of IPC data and compliance and provide
broader comparative data from all audits. This data is then presented at the IPC Sub
Committee in the form of a dashboard which allows the user to see an overarching view of
the Trust’s compliance with IPC policies and procedures and also the ability to identify a
number of parameters including each station’s compliance and overarching compliance to
each question in the audit. The data can be formatted to be displayed in a number of ways.
The IPC Practitioners are currently working with PTS colleagues to support and develop
PTS specific audits which will be used on the Safecheck platform.

The IPC Practitioners strive in developing new ways of working to provide a safer working
environment for NWAS staff and safe places to be treated for our patients. In 2024/25, the
IPC Practitioners will be working on the following.

Reviewing the storage of PPE.

Trialling new head blocks.

Developing ambulance and specialist vehicle specific IPC audits.
Reviewing the process and compliance of audits for IPC.

14.2

IPC COMMITMENTS 2024/25

NWAS will continue to maintain its regulatory compliance for infection prevention and
control in line with the Health & Social Care Act, in addition to this the IPC team will align
closely to the IPC annual workplan which includes the following ambitions:

x Recruitment and retention of IPC Guardians across the Trust.

X Maintain high compliance with face fit testing across NWAS.

x Assurance in relation to PAPR. The team will liaise with the manufacturers to ensure
compliance with their guidance on the equipment.

x Further development of compliance processes with the NWAS Aseptic Non-Touch
Technique (ANTT). The team will work with the Trust’s Chief Pharmacist to ensure
any resources available to staff are in line with aseptic technique.

X The IPC Specialist Lead will oversee the Staff Flu Vaccination Campaign for 2024/25
for the Trust. Close working relationships will be developed with key stakeholders
including Medicines Management, HR, Communications and Operations staff to
plan and deliver an effective campaign to maintain staff safety.

X Attend regional IPC collaboratives to facilitate close working relationships with other
IPC teams and to ensure our practice is in line with other organisations. To force
relationships with IPC teams in acute trusts to ensure patient safety when cohorting
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X

in EDs.

Participate in the national peer review programme for other IPC services in the
ambulance sector, as set out by the Association of Ambulance Chief Executives
national IPC group.

Collaborative working with the Contracts Manager, Facilities Management, and
cleaning contractors to ensure robust processes are in place to maintain high
standards of cleanliness.

Continue to strengthen relationships with partners outside of NWAS - this year a
representative from United Kingdom Health and Security Agency (UKHSA) and
Occupational Health for NWAS will be invited to attend and provide assurance
reports for the IPC Working Group.

Develop further our digital solutions to support IPC Audits and analysis.

Continue to move towards the goals set within the Right Care strategy and the pillars of
quality goals.

15.

The Board of Directors is asked to:

X
X
X

Note the content of the report

Note the assurances it provides

Note the arrangements for ongoing monitoring via the IPC board assurance
framework

Note the key risks and mitigations

See Appendix 2 IPC BAF faeporting periodls April 2023 to 3% March 2024
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2. Partially compliant

Systems and resources are available to
i and monitor I with

IPC station completed 12 monthly by

infection prevention and control as outlined
the responsibilities section of the NIPCM.

to capture to NIPCM
ITarget of 10 vehicle audits per month per areja.
Ops managers carry out monthly audits. HH |
clinical practice monitored on contact shifts. All
audits inputted onto safecheck & presented on
dashboard. Link to NWAS policies & procedt|
are included in IPC manual. Face Fit Testers|
‘ensure compliance with health & safety
executive for face fit testing.

1. Systems to manage and monitor the prevention and control of infection. These systems use risk of service users and any risks their environment and other users may pose to them
Organisational or board systems and process should be in place to ensure that:
11 There is a governance structure, which as a| - DIPC (Chief Nurse), bi-monthly IPC Workir|
minimum should include an IPC committee pGroup reporting to Q+P, IPC Specialist Lead|in
equivalent, including a Director of Infection |post, IPC policy, functioning IPCT. Annual IPC
Prevention and Control (DIPC) and an IPC |report presented to Board. IPC task & finish
eensuring roles and ibilities are from gaps in re|
defined with clear lines of accountability to t[to IPC Working Group.
IPC team.
12 There is itoring and reporting of i infections reported through OH. Outbrei|
with appropriate governance structures to  [reported to IPCT (various sources - Carlisle
mitigate the risk of infection iSSic Support irect from
reports). IPCT responsible for managing
and reporting, as required, to NHSE.
Will work with partners if any patient infections
as part of a PIR. OH & UKHSA providing repprts
to bi-monthly IPC Working Group.
13 Thatthere is a culture that promotes inciden|Incident reporting widely promoted at NWAS | Work alongside other specialities (eg H+{ Plans to work closer with H+S to
reporting, including near misses, while focu:|IPC incidents form part of area assurance  [to ensure effective working in relation to |complete audits and prepare joint
'on improving systemic failures and reports that are presented at IPCWorking incidents, key themes & actions taken as faeports.
eencouraging safe working practices, that is, | Group. Key themes analysed by IPCT and arjyesult.
that any workplace risk(s) are mitigated necessary mitigating actions are put in place.|
maximally for everyone. FTSU guardian widely promoted in the Trust
IPC present at Area learning forums. Lessor|
learned from incidents incorporated into IPC
training and comms bulletins. Some joint aud|
being completed now with H+S. Developing
links with patient safety with respect to IPC &|
PSIRE
14 They implement, monitor, and report IPC station completed 12 monthly by
adherence to the NIPCM. practitioners to capture adherence to NIPCM,
Target of 10 vehicle audits per month per areja.
Ops managers carry out monthly audits. HH |
clinical practice monitored on contact shifts. All
audits inputted onto safecheck & presented on
dashboard. Link to NWAS policies & procedd|
are included in IPC manual.

17

Al staff receive the required training
commensurate with their duties to minimise
the risks of infection transmission.

All Trust staff, including those employed via
temporary staffing and contractors receive IPLC
induction. All clinical staff require annual IPC
training, non-clinical staff have bi-annual
training. IPCT are also available to provide agi-
hoc training as required.

All training packages are updated annually o
required with changes in guidance to reflect
best practice.

The IPCT has its own Trust intranet/public fa
webpage where staff can access information,|
policies, leaflets, hand decontamination poste|
and other helpful resources.

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

O @1 Non-compliant @2. Partially compliant 3. Compliant




2. Partially compliant

2. Partially compliant

18 There is support in clinical areas to undertal| staff can contact IPC during office hours via
local dynamic risk assessment based on the email, teams or mobile numbers. Outside of
hierarchy of controls to prevent/reduce or |these hours staff can contact their managers/|
control infection transmission and provide |operational managers for IPC support. ONcall
mitigations. (primary care, community care atactical advisors are also available to provide|
i i inpatient areasand y IPC guidance. ICC have access tq A-Z
primary and care dental settit i diseases.
are out of hours for
advice. There are policies, procedures and
guidance on the Green Room page which all
trust staff have access to.
2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and control of infections
|System and process are in place to ensure that:
2.1 There is evidence of compliance with Natior| Awaiting National of i fc| National of i for  |IPC specialist Lead working with
i i itoril service. Cl i is i service still not published - Juacilties Manager to scope provision|of
mitigations éxcludes some settings e.g. audited with locally agreed protocols and via | 24. Awaiting implementation date from  |cleaning stores and storage facilities,
ambulance, primary care/dental unless part|audits. NWAS have a cleaning contractor wh|NHSE Scoping exercise to be completed by
of the NHS standard contraghese setting wi|monitored by the facilities manager. Audits afe end of Q4. Business case to be
have locally agreed processes in place).  |carried out by the contractor, NWAS staff and developed to ensure all meet requir
IPC team for assurance of standards on stati standard - to be completed by end of
IPC are involved in any contract tenders related Q1. Progress to be monitored via the
to station/vehicle cleaning IPCSC
23 There are clear guidelines to identify roles e[ Policies and procedures are in place to inforr|Difficulty completing required number of |Increase fregeuncy of audits to try &
responsibilities for maintaining a clean staff of responsibilities in relation to cleaning |audits after deep clean due to operationajcapture more vehicles. IPC to work
eenvironment (including patient care and decontamination. National cleaning demands. Still awaiting final publication dfclosely with new provider of deep cle|
‘equipment) in line with the national standards are still not published for i of Cl i for  [services to ensure standards of
cleanliness standards. services. Where applicable the National cl Service. cleanliness are maintained. Joint au(
standards are being applied to NWAS.Reusaple to be completed
‘equipment is cleaned after patient use Vehiclp
audits provide evidence of cleaning - these gre
reported though the IPC SC. IPC do
unannounced audits on the 6 weeekly deep
clean of vehicles completed by a private
provider.
2.4 There is monitoring and reporting of water | Water Safety Group meets every 6 months a|
ventilation safety, this must include a water |provides assurance to the health,safety and
and ventilation safety group and plan. security sub committee via the Estates, Fleet|+
ilation systems are i iliti health, safety and
evidence of regular ventilation lialtion testing is carr]|
compliance with the regulations set outin |ut in line with national guidance. The Water
:03-01. Safety Group receives reports of anomolies pf
2.4.2 Water safety plans are in place for any water testing carried out at NWAS sites
ing all actions highlit from by the contractor. Policies and
safety risk in i with are in place in relation to water
regulations set out in HTM:04-01. safety and ventilation systems.
25 There is evidence of a programme of plann(IPCT are involved from the planning stage of]
preventative maintenance for buildings and |new builds and refurbishments. IPCT are inv|
care environments and IPC involvement in tfte meetings and site walkabouts throughout t|
new builds or i i period and IPC have to sign of
ensure the estate is fit for purpose in works prior to staff working from the premise
‘compliance with the recommendations set ot
in HBN:00-09
2.6 The storage, supply and provision of linen a[ Minimal linen is stored on vehicles, used line
laundry are iate for the level and i of at hospital sites when conveying ja
of care delivered and compliant with the patient. Linen which is on the vehicle at the fif
recommendations set out in HTM:01-@ad  |of service/ scheduled deep clean is removed,
the NIPCM. bagged and put into carts to be disposed of b
local agreement at a local trust.
2.7 The classification, segregation, storage etc ( Policies and procedures are in place in line |
healthcare waste is consistent with HTM:07 fifational guidance. Waste management
which contains the regulatory waste overseen by facilities. IPC monitor compliance
management guidance for all health and cafjehrough audit. Correct waste disposal is inclu|
settings (NHS and non-NHS) in England an(in all teaching sesssions and resources are aJso
Wales including waste classification, available on the Green Room.Waste collectic|
segregation, storage, packaging, transport, |carried out by a private contractor.
and disposal.
2.8 There is evidence of compliance and All reusable equipment is decontaminated
itoring of linati use. Any surgical instruments are
reusable devices/surgical instruments as sefsingle use. Decontamination certificates are
out in HTM:01-01HTM:01-05and HTM:01-0gused when equipment sent for servicing/repajr.

