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Ms J Mulligan Chair

Mr S Desai Chief Executive

Mr D Ainsworth Director of Operations

Mr C Butterworth Non-Executive Director

Dr A Chambers Non-Executive Director

Mr G Chapman Non-Executive Director

Ms A Cooper Non-Executive Director

Prof A Esmail Non-Executive Director

Mr N Gower Non-Executive Director

Dr C Grant Medical Director

Mr M Gibbs Director of Strategy and Partnerships
Dr E Strachan-Hall Director of Quality and Improvement
Ms C Todd Non-Executive Director

Ms A Wetton Director of Corporate Affairs

Ms C Wood Director of Finance

Ms L Ward Director of People

In attendance:

Mrs A Cunliffe Corporate Governance Manager (Minutes)
Observers:
Ms E Shiner Deputy Director of Corporate Affairs (in person)
Ms K Pearson JGP Consultancy (via MS Teams)

Minute Ref:

BOD/2526/122 Patient Story

The Chief Executive introduced a film, which referred to the story of a patient,
James, who shared his lived experience of a long-standing seizure condition and
the impact of time critical medications not accompanying him to hospital during
emergency admissions.

In the video, James talks about complex medical history and the challenges
patients face if regular medications are unavailable. He specifically refers to his
own experience of becoming unwell while away from home and not having
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access to his time critical medications during emergency conveyance or
handover.

As a result, on arrival at hospital there have sometimes been delays in treatment
while medication details, dosages, and prescribing authorisation are confirmed.
These delays have, at times, impacted the management of his other conditions.
This issue is not unique to James and affects many patients who rely on regular
medication.

James describes the anxiety he experiences when his medications do not
accompany him to hospital. He explains his concern about missing doses or not
receiving medication at the correct time, and the impact this can have on his
health. Without his medication, James is at risk of experiencing seizures or
complications related to his other medical conditions. He also reflects on the
additional pressure this places on nursing staff, who may need to spend time
locating his medications during emergency care.

The film takes a reflective approach, highlighting learning opportunities and
identifying ways in which the ambulance service can better support patients to
take their medications with them to hospital.

The Board noted that James is a member of the trust’s Patient and Public Panel
(PPP) now and contributes to the medicine management project currently in
development.

Dr A Chambers emphasised the importance of hearing the patient’s story as a
reminder that people living with chronic illness often understand their own
medication needs better than anyone else. She highlighted that missing or
delaying essential medications during emergency admissions can have a
significant impact on patient safety and the effective management of long-term
conditions.

The Board identified several learning points at individual, service, and
organisational levels. Members discussed the importance of progressing toward
integrated digital systems that enable seamless information flow across sectors,
ensuring clinicians have timely access to accurate medication and care
information. They also noted the ongoing work to strengthen pathways that
support continuity of care for patients as they move through different parts of the
system.

The Board:
¢ Noted the content of the story.

Apologies for Absence

There were no apologies for the meeting.

The Chair welcomed the attendees to the meeting, with a special welcome to the
new Non-Executive Directors. A round of introductions was initiated, with the
new Non-Executive Directors each briefly providing their professional
background.
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Declarations of Interest

There were no declarations of interest to note. All standing declarations were
recorded in the Register.

Minutes of the Previous Meeting

The Director of Quality and Improvement noted the term ‘Interim’ should be
removed from her attendance record.

With the above amendment, the minutes of the previous meeting, held on 26t
November 2025 were agreed as a true and accurate record of the meeting.

The Board:
e Approved the minutes of the meeting held on 26" November 2025.
Board Action Log

The Board Action Log was reviewed. Two items were marked as green,
complete and for removal, as per updates provided within the action log.

With regards to action on a dedicated session scoping the use of Al, the Director
of Corporate Affairs confirmed, this item was being worked into the Board
Development Plan for 2026/27. The action was deemed as closed for removal.

The item was agreed as complete and closed.

Committee Attendance

The Board noted the Committee attendance. Amendments to the attendance at
Board meeting in November were recorded to align with the true record as per
minutes.

Register of Interest

The Board noted the Register of Interests presented for information, with all
entries complete from the new Non-Executive Directors.

Chair & Non-Executives’ Update

The Chair reported on several internal and external engagements within the
reporting period, including a day with a Community First Responder and regular
catch ups with the Chief Executive.

The Chair highlighted her visits to hospitals and thanked the Area Directors for
coordinating those as well as very helpful discussions regarding approaches to
winter pressure challenges.

The Chair thanked NHSE and the Director of Corporate Affairs for the effective
facilitation of the Non-Executive Director recruitment process.
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The Board noted that a managed and staged onboarding programme for the
newly appointed Non-Executive Directors was in progress, with individual and
collective meetings arranged. Committee membership was currently in draft form
and would be circulated once finalised.

The Chair confirmed the appointment of Ms C. Butterworth as Senior
Independent Director and Ms A. Cooper as Deputy Trust Chair.

The Chair advised that a half-day meeting would be held with the new
Non-Executive Directors to gather their initial impressions and reflections, with
feedback to be provided to the Chief Executive.

The Board discussed the Mandatory Training requirements for Non-Executive
Directors and noted that ESR does not currently hold a discrete profile setting
out the required modules.