2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the
prevention and control of infections
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3. Ensure appropriate antimicrobial stewardship to optimise service user outcomes and to reduce the risk of adverse events and antimicrobial resistance

Systems and process are in place to ensure th:

3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse
events and antimicrobial resistance
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4. Provide suitable accurate information on infections to patients/service users, visitors/carers and any person concerned with providing further support, care or treatment nursing/medical in a timely fashion

|Systems and processes are in place to ensure that:

2. Partially compliant

{ZV ZGP]V U E *%]E $}E(
use if applicable)

("% %} ESIVP % §] viele EA|
and involvement in the safe provision of car¢
in relation to IPC (eg cleanliness)
{ £A%o0 v §]}ve }(]v( 8]}ve -H
incident/outbreak management and action
taken to prevent recurrence.

{WEIA] %p 0]+Z usE]o

4.1 Information is developed with local service- | Service user input for the trust is obtained frc| Not clear defined relationships with PPIG|
user i lisati which  |the team. All i ion which idiaise with medical director to identify an
should recognise and reflect local populatiofiin the public domain on the Trust website/  [further actions in relation to public health

ics, diversity, inclusion, and i to the public will be checked by and IPC.
and care needs. comms. Staff have access to language line tq
promote communication with patients.
Information about minimising risk of infection
for patients (PPE etc) is available on vehicles.
Engaged with religious partners via EDI tean|
with respect to PPE/RPE. Representative froj
UKHSA attends IPC Working Group to preseht
local demographic reports for infectious
disease:

4.2 Information is appropriate to the target Service user input for the trust is obtained fro|
audience, remains accurate and up to date, jthe engagement team. All information which is
provided in a timely manner and is easily |in the public domain on the Trust website/
accessible in a range of formats (eg digital gavailable to the public will be checked by
paper) and platforms, taking account of the |comms. Staff have access to language line tq
‘communication needs of the patient/service | promote communication with patients.

i isi ion about minimising risk of infection.
Posters displayed if outbreak on any site to
inform visitors for patients (PPE etc) is availaple
on vehicles.

4.3 The provision of information includes and  [All information which is on Trust website is
supports general principles on the preventioieviewed reguarly and updated in line with lo|
and control of infection and antimicrobial ~ [and national guidelines. Information is availall

i setting out ions and ligi
aspects of the registered provider's policies pn
IPC and AMR.

4.4 Roles and responsibilities of specific Patients and escorts will be asked to wear a
individuals, carers, visitors, and advocates |mask if it has been risk assessed it is approp|
when attending with or visiting to do so by the crew or if local/national
patients/service users in care settings, are |guidance states so. Outbreak management i:
clearly outlined to support good standards ofundertaken by the IPC team in liaison with ogs
IPC and AMR and include: managers, risk assessments to be carried ouf to

idBrify hecedsany abtions anelimplement
A jon to be "

[To rejevag sthff ithiE NWAS. vaccination
eprogramme is co ordianted by occupational
health. Flu Vaccinations offered to staff - othg
nécessary vaccinations provided by OH. Han|
hygiene wipes available on vehicles. New
national guidance on emerging infectious
rdi¢€Rgas casecaded to staff via different

i channels

public health i (eg
AMR awareness/vaccination
programmes/seasonal and respiratory
infections) should be utilised to inform and
improve the knowledge of patients/service
users, care givers, visitors and advocates to|

minimise the risk of transmission of infectior|

4. Provide suitable accurate i on infections to pati ice users, visil

person concerned with providing further support, care or treatment in a timely fashion.
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Systems and processes are in place to ensure that patient placement decisions are in line with the NIPCM:
IJ_S. 0 ——rND

All are promptly do not have any inpatient areas. Staff|
for infection and/or colonisation risk on aware of IPC measures to put in place to red|
arrivalltransfer at the care area. Those who | the risk of picking up an infection from a pati
have, or are at risk of developing, an infectiqCrews will alert receiving ED/ID unit to ensur
receive timely and appropriate treatment to |patient is placed in an approriate facility to
reduce the risk of infection transmission.  [minimise risk of onward transmission.

5.2 Patients’ infectious status should be Crews will identify if patient potentially has
continuously reviewed throughout their infection and will pass this information on to

iod of care This iving care facility to ensure patient is carg¢d
influence decisions in in an envi that minimisies risk of
with clinical/care need(s). If required, the  [onward transmission of infection.
patient is placed fisolated or cohorted
accordingly whilst awaiting test results and
in the patient's notes.

5.3 The infection status of the patient is Crews will inform receiving department if
‘communicated prior to transfer to the infectious status known & will be documented
receiving organisation, department, or on PRF.
transferring services ensuring correct

5.4 Signage is displayed prior to and on entry t( NWAS do not have any settings where patie|
health and care settings instructing patients |are in-situ. Safety stations (masks, wipes &
with i y to inform ivil hand gel) remain in place at the
reception staff, immediately on their arrival. |entrance to all buidings.

5.5 Two or more infection cases (or a single ca NWAS outbreak policy identifes 2 or more sti Reliant on managers informing IPCT that| Regular visists to all settings from IP| 2. Partially compliant
serious infection) linked by time, place, and |will trigger an outbreak - these are reported |they have staff off sick. No longer to raise awareness. IPC have
person triggers an incident/outbreak externally to NHSE. Outbreaks are investigat| asymptomatic testing in place so uncertaifimplemented weekly audits to be
investigation and this must be reported via |by the IPCT and managers, extra IPC meas|if cases of illness are caused by same ~|completed by Ops managers within
(governance reporting structures. are implemented in the setting. Outbreaks ar|pathogen. ICC's and have started to attend theil

reported monthly to TMC and also to IPC regular Quality Business Group

working group. Safety stations remain in plac| meetings to update on new

at entrance to all NWAS premises. guidance/rates of community
prevalence of infection

OXAC+S Us & ]V %0 8} V'UE SZ 8§ 00 & AJEI E+ ~]v op JVP JVSE S8}E- v AJopvs &+ & AE }( v 1+ Z &P SZ JE & *%}ve] J0]3] * IV §Z % &} s+ }( %E A VS]VP v }v

|Systems and processes are in place to ensure:

6.1 Induction and mandatory training on IPC | All training reviewed annually and updated ¢|
includes the key criteria (SICPs/TBPs) for |is in line with the National IPCM. Staff
preventing and controlling infection within th|responsibilities documented in the IPC policy|
context of the care setting. Any new national guidance in incorporated ir|

training packages.

6.2 The workforce is competent in IPC Training needs analysis completed by the

with roles and i i to ensure staff receivel
appropriate training for their role. Staff
responsibilities documented in the IPC poli

6.3 Monitoring compliance and update IPC trair|IPC training programmes are reviewed reguli|
programs as required. and are updated with any changes in nationa

guidance. Compliance with Mandatory Training
is monitored closely by the Education
Department. IPC monitor MT compliance as

of assurance reports presented at IPC workirjg
aroup.