The Board noted that the Director of People would circulate the definitive
list of Mandatory Training modules to all Non-Executive Directors.

The Board:
¢ Noted the Chair's update.
Chief Executive’s Report

The Chief Executive presented a comprehensive report, which covered activity
undertaken for the period 22" November 2025 to 21st January 2026 including
detailed information on several areas, such as performance, internal matters,
regional issues, national issues and other general information. The Executive
Summary of the report headlined highlights relating to corporate affairs, finance,
people and culture, operations, medical, strategy quality, organisational and
system updates.

The Chief Executive offered his warm welcome to the new Non-Executive
Directors and then took the Board through the main points relating to internal
updates.

In updates from Finance, the Board noted the Trust has begun the organisational
change process within the Digital team, aligning roles and job descriptions with
the Government Framework and national standards.

In terms of productivity and efficiency, there was an improvement in the recurrent
delivery, and the projected shortfall against target has reduced to £0.516m. The
capital programme for 2025/26 has increased by £3.251m to £42.481m due to
additional resources of £0.688m from national allocations. There was a
significant capital programme (vehicles, estates and digital) planned for 2026/27.
Detailed Finance report was included in the Integrated Performance Report.

Moving to updates from People & Culture, the Chief Executive highlighted the
launch of the Trust’'s new Sexual Safety Policy. The importance of taking action




to prevent sexual misconduct in the NHS had been highlighted in a letter
received in December from the national Medical Directors and the Director of
Nursing. The Board also noted an update on the ongoing dispute with a small
cohort of ICC educator workforce.

Referring to handover times, the Chief Executive reported that improvements in
handover seen in Q2 and early Q3 had not been sustained into Q4, although
performance remained proportionately better than the same period last year. He
noted the impact of handover delays on patients and staff. Numerous Acute
Trust partners escalated into a prolonged period of OPEL 4, with Critical Incident
and Business Continuity incidents also declared. NWAS command and
leadership teams supported both system and local response plans, but
significant hospital handover delays have caused multiple long waits in the
community.

The Board noted updates from Quality & Improvement, with highlights around
Improvement Academy and the appointment of Interim Deputy Director of
Patient Safety and Regulatory Compliance.

The Chief Executive advised of ongoing Annual Planning work, including the
development of the 26/27 annual plan and work on the submission during Q4 to
meet NHSE planning timelines for the 5-year plan submission. He added the
Director of Strategy in Partnership will work with the Non-Executive Directors
regarding design principles for the new five-year Trust Strategy.

In terms of national updates, the Board noted updates on winter viruses, impact
statement on the 10 Year Health Plan, Actions to Prevent Sexual Misconduct in
the NHS, National Improvement Board, the Mental Health Act 2025, AACE and
the Emergency Capabilities Unit event and Future NHS Workforce Solution,
which was a separate item later on agenda. The Chief Executive highlighted the
Mental Health Act 2025, updates the 1983 Act to strengthen patients’ rights,
reduce inappropriate detention, and modernise safeguards with most
substantive changes coming into force on 18 February 2026, with some
administrative provisions already active.

Moving to regional updates, the Chief Executive reported the first wave of
Advanced Foundation Trusts authorisation was underway, with early learning
being shared to inform wider national rollout. In terms of Medium-Term Plan, the
Board noted draft submission was made in December and work was underway
towards the final submission in February, with in-depth discussion later on
agenda.

The Board noted an update regarding commencement of procurement process
for the provision of Non-Emergency Patient Transport Services (NEPTS) across
Lancashire, Greater Manchester, Cheshire, Merseyside, Cumbria and part of
Derbyshire.

The Chief Executive concluded the presentation with organisational staff
announcements, as recorded in the report. He shared that the three colleagues
from Sandbach who were injured while responding to the incident on 28




November 2025 were now safely back home. On behalf of the Board, he sent
them warm wishes and hopes for their continued recovery and wellbeing.

Ms C Todd enquired whether there was clinical involvement and Quality Impact
Assessment process with regards to efficiency programmes. The Chief
Executive Officer confirmed both. The Director of Quality and Improvement
added there was a policy combing both Quality Impact Assessment and Equality
Impact Assessment and a robust process, which was periodically reported
through to Quality and Performance Committee.

Ms C Todd noted the update on the Mental Health Act 2025 and was keen to
understand its impact on the Trust services. The Chief Executive advised this
was being worked through by the mental health team within the Quality
Directorate.

Ms A Cooper sought clarification on the update regarding Actions to Prevent
Sexual Misconduct in the NHS and the Sexual Safety Policy, specifically in
relation to the infrastructure for embedding consequences following
investigations.

The Chair asked about partnership arrangements between the Trust and
external organisations to support victims.

The Director of People reported that the Trust could demonstrate compliance
and examples of a robust approach but acknowledged this remained a journey
of learning and improvement. Further work was underway to strengthen
comprehensive after-care, and forthcoming national guidance would be
welcomed. She confirmed that signposting and in-house wellbeing support were
available and offered a full briefing outside the meeting.

The Director of Operations emphasised the importance of cultural development
and strong leadership programmes in preventing misconduct. It was noted that
a further Culture Day had been scheduled and an invitation would be extended
to the Non-Executive Directors.

Mr G Chapman sought clarification on the update regarding Advanced
Foundation Trusts, asking whether this was an aspiration or a requirement and
what preparations were in place.

The Chief Executive advised that Advanced Foundation Trust status was both a
requirement and an aspiration for the future. Learning from the first wave would
inform the process, and initial discussions and sharing of learning with other
organisations had already commenced. He noted that the Trust’s organisational
preparedness for Medium-Term Plans and a potential CQC inspection placed it
in a strong position for future FT preparation.

The Board noted that the item would be discussed further at a Board
Development Session in the upcoming financial year.

The Board:
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e Noted the content of the Chief Executive’s update.
Proposed Q3 Position of the Board Assurance Framework 2025/26

The Director of Corporate Affairs presented the proposed 2025/26 Q23Position
of the BAF risks with associated Corporate Risk Register risks scored 215, which
could be viewed in Appendix 1 and the BAF Heat Maps for 2025/26 year- to-
date in Appendix 2.

The Board noted there were two proposed changes to the risk scores, with
rationale provided in s2 of the report.

e SRO01 has increased in risk score from 10 to 15.

¢ SR04 has increased in risk score from 10 to 15.

Pointing to s3 of the report, the Director of Affairs advised a rearticulation of
SR09 was also proposed due to the volume of planned and unplanned changes
to the NED cohort during Q3 and Q4. This risk was expected to close in Q4.

Mr G Chapman would welcome an additional discussion regarding risk appetite
at the upcoming Board Development Session (BDS) and referenced a
discussion at Resources Committee regarding the digital risk.

The Director of Corporate Affairs confirmed the Risk Appetite 26/27 item was
included in the upcoming BDS.

A discussion took place regarding the revised wording for SR09.

Ms C Butterworth suggested that the risk should remain to be monitored into Q1,
to allow for a cycle of Committees to take place and the new membership
embedded.

The Chair felt the wording of the reiteration was rather strong and added that
mitigation was in place with two long standing Non-Executive Directors
continuing service until March 2026 and one until March 2028, as well as robust
induction underway.

The Chief Executive acknowledged all comments and added the original wording
referred to all Board members, as there were previously changes to the
Executive membership, which were now settled. He suggested a further
discussion in March to monitor the position.

The Board:

e Approved the re-iteration of SR09.
e Approved the Q3 position of the Board Assurance Framework 2025/26.

Freedom to Speak Up Bi-Annual Report
The Medical Director presented the bi-annual report noting that it is usually
presented by the Freedom to Speak Up Guardian, who was unavailable on this

occasion.

The Medical Director reported within the current financial year 2025/26 the
organisation received 67 concerns so far, which was approximately a 15%




reduction from the number of concerns raised at the same point in time for
2024/25. The reduction was partially attributed to the FTSU team's increased
effort to proactively signpost people towards more appropriate routes for
speaking up. There was an enhanced access to raising concerns online. The
primary method used to speak up via the FTSU function was electronically via
the online form/app (77.6%) and email (22.4%).

The Board noted there was a continued classification of concerns into ‘open,’
‘confidential,” and ‘anonymous’. The Medical Director highlighted a new feature
has been added to the online form and app to explain what each reporting
category means and how concerns will be managed. At the start of the form,
colleagues are advised that submitting a concern anonymously may make it
harder to resolve the issue and could prevent them from receiving additional
support or feedback on the outcome.

The Board noted overall, the number of concerns per service line for the staff
numbers was proportional. Most concerns were raised in the PES service line,
which accounts for over half of the overall NWAS workforce (53.2%) as of
October 2025. Operations EOC (Integrated Contact Centres) was the next area
with the highest number of concerns raised. It also accounts for the second-
largest cohort of our workforce.

In terms of type of concerns, those related to inappropriate attitudes and
behaviours were the most common. Concerns related to patient safety
decreased; however, in the context of a reduction in the overall total number of
concerns, the number of patient safety concerns remained stable, as the second-
highest type of concern raised across the organisation.

The Medical Director highlighted an improvement in timely resolution across all
service lines, with an overall mean to closure of 17 days, compared to 28 days
last year. The monthly executive assurance meeting continues to meet to
discuss key themes or issues which are then shared with the wider Executive
team and relevant Board members to consider any risks, further actions and
learning for the Trust.

The Board were advised that the well-led review undertaken by the Good
Governance Institute (GGI) looked into the FTSU processes and acknowledged
that the FTSU function had undergone notable improvements with investment in
time, resources, and leadership support. Action was taken following GGl’s
feedback to take all future reports through Q&P before Board submission,
including this report which was taken to Q&P in December. The recent review of
the Freedom to Speak Up Policy (now the Speaking Up Policy) was taken to
TMC before Board approval, and this process will be followed for all future policy
reviews.

Concluding his presentation, the Medical Director advised the FTSU Team are
working with colleagues across Quality and Corporate Affairs directorates on
developing triangulation of data to identify themes, trends, and incidents of
concern and bring them to wider organisational view.




Dr A Chambers commended the marked improvement in the FTSU process and
the quality of reporting during her time with the organisation. She suggested that
inviting a Non-Executive Director to the executive review meeting would further
strengthen governance and oversight. She also highlighted the importance of
addressing the ‘so what?’ question in future reports, encouraging clearer
articulation of the impact of concerns raised and the resulting changes.