6.4 All identified staff are trained in the selectior| All covered in mandatory training. Resources|
and use of personal protective equipment / |also available on the Green Room - this incluf

il 'y protective equi (t charts and videos showing staff how to
appropriate for their place of work including | correctly don + Doff PPE. Training videos on|
how to safely put on and remove (donning &|of RPE and all new starters on their inductior|
doffing) PPE and RPE. are shown how to use the equipment correct]

6.5 That all identified staff are fit-tested as per | Staff are fit tested to 2 masks as per Not all power units are being serviced as|IPCT liaising with fleet to ensure thal 2. Partially compliant
Health and Safety Executive i i itative fit testing method | per manufactureres guidance powered motor units are being
that a record is kept. being used within NWAS in line with health & serviced as per manufacturers

safety executive guidance. All staff are also recommendations
provided with a respiratory powered hood on

‘commencing with NWAS. Training is delivergd

on how to use the hood correctly. Fit testing

recorded centrally on ESR. Fit testers have npw

been in post since September 2023 & overall|fit

testing compliance is at 79% for the Trust

6.6 If clinical staff undertake procedures that ~ |NWAS staff are trained in aseptic technique i No further aseptic technique competency|Included in IPC annual workplan to r| 2. Partially compliant
require additional clinical skills, for example] medical device insertion whilst in training at |checking completed. out ANTT training. Resources have
medical device insertion, there is evidence ¢ University. Staff are monitored for clinical been developed and to discuss with
are trained to an agreed standard and the s{competencies during contact shifts. Policies i ops staff as to how this can be
member has completed a competency place to support aseptice technique. delivered effectively.
assessment which is recorded in their recorgls
before being allowed to undertake the
procedures independently.

5. Ensure early identification of individuals 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 others.
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6. Systems are in place to ensure that all care workers (including contractors and volunteers) are aware
of and discharge their ibilities in the process of ing and controlling infection

O @1 Non-compliant @2. Partially compliant 3. Compliant




7. Provide or secure adequate isolation precautions and facilities

processes are in place in line with the NIRGlnsure that:
Patientsthat are known or suspected to be |Staff are trained in line with the national IPC

infectious as per criterion 5 are individually |manual and will wear appropriate PPE/put in

clinically risk assessed for infectious status |place IPC measures. PTS also risk assess p 7. Provide or secure adequate isolation precautions and facilities
when entering a care facility. The result of [when booking which will determine how they
individual clinical assessments should are transported. PPE available for both staff |
determine patient placement decisions and [patients on vehicles.

required IPC precautions. Clinical care shoyld

not be delayed based on infectious status.

Transmission based precautions (TBPs) in | Staff are trained in line with the national IPC
conjunction with SICPs are applied and manual and will wear appropriate PPE/put in
monitored and there is clear signage where |place IPC measures. PTS also risk assess pi|
isolation is in progress, outlining the when booking . Signage N/A.
precautions required.

O @1 Non-compliant @2. Partially compliant @3. Compliant
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8. Provide secure and adequate access to I ic support as.
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9. Have and adhere to policies designed for the individual's care and provider organisations that will help to prevent and control infections

9.1 Systems and processes are in place to ensi| Training provided to all staff in line with the
that guidance for the management of specifimational IPC manual. IPC resources are avai
infectious agents is followed (as per UKt/ on the Trust intranet site. Staff can readily
to Z pathogen resourcand the NIPCM contact IPC for advice via phone, email or
Policies and are in place for i teams. Policies are in place and
i ification of and of on the intranet site. Safety station:

of infection. This i in in place at all sites, signage and the
recording, lation and ion of IPC measures available in

of an outbreak/incident by the registered  |event of an outbreak. Spcific outbreak policy |n

provider. place. Outbreak reporting to NHSE is in plac|
required and all outbreaks are internally
monitored by the IPCT and reported to the IHC
working group. Communcations sent out via
bulletins to inform staff of any local

10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection
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9. Have and adhere to policies designed for the individual’s care and provider organisations that will help
to prevent and control infections

0

@ 02 Partially compliant @3. Compliant

10.1 Staff who may be at high risk of complicatio| Staff are referred to OH and are also risk
from infection (including pregnancy) have arjassessed by their line mananger to ensure afe
individual risk assessment. not put at risk in the workplace. Risk assessn|

in place for staff who are pregnant. Manager:
ibility to complete risk
Alternative duties available for staff at risk

10.2 Staff who have had an occupational exposul| Staff are referred to OH and are also risk
are referred promptly to the relevant agencyjassessed by their line mananger to ensure afe
for example, GP, occupational health, or  [not put at risk in the workplace. Risk assessn|
accident and emergency, and understand  |in place for staff who are pregnant. Manager:
immediate actions, for example, first aid, ibility to complete risk
following an i exposure il duties available for staff at risk
process for reporting.

103 Staff have had the required health checks, |This is completed by OH pre employment an|
immunisations and clearance y on risk Glp's
‘competent advisor (including those also provide some vaccinations. Vaccinations|
undertaking exposure prone procedures recorded on NIVS.

EPPSs).

10. Have a system in place to manage the i health needs and i of staff in relation to
infection

@
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REPORT TO THBOARD OF DIRECTORS

Wednesday, 25 September 2024

SUBJECT Controlled Drugs Annual Report 2023/2024

PRESENTED BY Dr Chris Grant -Executive Medical Director

PURPOSE Assurance

W\ QoRIA =A@ Quality Strategy

BOARD ASSURANCIIEZ IR AV B RS SR04 | + |SRO5 |

EUVISLBIENCRIN sRos | - |SRo7| - |SRo8| .« |SRO9| .+ |SR10|

. . Compliance/ Quality
Risk Appetite Regulatory Outcomes People
SDtat_e_m(Znt Onl) Financial/ Value . Reputation . Innovation .
(Decision Papers Only) for Money p

ACTION REQUIRED The Boardis asked to:

X Note the assurance provided and the achievements and
improvements made in 2023/24.
X Note work plannedto address challenges and risks.

D=LV \/=RS{V1V |V Aaml The report details the following key notes ofassurance,and the

achievements and improvements made in 2023/24:

X A dedicatedControlled Drug (CD) Sub Group allowing the
appropriate level of scrutiny on CD management.

x Involvement of the CD Accountable Officer and Medicines Team
in severalinvestigations relating to CDs.

X Reporting into NHSECD governance arrangements

x CD reporting remains strong, demonstrating a good reporting
culture.

x Data on CDbreakages now available to the CD Sub Group.

X Implementation of a medicine’s dashboard including CDs

X Assurance that CD doses administered to patients are within
NWASguidance.

Pagel of 13



x Ordering and receipt of CDs for the NW Air Ambulance is now
overseen by the Medicines Team.

X Receipt of CDs for MissCasualty Vehicles now overseen by the
Medicines Team.

X CD Policy - full review completed.

x Procedure for use of medicines at events developed.

x All CD procedures are up to date.

x Allfrontline clinicians have received updatedD training

The report notes the workplanfor 2024/25:

x Lack of digital pharmacy stock management system and
electronic CD register —outline business case being developed.

x Site security and CDs-recommendations made to the
Executive Leadership Committee and a Task and Finish Group
set up.

x CD licence renewal with the Home Office — escalated through

national governance structures.

PREVIOUSLY Quality andPerformance Committee

CONSIDERED BY Date Monday, 24 June 2024

Outcome Approved
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2.1
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This annual report is intended to update the Trust and provide assurance
around controlled drug (CD) management for the financial year 2023-24.

It is a national requirement for Trusts to employ a CD Accountable Officer
(CDAO), who must produce an annual report for the Board of Directors or its
delegated committee. The CDAO at NWAS is Executive Medical Director, Dr
Chris Grant.

The management of medicines, including CDs, forms part of the Care Quality
Commission inspection.

This report covers:

2.1 Control Drugs Arrangements

2.2 Reactive Assurance

2.3 Proactive Assurance

2.4 Achievements and Obstacles

This report complements the Medicines Management Annual Report and
provides more detail on CD management.

CONTROL DRUGS ARRANGEMENTS:

2.1.1 Controlled Drugs Used:

Controlled drugs used at NWAS as listed in Figure 1. A new addition this year was
morphine orodispersible tablets 1mg and 5mg. Supplies of ketamine for HART Specialist
Paramedics was also made available this year.

Figure 1: Controlled Drugs Used

Controlled Drug Schedule  Profession Restrictions

4 (part 1) Doctor & N/A
Paramedic

4 (part 1) Doctor & N/A
Paramedic

2 Doctor NWAA Doctor only

2 Doctor NWAA Doctor only

2 Doctor & NWAA Doctor, Consultant
Paramedic Paramedic, Advanced Paramedic,

Critical Care Paramedic and
HART Specialist Paramedic

2 Doctor NWAA Doctor only

2 Doctor NWAA Doctor only
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3 Doctor & NWAA Doctor, Consultant

Paramedic Paramedic, Advanced
Paramedic and Critical Care
Paramedic
2 Doctor & N/A
Paramedic
2 Doctor & N/A
Paramedic

2.1.2 Controlled Drug Supplies:

CDs are received via various routes, improvements made in the oversight
arrangements for CDs:

x NWAS stocks are procured by the Medicines Supply Hub and received
into the Medicines Supply Hub.

X NWAA stocks are procured from Lancashire Teaching Hospitals and
receipted to NWAA. This arrangement stopped in Dec 2023/Jan 2024,
so all supplies are now ordered by the Medicines Supply Hub and
received into the Medicines Supply Hub. This provides an improvement
in the CD oversight arrangements.

X NARU Mass Casualty Vehicle stocks are ordered at a national level and
delivered via Movianto to the ambulance station hosting the Mass
Casualty Vehicles. This receipting arrangement changed in 2023/24 to
receipt into the Medicines Supply Hub with the Medicines Team being
part of the official communications about orders being received. This
provides an improvement in the CD oversight arrangements.

Suppliers check that NWAS has a Home Office CD licence in place prior to
supply and delays in obtaining a renewed licence has caused difficulties in
continuity of supply. Such issues are raised via the Association of Ambulance
Chief Executives, NHSE and CQC governance channels as this is an issue
across the ambulance sector.