Ms C Todd agreed that learning arising from concerns should be reflected within
the report. She questioned the assumption that a reduction in concerns raised is
inherently positive, noting that other organisational mechanisms may be
capturing issues instead. She also referred to her previous experience, where
benchmarking against protected characteristics was routinely included, and
suggested this would be beneficial here.

Mr N Gower supported these observations, noting that with FTSU now well
embedded, a decrease in concerns could be interpreted either positively or
negatively depending on the wider context.

Mr G Chapman highlighted the increasing influence of social media and
suggested that colleagues may be raising concerns through online platforms. He
queried whether such activity is monitored or captured.

Ms C Butterworth drew attention to the proportion of anonymous concerns (24%)
and recommended including benchmarking data over time, comparing this with
other trusts to determine whether the figure is typical. She also requested data
demonstrating proportionality by headcount within individual service areas.
Finally, she encouraged the inclusion of staff ‘voice’ to reflect their personal
experience of the FTSU process.

The Chair summarised the discussion thus far and pointed to significance of
further triangulation of data.

The Medical Director acknowledged all comments and would take them away to
the FTSU Guardians for consideration. He advised the FTSU Guardians may
have more interactions, however, as they redirect them to more appropriate
pathways, the number of FTSU concerns itself is reduced. This will be captured
in the future reports.

Dr A Chambers reflected on the discussion regarding the reduction in concerns
raised. She cited an example from another organisation where both a decrease
and a subsequent increase in concerns had been interpreted positively,
illustrating the inherent challenge in using volume alone as a measure of FTSU
effectiveness. She further noted that FTSU should not function as a catch-all
route for all issues and emphasised that many HR-related concerns are more
appropriately directed through established organisational processes.

Prof A Esmail reminded the Board of the core purpose of the FTSU process,
noting that it was established primarily to address concerns relating to patient
safety. He advised that the number of concerns raised should not be viewed as
the key indicator of effectiveness. Instead, he emphasised the importance of
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understanding staff confidence—both in knowing how and where to raise
concerns, and in trusting that the organisation will act on them appropriately.

The Chief Executive outlined the CQC'’s criteria for assessing effectiveness,
noting that inspectors will focus on whether staff understand how to raise a
concern and have confidence that it will be addressed. He also referred to the
earlier discussion on benchmarking and confirmed that the organisation places
less emphasis on fluctuations in the number of concerns raised, focusing instead
on the themes identified and the learning derived from them.

The Board:

¢ Noted the assurance received relating to the ongoing efficacy of speaking
up arrangements within the Trust.

e Continued its ongoing commitment to FTSU across the Trust to meet its
strategic aims of high quality and inclusive care, together with being a
great place to work.

Trust Management Committee 3A Report from the meetings held on 17t
December 2025 and 215t January 2026

The Chief Executive presented the Trust Management Committee (TMC) 3A
report from the meeting held on 17" December and advised there was one alert
and several advisements, approvals and assurance reports, as listed within the
report. The alert related the upcoming final submission deadline (12 February
2026) for the medium-term financial plan position.

Referring to the meeting held on 215t January 2026, the Chief Executive reported
four alerts and a number of advisements, approvals and assurance reports, as
listed within the report. The alerts were related to: MARS Scheme, Early Adopter
Programme — Future workforce Solution and 2025 NHS Staff Survey.

Ms C Butterworth enquired about the embargo for the Staff Survey results. The
Director of People advised the Trust received the initial high-level results from
the 2025 NHS Staff Survey but those were subject to embargo in respect of wider
publication until March. The received data would be used for internal planning
only until the embargo is lifted.

The Chair referred to the item NWAS Restorative Resilience Supervision training
from 21st January TMC with request for more information. Both the Chair and Ms
C Todd advised of positive experience it in other organisations where it was
found to be helpful with cultural aspects. The Director of People advised the
Trust received a proposal from AQUA to train a cohort of resilience supervision
trainers. TMC reviewed the offer and concluded the approach was positive and
potentially beneficial, however a more detailed proposal was required before a
formal approval could be considered. The item would return to TMC when the
proposal is firmed up.

The Board:

-10-
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¢ Noted the contents of the reports, the assurance provided and actions
identified.

Resources Committee 3A Report from the meeting held on 20" November
2025

Mr G Chapman presented the Resources Committee 3A Report from the
meeting held on 22" January, the first he chaired at NWAS. He noted that the
meeting had been well organised and that both the reports and the quality of
discussion were of a high standard.

The Board noted there were no alerts and the Committee received a number of
reports for approval and assurance, as listed in the 3A report. A number of items
would be discussed on today’s Board agenda and brought in for final approval
at the latter part of the Board.

The Board:
e Noted the contents of the report, the assurance provided and actions
identified.

Future Workforce Solution — Invitation to be an Early Adopter

The Director of People presented the report on the invitation for the Trust to
become an Early Adopter of the Future Workforce Solution, the planned
replacement for the Electronic Staff Record (ESR). She outlined that ESR has
been in use nationally since 2008 and that, following a procurement exercise by
NHSBSA, Infosys has been awarded the contract to deliver the new system.
From September 2026, Infosys will assume responsibility for the existing ESR
while developing and supporting implementation of its successor.

The Board noted that the new system will be centrally funded, cloud-based, and
designed around high levels of self-service, interoperability, and Al-enabled
functionality.

The Director of People reported that the Trust had been approached in
December to act as an Early Adopter, one of only two ambulance trusts invited.
She outlined the associated benefits and risks.

Benefits included opportunities for self-service transformation, streamlined HR
processes, improved staff and manager experience, and earlier realisation of
cash-releasing savings through the replacement of existing commercial
systems. Early Adopters would also receive enhanced technical and project
support, not available to later waves. Ambulance-sector involvement was
considered important to ensure the system meets sector-specific requirements.

Risks included the inherent risk associated with implementing a system that
underpins payroll. As the Trust currently outsources payroll, Early Adopter status
would likely require continuation with the current provider throughout
implementation and shortly thereafter.

-11-
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Accordingly, the recommendation was to commit only to the Foundation
Readiness phase, running to the end of June, to assess data quality, current
system usage, interoperability opportunities, and internal digital and HR
readiness. This phase would conclude with a Board-level decision point in June
on whether to proceed. If approved, implementation would be targeted for
completion by July 2027 under a rapid rollout model.

Mr G Chapman confirmed that the item had been discussed and endorsed by
the Resources Committee. He sought clarification on the extent of the Trust’s
involvement in the development of system functionality and raised concerns
regarding the risk of implementation delays and the potential impact on other
Trust programmes.

The Director of People advised that the Trust was expected to participate in
system testing, although further detail had not yet been provided. She noted that
any delay to the roll-out could affect other programmes; however, the contract
included strong incentives to support the provider in maintaining the agreed
timetable.

Ms C Todd sought assurance regarding the organisation’s digital capability to
support the roll-out. The Director of People advised that interoperability
requirements would be built into the contract.

Mr G Chapman noted that, as the system will be cloud-based, it will not rely on
local servers, but adequate network infrastructure will be required to support
increased data traffic.

The Chair observed the change of system would have a wide, transformational
organisational impact and the learning from such project needs to be captured
and harnessed for the future.

The Board:

e Approved the recommendation to commit to participate in the Foundation
Readiness phase of the early adopter programme for the Future
Workforce Solution.

Integrated Performance Report

The Director of Quality and Improvement presented the Integrated Performance
Report (IPR) with an overview of integrated performance to the month of
December 2025. She drew out the main points in terms of quality, effectiveness,
operational performance, finance and organisational health, as detailed in the
executive summary.

In terms of complaints, the Board noted an update from the Director of Corporate
Affairs who advised the Q&P Committee receives detailed quarterly reports.
There are internal organisational targets for closure of complaints, ahead of the
regulatory ones, which depend on complexity of the cases. The Trust receives
approximately 2.5 thousand complaints annually.

-12 -



The current numbers of incidents were being reported as consistent and stable.
Closure within SLA for Incidents with Risk Score 4-5 decreased, which was
attributable to senior manager’s unavailability during winter pressures.

Referring to patient safety incidents, the Director of Quality and Improvement
reported a broadly stable position with Care and Treatment being
the most common theme and the highest overall reported incident. Additionally,
Violence and Aggression also remained the most common theme for non-patient
incidents. Overall, there has been a reduction in number of events which was
being monitored. There were no new safety alerts affecting the organisation.

With regards to Patient Experience data, the Director of Strategy and Partnership
advised of a generally static position, with responses and comments in PES
higher in December as compared to November. Satisfaction levels remain
similar. The returns for PTS were also higher in December, with satisfaction
slightly lower when compared to December 2024. As for NHS 111 return levels
remained significantly improved over the last 8 months due to additional
opportunities to ask questions via NHS 111 service care text.

The Medical Director reported the Trust was performing above the sector
average for most Ambulance Care Quality Indicators (ACQI’s), however survival
at 30 days post discharge (Utstein) decreased to below to sector average at
18.6%. Analysis by clinical audit indicates no singular cause for this but a
deterioration in ROSC performance in C&L.

A discussion took place regarding the categories of calls, the segmentation as
well as top-down rigour and the arrangements of senior clinician oversight at
ICC, which had been increased over time.

The Director of Operations provided an oversight of the performance over the
year, highlighting incident growth and call volume reduction, which was due to
responding to calls quicker thus reducing duplicate calls.

He reported on the operational performance data in relation to Paramedic
Emergency Services (PES) Activity, PES Call Pick Up and 999 Ambulance
Response Performance.

The Board noted the H&T rate was 20.0% and displayed special cause
throughout the month, caused by an increase in telephone triage. The decrease
in S&T, also displaying special cause at 26.3%, was likely linked to the increase
in H&T as both outcomes originate from a similar patient cohort. Nationally, the
Trust ranked 4th for H&T, 9th for S&T and 8th for S&C.

In terms of Call pick-up, the Director of Operations reported the volume stabilised
towards the end of December however overall pick up was 114,076 in December
compared to 105,455 in November. Call handling performance has improved
with the average pick-up tome decreased.

Reporting on C1 mean response time, the Director of Operations advised of
stable position at 07m:09s unchanged from November. During the first two
weeks of December, response times were stable before improving consistently
over the remainder of the month.
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The Board noted categories C2, C3 and C4 have deteriorated, which was
correlated to extended handover times in the system. It was noted however that
despite the continued delays, the handover times were 6 minutes better than the
previous year at this time and December response to C2 mean was 5 minutes
better than last year. The C2 mean standard delivery was critical in terms of
UEC.