A Pharmacy Stock Management System is required to track all these different
supplies in an auditable digital system. In addition, an electronic digital CD
register would support enhanced governance of CDs once issued from the
Medicines Supply Hub. There are over 650 places stocking and recording CDs
in NWAS. A strategic outline case has been developed which has received
support from the Executive Leadership Committee and an outline business case
will be progressed in 2024/25.

2.1.3 Controlled Drug Financial Costs and volumes:

NWAS spend on CDs has increased by £16,264 in the last year to a total of
£39,859. This was largely due to the introduction of morphine tablets. Full
details on this can be found in the Medicines Management Annual Report.

2.1.4 Controlled Drug Governance Arrangements:

Since 2022, there has been a dedicated Group overseeing the CD governance
arrangements in NWAS, the CD Sub Group. This group reports to the
Medicines Optimisation Group (MOG) via a Chair’s Assurance Report.
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Figure 2 shows how the governance arrangements fit within NWAS.

Figure 2: Organogram of medicines governance arrangements

NB - The Clinical and Quality Group has now replaced Clinical Effectiveness Sub Committee

2.1.5 Controlled Drug Home Office Licence:

The Trust holds a Home Office CD licence which permits supply and possession
of Schedule 2 to 5 CDs. To hold such a licence, there is a requirement to meet a
range of standards covering procurement, receipt, storage, security, supply and
destruction of CDs.

The Home Office issued NWAS with a low contravention (8351905 and 8238548)
in relation to diazepam 10mg/2ml ampoules x 2 ampoules and morphine sulphate
10mg/1ml ampoule x1 ampoule respectively on 14/12/22. Two actions were
required to be completed, and a response provided by NWAS on the 14/02/23.
No subsequent correspondence has been received in 2023/24.

Following an investigation into unaccounted for morphine 10mg injection losses
that was concluded in Jan 2023, the Home Office wrote to NWAS on 15/12/23
and issued a medium contravention (re 8440428) which remains on file for 5
years and issued three actions for completion by 29/12/23. These actions were
completed, and a response provided with no further correspondence received.

In 2022, it was evident via the Local Intelligence Network that Home Office
licences were not being issued prior to expiry and the date to apply had increased
to 16 weeks prior. NWAS applied within this deadline and in October 2023
NWAS licence expired. The Home Office has acknowledged that the licensing
process is in progress for NWAS. The Home Office then subsequently changed
NWAS licence arrangements. This shifted from holding one licence with all other
sites on the annexe to subsequently holding four licences and a maximum 10
sites on each annexe. This led to a programme of four inspections. After two
inspections, the Home Office agreed that NWAS could revert to one licence and
the other two inspections were cancelled. There remains an outstanding issue
concerning the destruction of CDs. These challenges are well understood by
both the Care Quality Commission and NHSE. The length of time taken to amend
a licence is a risk for NWAS and has been escalated via the AACE governance



route. We currently have one ambulance station that was co-located with the fire
service that we were given notice to vacate. The resultant station move renders it
unable to hold CDs as they have no covering licence. This may lead to further
operational complexities.

2.2 REACTIVE ASSURANCE:

2.2.1 Incident Management:

Medicines related incidents must be reported on the Trust incident reporting
tool, Datix. These incidents are viewed by the Medicines Team regularly to
provide support to the operational team for any investigation or follow up. A
quarterly report is provided to the Medicines Optimisation Group and the
Controlled Drug Sub Group. All Level 3 incidents and above have additional
narrative information provided. If the incident is classed as a serious incident
(as determined by the Review of Serious Events weekly meeting) the
Medicines Team are involved in the investigation and the full report is reviewed
by the Medicines Optimisation Group. This has now progressed to PSIRF, with
similar processes followed.

The Medicines Team has a dedicated email address, where any concerns
around the use of CDs within NWAS or in the wider health economy, can be
escalated. Awareness of how to report concerns about CDs have been
increased with the use of posters in all NWAS stations, and reminders to staff
at each learning opportunity about how to report including a new mandatory
training module all clinicians completed in 2023. This is an important aspect of
the governance framework for CDs and over the last year has been a route
staff have used to escalate concerns.

If an incident is reported that has occurred outside of NWAS, these are
followed up by the Medicines Team with the relevant personnel, primarily the
Medicines Safety Officers for hospitals and the Community Pharmacy Contract
Leads for community pharmacies.

2.2.2 Incidents reporting to NHSE:

NHS England require declaration of any CD related incident that falls into
specific categories. NWAS has reported the following:

X Real or perceived staff diversion of controlled drugs x 1.

x Real or perceived staff substance misuse of controlled drugs x 3 (one
of these led to a NHSE alert being issued).

x Patients with drug seeking behaviours that might require an NHSE alert
to be issued to health and care settings x 5.

X Severe harm issues x 1 (the paediatric Level 4 incident described in
section 2.2.3).

The four staff concerns of diversion or substance misuse have been followed
up as appropriate. The Medicines Team work closely with the People
Directorate and Service Delivery as well as the Regional CD Team (part of
NHSE) and the CD Liaison Officers. Two of the cases highlighted the
importance of CCTV in assisting investigations.
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2.2.3 Controlled Drug Incidents:

CD incidents reported are higher compared to the previous year (492
compared to 293) which is a rate of 5 reports per 10,000 face to face patients
attended. The increase is due to a change to how incidents are reported. The
majority of incidents are low or no harm. There have been zero never events,
no Level 5 incidents and two Level 4 incidents relating to CDs.

These were:

X Q3: Patient administered 10mg of morphine instead of the intended
2.5mg due to miscommunication between paramedic and a newly
qualified paramedic. Patient’s GCS fell to 11 (from 15) and so was
administered naloxone, GCS returned to 15 during journey to hospital.

X Q4: Incorrect dose of morphine intramuscular (IM) injection
administered to a paediatric patient. Intended dose was 1mg (0.1ml)
but dose was administered as 10mg (1ml) using a 3ml syringe. Initially
patient had no ill effects but deteriorated whilst in hospital resus and it
was unclear if due to morphine (burns patient) but became hypoxic and
respiratory rate reduced. Error detected during disposal process.
Hospital and patients’ family fully informed. Full investigation took place
and staff were supported throughout. Review felt staff had not
differentiated between intravenous (IV) and IM volumes (1mg/ml = 1ml
IV versus 1mg IM = 0.1ml). Learning took place with paramedic around
pain management, medication preparation, administration practices
and the 6 rights of medicines administration.

Figure 3 shows a breakdown by type of incident and Figure 4 shows a
comparison between the types of incidents for this year compared to last. The
amount of missing CDs reported has decreased. Although there were 25
reports, upon investigation there were only 5 incidents truly unaccounted for
(see Figure 5), these were all very small amounts and triangulation of the data
is always undertaken. A CD is considered missing when the CD record book in
the vehicle or ambulance station does not reflect the balance of the CD safe.
This is usually due to a documentation error and the record book is updated
retrospectively when the item is accounted for. All of the unaccounted-for CDs
were reported to the police and NHSE.

Figure 3: CD incident types reported per area 2023/24

Controlled Drug Incident Breakdown by Area 2023/24

ﬁ?ﬁié Fgg%‘?ﬁ;egory J cL |cm GM HART | NWAA | EOC/111 | TOTALS
CD Administration Error 8 8 7 0 0 0 23
CD Adverse Reaction 0 0 0 4
Any Other CD problems 7 4 11 0 0 0 22
CD Damaged 18 27 36 0 4 0 85
CD Missing 9 12 4 0 0 0 25
CD Safe Access Problem | 17 8 10 0 1 0 36
CD Stock Problem 22 35 24 0 2 0 83
CD Documentation Error | 52 82 75 0 5 0 214
Suspected Misuse 0 0 0 0 0 0 0
Total 133 176 171 0 12 0 492




Figure 4: Comparison of CD incidents reported in 2020/21, 2021/22,
2022/23 and 2023/24

Comparison of CD Incidents
over 4 year
250
200
150
100 — 2020-21
m2021-22
50 -~ B — 2022-23
& & S
. oQ Qg:b &60 ’bé\ Q\ Q\o Qﬂo . 0(\ S
* ) N © oY < o < &
g)é © C C & xQ & &
& & ¢ v Qc) N R
S & @ ¢ > >
P (oY *O < QOQ
oY 3 oY S
Figure 5: Unaccounted for CDs
Controlled drug Area
Diazepam 5mg rectal tube x 1 C&L
Morphine 10mg ampoule x 1 C&M
Morphine 10mg ampoule x 1 GM
Morphine 10mg ampoule x 1 C&L
Morphine 10mg ampoules x 2 C&L

Breakages of CDs are to be reported as incidents and these are monitored by
the Medicines Team. Overall, 85 items have been broken. See Figure 6 for
the summary data. This is an increase from the previous year (51). This is
likely due to an increase awareness of the requirement to report any CDs
found damaged or damaged during handling following the training conducted
by the Medicines Team with Senior Paramedics. Of the 85 damages/
breakages, 48 were morphine 10mg injection, 3 orodispersible morphine
tablets, 28 diazepam 10mg injection, 3 diazepam 5mg rectal tubes and 3
midazolam 10mg injection. This data is now provided quarterly to the CD Sub
Group.
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Figure 6: CD breakages reported 2023/24

Total Controlled Drug damages/breakage reported 2023/24

Area g g % :? :?:D 0:-)- = é é 3 § g Totals
GM 3 1 1 2 2 7 5 0 4 5 3 3 36
CM 2 3 0 0 3 3 4 3 3 2 2 1 26
CL 0 1 0 2 1 1 2 4 5 2 0 1 19
NWAA 0 0 0 0 0 0 0 2 0 1 1 0 4
HART 0 0 0 0 0 0 0 0 0 0 0 0

Total 5 5 1 4 6 11 11 9 12 10 6 5 85

2.3 PROACTIVE ASSURANCE:

2.3.1 Controlled Drug Use Monitoring:

As a CD designated body, it is a requirement that we monitor the use of CDs to ensure this is
safe and appropriate. A CD dashboard has been developed by the electronic patient record
team to enable the Medicines Team to monitor the use of CDs. This allows a quarterly report
to be produced which is reported to the CD Subgroup for scrutiny. The report provides the

following:

x Total doses of CDs used by areas — total doses for morphine and diazepam have
been consistent with more variation (as expected) for use of ketamine and
midazolam.