In terms of long waits, the Director of Operations advised the C1 long-waits
incidents increased in December 2025, however remained significantly lower
that December 2024. The long waits for C2 and C3 were also lower compared
to previous year. The Service Delivery Operational Performance Group
continues to monitor and scope opportunities for improvement.

Prof A. Esmail cautioned against the risk of normalising current ambulance
response performance and emphasised the need to avoid complacency.

The Director of Operations reported that the constitutional standard for Category
2 average response times, set at 18 minutes in 2018, has not been achieved by
any ambulance provider since the Covid-19 pandemic. He confirmed that
improvement work remains a priority.

He noted that the current national target set by UEC is under 30 minutes, with
NWAS working towards an internal aim of 28 minutes and 46 seconds.

The Chief Executive observed that public expectation remains that an
ambulance will attend every 999 call and that it will do so within the historic
18-minute standard. He noted that the operational reality is now different and
emphasised the importance of managing public expectations accordingly.

Mr G Chapman noted the significant disparity in ambulance stacking across
different hospital sites and asked whether the organisation had the ability to
convey patients to a hospital that, while not the nearest, may provide a quicker
handover.

The Director of Operations advised this was considered and based on evidence
and examples from the system, it was deemed there were more downsides to
this approach than benefits, due to complexity of the system and care pathways
for the patient.

The Medical Director advised it would never be completely excluded, and the
approach was taken occasionally and sparingly. There were some services
which were collocated now in hospital which may not be the nearest to a patient.

Prof A. Esmail noted that although NWAS has consistently remained one of the
highest-performing ambulance services, its performance appears static while
other trusts are showing improvement.

The Director of Operations reported that the levelling up of performance across
the sector was a positive development. He advised that NWAS performance is
influenced by several external system factors, including Emergency Department
handover times. He confirmed that the organisation continues to focus on
improving those areas within its direct control while maintaining its position
among the leading performers.
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Ms A. Cooper sought assurance regarding the level of confidence within the
Trust that all reasonable actions are being taken to minimise ambulance clear
times.

The Director of Operations advised that the Trust was a top performer in the
country for clear time and focus needs to remain on things that are within our
control.

The Chair referenced her recent visits to hospital sites, arranged by the Area
Directors. She advised that hearing first-hand accounts of current challenges
and the actions being taken to improve services had provided valuable insight.
She reiterated her intention, noted at previous Board meetings, to invite the Area
Directors to share their experiences with all Non-Executive Directors.

The Board received an update on 111 performance and noted that despite
increased demand and higher than usual staff sickness the number of answered
calls was higher than ever, which was partly attributed cross-skill ICC training
activity has led to calls answered within 60 seconds sustaining below average
performance during winter.

In reference to Patient Transport Services (PTS), the Board noted activity and
performance metrics were stable and operational and workforce improvement
plans were in place.

The Director of Finance took the Finance section as read. The Board noted the
year-to-date financial position to 31 December 2025 (Month 09 2025/26) was a
surplus of £3.562m, compared to a planned surplus of £0.592m. It was noted
the Resources Committee received in-depth reports on finance, productivity and
efficiency.

The Board noted the main headlines from the Workforce section, including stable
and strong position.

The Director of People highlighted information regarding sickness absence. She
provided sector context: ambulance services see higher sickness than other
NHS parts due to cultural and environmental factors (trauma exposure and
manual handling in uncontrolled environments leading to MSK issues).
Investment in an Attendance Improvement Team yielded year-on-year sickness
improvements and a comparative sector improvement, although this year was
more challenging.

The Director of People reported PTS and ICC have faced attendance
management challenges, partly due to leadership changes and uncertainty
around the PTS tender affecting workforce indicators. There was a significant
sickness spike in October/November driven by an earlier flu season and
compounded by handover delays leading to burnout. Consequently, there was
a risk of missing the annual target of a 0.65% sickness reduction; nevertheless,
an overall improvement vs the previous year was expected. The Attendance
Improvement Team were focusing on building confidence and capability of new
managers in PTS and ICC to manage sickness more effectively. Longer term,
the new strategy aims to shift managers into a preventative space
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BOD/2526/137

BOD/2526/138

Ms C Todd sought clarification on whether there was any correlation between
long-term sickness absence levels and uptake of the Trust’s wellbeing offer.
The Director of People reported that this area continues to receive focused
attention. She outlined ongoing work to strengthen the comprehensive wellbeing
offer, including the recent launch of the online Wellbeing Hub, which has
improved staff access and navigation across the various support strands. She
also highlighted the Occupational Health provision available to staff. The Director
confirmed that efforts remain underway to further enhance awareness, visibility,
and accessibility of the wellbeing offer across the Trust.

Ms C Butterworth referenced a discussion at the Resources Committee
regarding the current sickness absence position, acknowledging there had been
a small incremental change over time. The question of the debate was whether
the current performance was the expected baseline. The consensus was there
was still improvement possible especially through the organisational culture and
strengthening of grip and control. She stated that there remains further scope to
the contribution of the Attendance Improvement Team, acknowledging the
achievements thus far.

The Board:

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

Quality and Performance Committee 3A Report from the meeting held on
15" December 2025.

Prof A Esmail introduced the report, taken as read, which contained no alerts
and several advisements and assurances. He noted that the key issues
discussed at the Q&P Committee had been also included and discussed on
today’s Board agenda.

In relation to the earlier update on the Mental Health Act 2025, he referred to the
Mental Health Report outlining the three-year mental health plan and the ongoing
Training Needs Analysis presented to the Committee in December. He
emphasised the need for continued focus on this area and for further detail to be
developed in light of the updated national policy.

e The Board noted the contents of the report, the assurance provided and
actions identified.

Communications and Engagement Q3 2025/26 Report

The Director of Strategy and Partnerships took the Board through the key
headlines from the report, which were included in the Q3 Dashboard enclosed
at Appendix 1.

The Board noted updates Patient Engagement, including nine engagement
opportunities with various organisations, for example: Chinese Health
Information Centre (CHIC), Sahara in Preston, Manchester Migrant Support
group, University of Burnley (Jobs Fair) and Patoss Dyslexia charity.
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BOD/2526/139

BOD/2526/121

The Director of Strategy and Partnership further highlighted updates on PTS
Health Literacy Project and Patient Surveys.

The Director of Strategy and Partnership pointed to s2.3 of the report including
update on NW Ambulance Charity, with highlight of key activities, fundraising
and the benefits to NWAS staff and local communities.

The Board noted the comprehensive Dashboard at Appendix 1, with data and
details regarding Patient and Public Engagement, Patient and Public Panel,
Internal Communication, stakeholder engagement, press and public relations,
Freedom of Information requests, digital communications and North West
Ambulance Charity.

The Chair thanked the Director of Strategy and Partnership and his team for the
comprehensive report and the dashboard and noted the interesting and high-

quality social media content for the organisation.
The Board:
¢ Noted the content of the report and assurance provided.
Any Other Business Notified Prior to the meeting
None advised.
Risks identified

The Chair confirmed there was no additional risks identified for BAF.

Date and time of the next meeting —
25" March 2026 at 09:45 am in the Oak Room, Ladybridge Hall, Trust Headquarters, Bolton

Signed

Date
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BOARD OF DIRECTORS MEETING - ACTION TRACKING LOG

Status:

Complete & for removal

In progress
Overdue
Included in meeting agenda
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Update

The Board noted that the Director of People
would circulate the definitive list of
Mandatory Training modules to all
Non-Executive Directors.
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Mar-26

circulated to the Non-Executive Directors.

Item complete & for removal.
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The Board of Directors is asked to:

e Receive and note the contents of this report

The purpose of this report is to provide members with the headline
information on several areas for the period 22 January — 19 March.

Highlights

Organisational

Freedom of the Borough

| was honoured on behalf of the Trust to accept the Title of Honorary
Freeman of the Borough of St Helens in recognition of the outstanding
service provided by the Trust and the high esteem in which we are held
by both the Council and the local community for our dedication and
contribution to the local community.

Finance
Metrics post de-escalation from IAG process
The Trust remains within the threshold for all four metrics.

Income and Expenditure
The financial position to 28 February 2026 is a surplus of £5.657m,
against a planned surplus of £0.667m.

2026/27 Opening Financial Plans and Budgets

DELIVERING THE RIGHT CARE,
AT THE RIGHT TIME,

IN THE RIGHT PLACE;

EVERY TIME.
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Work on setting the opening financial plans and budgets in line with the
approved financial plans are complete and received today for Board
approval. Work continues to address the efficiency target shortfall of
£2.152m.

People & Culture

Pay Award

The government has accepted the Pay Review Body’s recommendation
for a 3.3% pay award to be applied to NHS staff on Agenda for Change
contracts. The Trust is fully prepared to implement this from 1 April
2026 and welcomes the timely decision, which enables smooth delivery
of the award.

Holocaust Remembrance

The Deputy Chief Executive attended a Holocaust Remembrance event
hosted by Manchester City Council. As an organisation, we continue to
reflect on how we raise awareness of antisemitism and other forms of

racism and strengthen our commitment to being actively anti-racist.

Operations

UEC Plan 25/26 update

Deployment of Double-Crewed Ambulance (DCA) hours continue to be
above the planned trajectory as set out in the 2025/26 UEC plan.

Medical Assessment Centre — Blackpool Teaching Hospital

The opening of the medical assessment centre is already delivering
strong results. Average handover times have fallen by 14 minutes, long
delays have reduced significantly, and attendances remain stable.
Learning from the early weeks is being captured, and the changes are
contributing to improved Cat 2 performance in both the Fylde sector
and the wider Cumbria & Lancashire area.

Strategy

2026/27 Annual Plan

The Annual Plan continues to progress through the governance process,
defining 19 strategic objectives and 81 deliverables aligned with the
emerging Trust Strategy. Achievability assessments have been
undertaken to ensure affordability and organisational readiness,
strengthening our multi-year planning framework.

Trust Strategy 2026-2031

The Strategy and the four supporting strategic plans are now in their
final stages of development, setting out long-term ambitions, delivery
priorities, and cross-cutting themes such as health inequalities and EDI.
Subject to approval, the focus will shift to launch, engagement, and
strengthened assurance through the Planning Group.