X Number of patients receiving CDs — these have been consistent month on month.

X Average doses used — these have been consistent and within expected ranges.

X Top 5 indications per CD used — indications have been consistent and as expected.

Flags are put into the database to allow further review of data that falls outside of normal
ranges and this is further scrutinised. Where further scrutiny cannot provide a plausible
explanation for the deviation, it is escalated to the relevant Consultant Paramedic who
provides a review and response. This information is monitored by the CD Sub Group.
Reasons for outliers have included:

x Documentation errors into EPR (e.g. 100mg instead of 10mg)

x Patient’'s own medication used and taken by patient but withessed and documented
by paramedic.

X Higher doses being authorised by a doctor on scene or, in the case of morphine, a
second paramedic has administered the additional dose with authorisation from the
clinical hub.

X In the case of some of the outliers, action was required (e.g. DATIX entry, update to a
JRCALC entry) or there was a learning need, and this was fed back to relevant
teams. As this process has been embedded into practice the numbers of outliers has
reduced which demonstrates improved documentation and clarity of the processes to
be followed (e.g. for doses of morphine greater than 20mg).
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The data provides assurance that doses of CDs administered to patients are in line with
guidance set by NWAS.
2.3.2 Controlled Drug Vehicle Audit

CD audit of vehicles was conducted each quarter with a high level of compliance with the
numbers of vehicles being audited. Full details are provided in the Medicines Management
Annual Report. Figure 7 shows the results over time. This shows excellent compliance with
the majority of the standards with the exception of the weekly CD checks of the CD safe and
the seizure pouch.

Figure 7: MMQIs CD Vehicles over time

MMQI -Vehicles Controlled Drugs
Comparison over time

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%
1 2 3 4 5 6 7 8

Q2 21/22mmmm Q3 21/22 Q4 21/22mmmm Q1 22/23mmmm Q2 22/23mmmm Q3 22/23
Q4 22/23mmmm Q1 23/24mmmm Q2 23/24mmmm Q3 23/24mmmm Q4 23/24—Target

2.3.3 Controlled Drugs Ambulance Station Audit

CD audit of ambulance stations was conducted 6 monthly, 100% of ambulance stations were
audited by the Medicines Team in each cycle. Full details are provided in the Medicines
Management Annual Report. Figure 8 shows the results over time. This shows excellent
compliance with the majority of the standards with the exception of the daily and weekly CD
checks. These are now subject to an improvement plan.
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Figure 8: MMQIs CD Vehicles over time
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2.3.4 Designated Body Assurance and Improvement Framework

The Regional CD Team have introduced an Assurance and Improvement Framework. The
CDAO of each Designated Body is requested to complete a survey detailing their confidence
in CD related systems and processes. The survey was completed and submitted in February
2024. Actions that were put in place include:

X

X X X X x

X X

CDs included in mandatory training, including how to raise concerns.

Updated Drug and Alcohol Policy referencing the CD Accountable Officer and the
Medicines Team.

Questions relating to CDs in the Quality Assurance Visits (QAVS).

Authorised witness training developed and implemented.

HR Business Manager Lead and Chief Pharmacist meetings.

NWAS Clinical Induction reviewed — now includes how to raise concerns and the role
of the CD Accountable Officer.

E-learning module for the use of morphine tablets.

Approval of the medicines dashboard allowing monitoring of CD use.

2.3.5 Changes in legislation and policy

Changes to legislation in 2023/24 included:

X
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Paramedics now allowed to prescribe CDs (from Dec 2023) which includes: morphine
sulfate, diazepam, midazolam, lorazepam and codeine phosphate and excludes:
fentanyl or ketamine. This does not directly affect NWAS as we do not have non-
medical prescribers.

Nitrous oxide change in status from a pharmacy medicine to a Schedule 5 CD
medicine from 8/11/23. This change in legislation was not aimed at changing access
for healthcare purposes.



x Codeine linctus reclassified from a pharmacy only to Prescription Only Medicine in
February 2024. This does not directly affect NWAS.

There is expected changes to the legislation on naloxone possession and supply. NWAS has
commented on this consultation.

2.3.6 COC CD Annual Report

This report is reviewed by the CD Sub Group and any points noted and any actions followed
up. Risks around staff self-sourcing CDs was highlighted due to storage of CDs in their own
homes. NWAS does not allow personal possession of CDs when a member of staff is not
signed on duty. The report articulates the concern about non patient facing staff unable to
get disclosure and barring checks completed, a concern raised by NWAS. It outlined some
of the risks of transitioning to electronic CD systems which will be borne in mind when
developing business cases at NWAS. It should be noted that the Trust Chief Pharmacist is a
member of the CQC CD National Sub Group.

2.3.7 Local Intelligence Network Activity

During 2023/34, a member of the NWAS Medicines Team has attended all six Local
Intelligence Network (LIN) meetings. One meeting was a national CD Accountable Officer
virtual education event. A summary of each meeting is presented at the CD Sub Group
meeting where any learning or points relevant to NWAS can be discussed. The benefits of
CCTV when conducting investigations has repeatedly been identified.

2.3.8 Policy and procedures

The CD policy has been completely reviewed and updated. The new version went live in May
2024.

A suite of CD procedures have been developed and approved for the NW Air Ambulance to
use. A new procedure has been implemented for how medicines should be managed at
events (e.g. football matches), which includes CDs. All other CD procedures have been kept
up to date.

2.3.9 Training

During 2023/24, all paramedic staff, EMTs and nurses were asked to complete a module on
ESR titled ‘Medicines Management Module’. Part 1 of this training was CD focussed and
included updates on CD checks, the 3Ws (Words, Witness and Waste) and CD security. By
year end 2023/34, 96% of paramedics had completed this training and 89% of EMT staff.

Clinical induction for all new starters was updated for the medicines management element by
the Medicines Team, including CDs.

Training on CDs was provided by the Medicines Team on 8 occasions at Senior Paramedic

Team Leader away days. This focussed on the 3Ws, reminders on the governance of CDs
and how and when to be curious about CD documentation.
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2.3.10 Risk Reqister

The following risks are on the risk register relating to CDs:

X Pharmacy stock management system and electronic CD register — a strategic outline
case has been approved by the Executive Leadership Committee. The next step is to
develop an outline business case.

x CDs and Site Security — 10 recommendations were made and a task and finish group
has been set up to oversee completion of the recommendations.

2.3.11 Projects

SMART key cabinets and paramedic personal possession digital CD keys are being
implemented following the development of procedures, communications and training to aid
implementation. This project is being led by the Project Management Office.

3. RISK CONSIDERATION

This report demonstrates a robust approach to governance and development of systems to
monitor how medicines are managed.

Controlled Drugs (CDs) are regulated by a number of legislative instruments, including but
not limited to:
x the Misuse of Drugs Act 1971,

x the Misuse of Drugs Regulations 2001 and
x the Controlled Drugs Regulations 2013.

4. EQUALITY/ SUSTAINABILITY IMPACTS

Nil

5. ACTION REQUIRED

The Board is asked to:

X Note the assurance provided and the achievements and improvements made in
2023/24.

X Note work planned to address challenges and risks.
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REPORT TO THBOARD OF DIRECTORS

DATE Wednesday, 25 September 2024

SUBJECT Learning from Deaths summary report and dashboard ©2024/25

PRESENTED BY Dr C Grant, Executive Medical Director

PURPOSE Assurance

NN N7NI=eNA Choose an item.

BOARD ASSURANCIERZ: SR02 SR03 SR04 SR05

ERAMEWORK(BAE) I SRO7 SR08 SR09 SR10

. . Compliance/ Quality
ztmt( App(itlte Regulatory Outcomes People
atemen " .
" Financial/ Vaue . :
(Decision Papers Only) for Money Reputation Innovation
ACTION REQUIRED The Trust Boardis recommended to:
. Support the quarterly dashboard (appendix A) as the

report to be published on the Trust public account as
evidence of the Trust's developing engagement with a
formal process of learning from deaths.

. Note the recent developments around call handling and
the Trust continues to be fully compliant with the
Learning from Deaths framework.

. Acknowledge the impact of the SJR process in identifying
opportunities for improving care.

. Support the dissemination process as described ir
Section 4
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EXECUTIVE SUMMARY The Trust is required to publish on its public accounts a quarterly an
then an annual summary of learning.

The Q1 dashboard (appendix A) describes the opportunities to learn
from deaths. The main concerns raised internally and externall
LGHQWL2HG LQ 'DWL[&ORXG,4 '&,4 ZHUH DWW
DQG 3(6 VSHFL2FDOO\ DURXQG WKH HPHU,
treat ment/management plan. Of the concerns closed, there were no
LQFLGHQWY ZKHUH FDXVDO IDFWRUV ZHUH LGH

The peer review process now encompasses ICCs and as a result the
Trust is now compliant with the national framework. The key areas for
LPSURYHPHQW UH«HFW VLPLODU WKHPHV IURP
includes making a clear management plan for the patient, including
more detail in a patient assessment, making a referral to AVS/GP
services when appropriate to do so and ensuring calls are triaged
correctly using Pathways. The quality of patient records has
remained high this quarter, with only 13%receiving a poor or very
poor rating. This 2J X U H rd@faived consistent for this and the
previous two quarters andis a vast improvement from 47% seen in
Q1 23/24.

There were two patient records that received a good rating for
guality, which is a slight decrease from seveim the previous quarter.

The panel continues to welcome observers to help raise awareness of
the project and embed learning from the peer reviews.

The Learning from Deaths programme has faced some challenges
RYHU WKLV TXDUWHU ZKLFK KDYH DOHFWHG W
and therefore reduced the number reported on in this paper. The
introduction of PSIRF to the trust along with changes made to the

way incidents are raised in DCIQhas potentially resulted in fewer

DCIQ concerns falling under the Learning from Deaths framework.

We are in regular contact with the DCIQ team to try to investigate

and minimise any issues that may be present in this data.

There have also been challenges seen with the availability of panel
members now that the SDMR restructure process is nearing its
completion. Many of the panel members from both PES and ICC

teams have been and continue to be SHUVRQDOO\ DOHFWH
process, and this has resulted in fewer cases beingble to be
presented at the panels. We are hopeful that these logistical
challenges will begin to be resolved over the coming months as the
restructure comes to an end.

PREVIOUSLY 1. Clinical & Quality Group
CONSIDERED BY 2. Quality & Performance Committee

Tuesday, 03 September 2024
Monday, 23 September 2024
Outcome Accepted

Date
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1. PURPOSE

1.1 The purpose of this report is to meet the requirements of the ‘National guidance fol
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 T2024/25 Learning from Deaths review,
and it is proposed this document is published on the Trust’s public accounts byD'8
September 2024 in accordance with the national framework and trust policyThe Q1
dashboard includes output from moderation panels held following the structured
judgement reviews (SJRs) for Q. Learning from the panels is discussed later in this

paper.
2. BACKGROUND
2.1 Learning from Deaths is an integral part of informing and developing the safest possibl

systems for the delivery of care to our patients. NWAS must identify suboptimal care
DQG VXSSRUW WKH LG H Qimptoverbevit. LTReEOME&HoddIddy > \AvaiRle
on request from the Clinical Audit Team at Learning.FromDeaths@nwas.nhs.uk

3. LEARNING FROM DEATHS COHORT SUMMARY

3.1 7KH QXPEHU RI SDWLHQWYV ZKRVH GHDWKYV ZHUG®6 U35
concerns raised in Datix and 2sampled for SJR).

3.2 Deaths raised in DCIQ Discussion

The data regarding DCIQ concerns was last accessed on/0¥/2024. Please note that
due to the complexity, the granular updates for the previous quarters will be received
within other patient safety reports and the thematic analysis will be captured within the
annual learning from deaths report.

The breakdown of concerns raised:

. 32internal concerns were raised through the Incidents module (Events).
. 11 external concerns were raised through the Patient Experience module
(Feedback).

3.2.1 Internal Concerns
Of the 32internal concerns, 13were reviewed and closed. There were ncasesin which
the investigation concluded the Trust had contributed in some way to that patient
death.

3.2.2 External Concerns
Of the 11 external concerns that have been reported, @re 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. Two FRQFHUQV KDYH EHHQ FORVHG ZLWK QR FDXVDO IL
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3.23

3.3

331

3.3.2
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Outcomes from concerns raised

The outcomes and actions from outstanding concerns will be reported by the patient
VDIHW\ WHDP RQFH WKH LQYHVWLJDWLRQV DUH FRPSOHW
closed concerns can be found in section 3.3.2 below.

SJR Stage 1 Outcomes

14 patient deaths were presented by reviewers and following the moderation panels the

outcomes of the reviews were determined as described in the dashboard (appendix A).

9 patients received appropriate care.The mid-range statement of ‘adequate’ practice

LV GH2QHG DV WKH H[SHFWHG SUDFWLFHVY DQG SURFHGXUH
SUDFWLFH LGHQWL2HG DV EH\RQG H[SHFWHG SUDFWLFH L
LGHQWL2HG DV QRW UHDAKIH I \H CBHPRMWKBGDYUDFR R U |

SJR Stage Dutcomes

Five FDVHVY ZHUH LGHQWL2HG DV QHHGLQJ VHFRQG VWDJH
second stage review concluded that twodeaths were not avoidable, and threeases

were uncertain whether poor practice had led to harm. The care experienced by these

patients in terms of call handing/categorisation/resource allocation, patient

assessment and management plan were below expected levels.

SJR & Concerns Learning Themes

Detailed learning themes for concerns and SJRs can be found in the dashbos
(appendix A) and the Infographic (appendiX)BA summary of the themes includes:

ICC:
. Poor communicationwith patient/family
. Missed opportunity to upgradea low acuity incident
. Incorrect coding of call
PES:
. Limited information regarding clinical assessment/examination
. Failure to recognise potential seriousness & complexity of condition
. No referral to AVS/GP when appropriate to do so.
. Correct hospital/community pathway not followed
. Quiality of EPR.
Trust:

x Delays in allocation demand outstripped resources

$GGLWLRQDO OHDUQLQJ WKHPHY ZHUH DOVR LGHQWL2HG
‘Adequate’ rating. Whilst these were not necessarily ‘Poor’ or ‘Good’ themes, they were
recurrently seen in reviews throughout QL and demonstrate where additional learning

can be found, as well as highlighting more good practice. These include:



. GP not being notified when patient passes away at scene

. Capacity to consent ‘ticked’ but no detail noted within the EPR

. 12 Lead ECG not done for a patient who has fallen

. No patient medications listed on EPR

. Crews consulted patient on wishes in the event of a cardiac arrest, and
discussed with family/GP to put plans in place

. Crewsdocumenting clear and detaiéd worsening advice

ICC:

. Training ongoing for EMAs regarding both under and over probing during
Pathways triage

. EMAs continue to demonstrate good use of the NorClinical Advice Hunt
for complex calls and concerns

. EMAs continue to highlight redflag symptoms where they are concerned

that the response may not be sufficient

4. OUTCOME OF LEARNING THEMES

A commitment to disseminating and promoting good practice has been made by th
Consultant Paramedic (Medical) through the regional and locaflea learning forums

$/)V DQG LQGLYLGXDO |UR@Qwh fraptDaadidograldtic éAppendix
B) will be shared with the clinical leadership team.

7TKH RSSRUWXQLWLHV IRU LPSURYHPHQW LGHQWL2HG DV JF
DQRG PRUH VSHFL2FDOO\ I[URP WKH 6-5 UHYLHZ ZLOC(

5. RISK CONSIDERATION
There are no legalimplications associated with content of this report and the data
gathered to produce the dashboard has been managed in accordance with the Data
Protection Act 2018.
6. EQUALITY/ SUSTAINABILITY IMPACTS
No equality or sustainabilityimplications have been raised as a concern from this repori
7. ACTION REQUIRED
The Trust Boardis recommended to:
. Support the quarterly dashboard (appendix A) as the report to be published

on the Trust public account as evidence of theTrust's developing
engagement with a formal process of learning from deaths.

. Note the recent developments around call handling/dispatch and the Trust
is now 100% compliant with the Learning from Deaths framework.

. Acknowledge the impact of the SJR process in identifying opportunities for
improving care.

. Support the dissemination process as described in Section 4.
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REPORT TO THBOARD OF DIRECTORS

DATE Wednesday, 25 September 2024

SUBJECT 2024/25 Flu Campaign

PRESENTED BY Lisa Ward, Director of People

PURPOSE Assurance

W\ QeI N7- V=A@ Quality Strategy

BOARD ASSURANCI SRO1 SR02 SRO03 SR04 SR05
FRAMEWORK (BAF) B0 SRO7 SR08 SR09 SR10
. . Compliance/ Quality
gtmt( App(itlte Regulatory Outcomes People
atemen . -
(Decision Papers Only) g? iﬂngr']aelgl Valie Reputation Innovation

ACTION REQUIRED

The Trust Boardis asked to:

X Note the approach to the Flu campaign for 2023/24

X Provide senior commitment to offer all frontline staff a flu
vaccination

X Approve the Board checkilist.

EXECUTIVE SUMMARY

The 24/25 Flu Vaccination programme letter issued by NHS England
RXWOLQHV WKH H[SHFWDWLRQ IRU SURYLGHU
eligible healthcare workers and this mirrors the expectation for the

23/24 campaign. The letter sets out the expectation to eual or

improve uptake rates from 2023/24 in 2024/25.

Last year's campaignwas overseen by the People Directorate but
was led by the Infection Prevention & Control Specialist Lealt the
Quiality Directorate. The report outlines the learning from last year’s
campaign which resulted ina WRWDO R being VadtbDaded,
which wasa slight decrease for the 22/23 campaign where 3659 were
vaccinated. This was equivalent to 48.6%.

The Trust has procured 4000 Segirus vaccinesvhich is a single
vaccine, suitable for all ages and is egg free.

The Quality Directorate will take a lead role in the campaign, and this
will be led by the Infection, Prevention and Control Specialist lead
who will work closely with the Medical Management Team, along with
the Chief Pharmacist to support the overall leadership and
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governance of the project. The Corporate HR team also take
UHVSRQVLELOLW\ RQ 1X020 PrerQiéméntsQDWLRQDC

The delivery model will largely replicate the strategy of previous
years which has operated via a ‘peer led’ model. The Trust is usiag
Written Instruction (WI) as used in last year's campaignAn
appropriate budget has been set to support the campaign.

7TKH QDWLRQDO «X SURJUDPPH FRPPHQFHV R
Trust will also start the campaign on this date. An earlier start date is

not possible as the Written Instruction which is used in place of the

3* LV HOHFWLYH IURP 2FWREHU

The communications plan wllODUJHO\ UH«HFW ODVW \HEL
social media and visual messages. It is proposed that as with previous

years, the Trust Board are able to show visible support of thi
campaign in the form of social media and bulletin features. This will be
SUR20OHG IRU WKH %RDUG GDWHYV LQ 2FWREHU

The HCW Flu Vaccination Best Practice Management Checklist is
included at appendix 1 and demonstrates that the Trust’s programme
has these core components in place for the 2024/25 programme.

Frontline health and social care workers are eligible for a COVID
ERRVWHU IURP 2FWREHU DQG VW
vaccination via pharmaciesand potentially GPsThere is no capability

to deliver this booster in-house. Regular communications will go out

WR VWD©®© RYHU WKH FRPLQJ ZHHNV WR HQFRX
ROHU RI1 W K19 b&dseer.

It should be noted however, that the Trust does not have detailed
oversight of uptake of the COVID booster until regional statistics are
SXEOLVKHG DQG WKHQ ZH DUH RQO\ SURYLGHG
7KLV PDNHV GLUHFW PDQDJHPHQW RI XSWDNH

Resources Committee

Date Friday, 20 September 2024

Outcome Assurance received
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1.2

2.1

2.2

3.1

3.2

3.3

BACKGROUND

,Q«XHQ]D «X YDFFLQHVY DUH ROHUHG IUHH WR DOO 1:%6
programme. NWAS has historically participated in the national vaccination programme which is led
by the People Directorate 7KH «X YDFFLQDWLRQ FDPSDLJQ IRU - R
September 2023 and ended in February 2024.

The 24/25 Flu Vaccination programme letter issued by NHS England outlines the expectation fol
SURYLGHUV WR GHOLYHU D ROHU WR HOLJLEOH KHDOWK
for the 23/24 campaign. The letter sets out the expectation to equal or improve uptake rates

from 2023/24 in 2024/25.

OVERVIEW OF LAST YEAR’S CAMPAIGN

Last year's campaign was based upon learning from previous Flu campaigns. Whilst oversight was
provided through the People Directorate, it was operationally led by the Infection Prevention &
Control Specialist Leadin the Quality Directorate and delivered through a multifunctional

project team. Delivery was through peer vaccinators providing vaccinations at a local level or
WKURXJK WDUJHWHG «X FOLQLFV

JRU WKH 2aUVW WLPH 1:$6 DGRSWHG W KIHstixistioh 8 replaseHPatiéhiN
Group Directions (PGDs). A Written Instruction allows medicines to be provided by occupational
health vaccinators under exemption in Schedule 17 of the Human Medicines Regulations 2012. The
use of a Written Instruction is notsubject to the same legislated framework required for PGDs. It is

an arrangement between the named registered vaccinator and the authorising doctor (Medical
Director in NWAS)and following a legislation changes became available for use by Paramedics for
tKH 2UVW WLPH LQ ,W LV D PRUH VWUDLJKWIRUZDUG .
administer vaccinations.

2023/24 FLU CAMPAIGN DATA

$ WRWDO RI VWD®© ZHUH YDFFLQDWHG HLWKHU ZLWKLQ
WKH FDPSDLJQ ZKHUH ZHUH YDFFLQDWHG 7KH WRWD
7600 which didnot include volunteers and students eligible under the inclusion criteria of the
written instruction.

7TDEOH 1:$6 VWDO© YDFFLQH XSWDNH
Received at | Received Declined Referred Deferred
NWAS elsewhere
1R RI V3172 524 3776 34 94
RI VWI 41.7% 6.9% 49.7& 0.4% 1.2%

IDWLRQDO WDUJHWYV IRU HPSOR\HUV RI 1+6 VWD®© WR WDUJ}
IURQWOLQH VWD® RQO\ 7KH WDUJHW RI XSWDNH ZDV VHW C
I1RUWK :HVW UHJLRQ D UHGXFHG X sithcBrélwbrikets WaK iepardedY DFFLQ
nationally the uptake of the vaccine declined from 49.4% in 2022/23 to 42.8% of frontline

KHDOWKFDUH VWD® LQ 1:$6 XSWDNH H[FHHGHG WKH Q

2024/25 FLU CAMPAIGN
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4.5

4.6

4.7

4.8
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7TKH QDWLRQDO «X SURJUDPPH FRPPHQFHV RQ
campaign on this date. As with last year, the Trusts is using a Written Instructigivl)as opposed
to a PGD and this national WLV HOHFWLYH IURP T2 wimRdhetlhis year's campaign,
the Trust has procured 4000 Segirus vaccines. This is a single vaccine and is suitable for all ages
and is egg free.

The approach for this year's campaign is based on the learning outlined from last year's campa

RI ZKLFK WZR PDLQ LVVXHV KDYH EHHQ LGHQWL2HG )LUVWC
the calibration of fridges is completed as early as possible #sis delayed the start of the campaign

in a couple of areas last year. In addition, the need for some additional administration at the
beginning of the campaign is required to ensure all vaccinators have completed the relevant
modules and are set up on Flumis and NIVS. An administrator is now in place until the end of
September to support the overall set up of the campaign.

The delivery model will largely replicate the strategy of previous years which has operated via a
ZSHHU OHG[ PRGHO 7KLV LQYROYHG WKH DUHD «X OHDGV L
WR ROHU DQG DGPLQLVWHU W KH 2 IAELL@ MV KVHRL D M@ WDV DK H
UHVSRQVLELOLW\ IRU UHYLHZLQJ WKH GDWD DURXQG XSWDI
further targeting of the vaccination is required. The model is best described as a ‘roaming model’
and reliesonvaccLQDWRUV WUDYHOOLQJ WR GHOLYHU YDFFLQDWL!

JRU VWD® ZKR-bbdddHrole®QsW¢th &g fih our contact centres, corporate sites, the existin

DSSURDFK RI DGYHUWLVLQJ «X FOLQLFV ZLOO UHPDLQ LQ S¢
LQWR SODFH IRU 376 VWD®© DQG SDUWLFXODUO\ WKRVH L
3(6 VWD® ,W LV SURSRVHG WKDW D VLPLODU DSSURDFK IRU

The Quality Directorate will take a lead role in the campaign, and this will be led by thiection,
Prevention and Control Specialist lead who will work closely with the Medical Management Team,
along with the Chief Pharmacistto support the overall leadership and governance of the project.
7KH &RUSRUDWH +5 WHDP DOVR WDNH UHVSRQVLELOLW\ RQ

Appropriate funding is in place to support the project both in terms of short term administrative
VXSSRUW HTXLSPHQW DQG YDFFLQHV DQG «H[LELOLW\ WR P

Supportwil DOVR EH SURYLGHG E\ WKH &RPPXQLFDWLRQ 7HD
WKH FDPSDLJQ DQG WKH EHQH2WV RI WKH YDFFLQH

JROORZLQJ GLVFXVVLRQV ZLWK WKLV \HDU[V «X WHDP W
YDFFLQH WR VWDO® QHHGV WR RFFXU HDUO\ RQ LQ WKH FDP¢
data shows, uptake of the vaccine is at its highest with Q WKH 2UVW WZR PRQW
6HFRQGO\ WKHUH LV D VLJQL2FDQW LPSDFW RQ IURE&We&LQt
campaign. As a result, ensuring that the majority of vaccines are administered ahead of the start

of winter pressure will minimise the impact on front line resources.

GOVERNANCE AND RECORDING OF VACCINATIONS

As with last year, there is a national directive to ensure that all vaccinations were also recorded in
the National Immunisation and Vaccination System (NIVS). As with last year, it is proposed that the
vaccinators will input onto both Flumis and NIVS at the point of care (POC). There is a requirement
to ensure that all information is inputted onto NIVS within 7 days. As such it is prudent to ensure
that the accuracy and timelinessof input is maintained by training vaccinators to input onto both
systems.
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5.3

6.1

6.2

7.1

7.2

7.3

8.1

8.2

8.3

$V IURQWOLQH VWD®© DOO KDYH DFFHVV WR L3DGV WKLV
access, paper forms will be available for ude but will require vaccinators to input onto both Flumis
and NIVS at the earliest opportunity.

Training and access to both Flumis and NIVS will be provided to designated vaccinators aheac
the start of the campaign.

COMMUNICATION AND ENGAGEMENT

The communications planhas beendeveloped and isin line with previous yearsUH«HFW L Q.

on social media and visual messages. It is proposed that as with previous years, the Trust Board are
able to show visible support of the campaign in the form of social media and bulletin features.
9DFFLQDWLRQV ZLOO EH ROHUHG WR %RDUG DW HLWKHU WK

%DVHG RQ OHDUQLQJ IURP SUHYLRXV \HDUV DQG IURP RW

to have a vaccination comes from their management teams. It is therefore proposed that there is
FOHDU HQJDJHPHQW IURP PDQDJHPHQW WHDPV WR VXSSRUW
WR KDYH WKH «X YDFFLQH

THEHCW FLU VACCINATION BEST PRACTICE MANAGEMENT CHECKLIST

In July 2024, the Health Care Workers (HWC) vaccination letter was published and this has a clear
IRFXV RQ HQFRXUDJLQJ VWD® WR DFFHVV ERWK WKH «X DQC

The Flu Vaccination Best Practice Management Checklist is included at appendix 1 and
demonstrates that the Trust’s programme has these core components in place for the 2024/25
programme.

The checklist demonstrates that the Trust has clear senior commitment in place and robust
FDPSDLJQ PDQDJHPHQW DUUDQJHPHQWY WKURXJK WKH FUR\
a comprehensive communications plan. Whilstike all ambulance services, the vaccination
GHOLYHU\ PRGHO IRU RXU GLVSHUVHG ZRUNIRUFH SUHVHQW
HQVXUH DSSURSULDWH «H[LELOLWLHYVY DQG RSWLRQV DUH LQ

COVID 19

The 2023/24 COVID booster vaccination campaigmas launched nationallywith an aim to
maximise and extend protection during the winter and through the period of greatest risk in
December 2023 and early January 2024

Frontline health and social care workers are eligible for a booster

From 3 October, COVID 19 vaccinations will be available for frontline health care workers with the
ability to start booking COVID-19 vaccinations in advance in pharmacies from 23 September, with
DSSRLOQWPHQWYVY UXQQLQJ XQWLO '"HFHPEHU 6WD® PD\ DO
GP

SHIXODU FRPPXQLFDWLRQV ZLOO JR RXW WR VWD® RYHU Wtk
WKH ROHU RI-W Bddst&r29 '
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It should be noted that the Trust will not have access to real time information on Covid vaccine

uptake as it is not a vaccination provider. As a result data only becomes available when regional
8.4  statistics are published and then only at a Trust wide levelaking targeted communications and

PDQDJHPHQW RI XSWDNH HWUHPHO\ GL-FXOW WR DFKLHYH.

RISK CONSIDERATION

9.
There is a risk that the Trust willnotHTXDO RU LPSURYH «X YDFFLQDWLR
7KH FDPSDLJQ ZLOO EH FDUHIXOO\ PDQDJHG WR HQVXUH WHK
91 is completed at an early stage in the campaign7 KHUH DUH QR 2QDQFLDO FRQVHT
' the impact could be reputational or on the level of sickness absence across teams resulting from
low uptake.
10 EQUALITY/ SUSTAINABILITY IMPACTS
7KH «X YDFFLQH SURFXUHG E\ WKH 7UXVW LV HJJ IUHH DQ(
DULVLQJ IURP UHOLJLRXVY HWKLFDO RU OLIH VW\OH FKRLFH\
10.1 . . : . »
and guidance linked with pregnancy, age or underlyinghlth conditions.
11 ACTION REQUIRED
The Trust Boardis asked to:
111 X Support the proposed delivery model for the 24/25 flu campaign

X Provide senior commitment to offer all frontline staff a flu vaccination
X Approve the Board checklist.
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Appendix 1

Healthcare Worker Flu Vaccination Best Practice Management Checklist

A Committed Leadership Trust Self Assessment
Al Board records their commitment to achieving the ambition of vaccinating all Commitment recorded through September
frontline healthcare workers public board meeting.
A2 Link with Medical Directors and Directors of Nursing to promote key messages and| Full engagement with the Chief Nurse and
get strategic buy-in Medical Director aroundcommunication
PHVVDJHVY WR VWD®© WR HQFRXUDJH W
vaccine.
A3 Trust order and provide suitable vaccine for all healthcare workers The Trust has ordered4000 vaccines which can
EH GHOLYHUHG WR WKH PDMRULW\ RI
into account age and religious belief.
Ad %RDUG UHFHLYH DQ HYDOXDWLRQ RI WKH SUHY LR Bath Refdlr¢as cohndtté®ahd éBOEIMdOQ FOXGLQJ C
VXFFHVV FKDOOHQJHVY DQG OHVVRQV OHDUQW Directors have received an evaluation of learning
I[URP WKH «X SURJUDPPH DQG SC
the 2024/25 programme. Presented to
September meetings.
A5 $JUHH D ERDUG FKDPSLRQ IRU «X The Director of People will be the champion for
the Flu campaign.
A6 3XEOLFLVH ERDUG PHPEHUV UHFHLYLQJ WKHLU «X| Plans will be put in place once the campaign
commences to ensure the opportunity for take
up by Board and this forms a clear part of the
communications campaign.




X WHDP Z

VWD® LQ

A7 JOX WHDP IRUPHG ZLWK UHSUHVHQWDWLYHV IURP] &URVV IXQFWLRQDO «X WHDP

advocate and lead by example Strengthened this year by a clinical lead. Trade
Unions briefed at JPC September and involved i
campaign.

A8 Flu team meet regularly from September to March Regular meetings alreadgommenced.

A9 Monitor uptake across all areas and seek to understand the reasons for low uptakel :HHNO\ « X UHSRUWY ZLOO EH
LQ GHSDUWPHQWY DQG ROHU VXSSRUW WR LQFUHDNWBMHPSPWDINHRPPHQFHYV 7KH «

take up and reasons for low uptake to target
areas for promotion.

A10 ,Q ORZ XSWDNH DUHDV D OLVW RI VWD®© LV PDGH | /LVWVY DUH VHQW WR «X OHD(
KHDOWK PHVVDJHYVY DQG LQIRUPDWLRQ 0DQDJHUV| gt&eyicap@Bdath\td I6vQtBkE WithQ D W H G
JHWWLQJ WKH YDFFLQH DQG DUUDQJH «X FOLQLFY FRBPXIQH¥BWIRH@VYHVVDJHYVY DQG WDUJ

clinics.

B Communications Plan

Bl 2UGHU DQG XVH VK DfddihggnbtevidldA€3auees/ WD © Materials have been ordered.

B2 5DWLRQDOH IRU «X YDFFLQDWLRQ SURJUDPPH DQ| 7TKH UDWLRQDOH DQG IDFWYV
will form part of the Trusts wide communications
plan.

B3 Drop-in clinicsandPRELOH YDFFLQDWLRQ VFKHGXOH WR | Range of communications methods included in

social media and on paper the plan.

B4 &RQWHQW VKRZLQJ ERDUG DQG VWD® PHPEHUV K| The communications plan include the promotion

of the vaccine with picture of the Board and
RWKHU VWD® LQFOXGLQJ WK
receiving their vaccination.

H 6WDO 1




B5 Flu vaccination programme and access to vaccination on induction and large Dates for induction programmes and mandatory
meetings/events training sessions to form part of the vaccination
plan.
B6 ODFFLQDWLRQ SURJUDPPH WR EH SXEOLFLVHG R Q| The vaccination programme will be promoted via
the bulletin and station based wall boards.
Promotion in the ICC’s is also undertaken via
their SharePoint sites.
B7 HHNO\ IHHGEDFN RI SHUFHQWDJH XSWDNH IRU G L WeéktkiWwéepors publishedWeeRIyPWIthD QG SURIHVVLR
groups. Consider Jabathon’ percentage uptake split by Sectors and Service
lines.
C Flexible Accessibility
C1 Concentrating on highr ULVN DUHDV 2UVW $00 VWDO© DUH HQFRXUDJHG
SDUW RI WKH FDPSDLJQ 6SHFL2F IRFX
IURQW OLQH VWDO LQFOXGL
Cc2 3HHU YDFFLQDWRUV LQ FOLQLFDO DUHDV WR EH L The Trust uses a peer led vaccination model.
empowered to encourage others
C3 Schedule for easy access dropin clinics agreed or online booking systems /IRFDO FOLQLFYVY DUH DGYHUW|LVHG DQ
WDNH D «H[LEOH DSSURDFK WR YDFFL
local requirements.
C4 Schedule for 24 hour mobile vaccination clinics to be agreed with vaccinations Flu vaccinators are paramedics who work a rang
DYDLODEOH DFURVY DOO VKLIW SDWWHUQV GD\V | 6fSHtQLQJ QLJKWYV DQG ZHHNHQGV
C5 Link with ward managers/matrons to ascertain the best times to visit in order not to | Not applicable—but this engagement takes
disturb the normal working shift place on sites with high density such as ICCs
C6 Hub and spoke models in larger Trusts Not applicable
C7 Pop-ups and roving models in community providers in recognition of multiple sites | Roaming model forms core of delivery model

across a large geography




Incentives

D1 Board to agree on incentives and how to publicise this Agreement that incentives do not form part of
the campaign.
D2 Success to be celebrated weekly Vaccination uptake is published and celebrated

weekly during the campaign.
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