Quality

The last classroom teaching session for cohort 2 of the Improvement
Academy took place on 19 March. The session focused on adopting the
‘habits of an improver’ and involved a scale up of ideas.

DELIVERING THE RIGHT CARE,
AT THE RIGHT TIME,

IN THE RIGHT PLACE;

EVERY TIME.
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1. BACKGROUND

This report provides a summary of the key activities undertaken and the internal, national, regional
and system items to note since the last report to the Board of Directors on 28 January 2026.

2. INTERNAL UPDATES

Strategy and Partnerships

Annual Planning

Development of the 2026/27 Annual Plan has progressed throughout Q4 and is now moving through
the Trust’s governance process. The plan sets out the key delivery priorities for the year ahead and
aligns the first year of implementation with the emerging Trust Strategy and Strategic Plans. It brings
together 19 strategic objectives and 81 underpinning deliverables, providing a balanced programme
that combines ongoing work from the current plan with new priorities identified through strategy
development.

As the majority of deliverables are multi-year in nature, the plan supports the Trust’s shift toward a
more structured multi-year planning approach. A structured achievability assessment has been
completed to test each deliverable for affordability, capacity and organisational readiness. Following
approval, Planning Group will continue to provide quarterly assurance to TMC and the Resources
Committee on delivery progress.

Strategy Development

Development of the Trust Strategy 2026—2031 and the supporting Strategic Plans is now in its final
stages, following a comprehensive redevelopment programme undertaken over the past year. The
Strategy sets out the Trust’s long-term ambition and strategic direction, structured around four
strategic aims and underpinned by cross-cutting themes including health inequalities, equality,
diversity and inclusion, and continuous improvement.

To translate these aims into actionable delivery priorities, four aligned strategic plans have been
produced: the Quality Plan, People and Culture Plan, Clinical Response Plan, and Future Sustainability
Plan. Each plan outlines the strategic objectives and delivery roadmap that will guide activity over the
next five years and provides the framework for annual planning.

Subject to board approval, focus will shift to launching and embedding the Strategy and plans. This will
be supported by a dedicated communications and engagement programme and strengthened delivery
assurance arrangements through the Planning Group and associated governance routes.

Finance
Metrics post de-escalation from IAG process
The Trust remains within the threshold for all four metrics.

Income and Expenditure

The financial position to 28 February 2026 is a surplus of £5.657m, against a planned surplus of £0.667m.
The month 11 forecast (m11 +1) projects a surplus of £6.483m.

Agency costs in month 11 are nil, year to date costs remain at £0.003m.

Productivity and Efficiency

The 2025/26 target is to deliver £14.878m of recurrent savings, of which £13.634m have been achieved
to month 11 which is in line with the month 11 target. The forecast achievement against the plan is
£14.905m, which is an overachievement of £0.027m.

DELIVERING THE RIGHT CARE,
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IN THE RIGHT PLACE;

EVERY TIME.



The projected recurrent delivery remains at £14.362m, which is an under-delivery of £0.516m, which
has been carried forward into the 2026/27 financial plan.

2026/27 Opening Financial Plans and Budgets

Work on setting the opening financial plans and budgets in line with the approved financial plans are
complete and received today for Board approval. Work continues to address the efficiency target
shortfall of £2.152m.

People & Culture

Holocaust Remembrance

The Deputy Chief Executive attended a Holocaust Remembrance event hosted by Manchester City
Council, hearing directly from a survivor who experienced the impact of the regime on him and his
family through the war in Hungary. It was a salutary reminder of horrors of the genocide experienced
by the Jewish people in the second world war and the importance of speaking out and not remaining
silent when we witness poor behaviours around us.

As an organisation we have been reflecting on how we raise the profile of antisemitism and other
forms of racism and move towards being actively anti-racist in our approach to patient care and
leadership. The Trust published its anti-racism statement in October and drive forward initiatives to
bring this to life in the organisation. To strengthen this Board is asked to support the recommendation
from Trust Management Committee to adopt the recommended working definition of antisemitism
from the International Holocaust Remembrance Alliance. This will then further inform the work of the
anti-racism steering group.

Flu

As we come to the end of our Flu vaccination campaign for the winter of 2025/6 we were pleased to
receive a letter of congratulations from the NHS England Regional Director in relation to our Flu
performance. The Trust has vaccinated in excess of 45% of frontline staff and exceeded the national
target of 5% improvement. Vaccination offers an important protection for our staff, their families and
for the patients that we treat and is a critical part of our winter preparations. So, whilst we want to
continue to drive improvement in levels of uptake we are pleased to have made such good progress
this year and to have performed well in comparison with other trusts in the region who don't face the
challenges of our geographic spread and peripatetic workforce.

Pay Award
The government announced its acceptance of the Pay Review Body recommendation for a 3.3% pay

award to be applied to NHS staff on Agenda for Change contracts. The Trust has the appropriate
preparations in place to implement this as planned and is really pleased that this has been agreed in a
timely manner to enable full implementation from 1 April 2026.

Staff Networks

Our staff networks continue to provide fantastic support for staff and to bring appropriate challenge to
the organisation to help us to improve. The last couple of months has seen the celebration of LGBT+
History month and the launch of CPD resources 'LGBT+ Basics' developed by the network to support
staff to build confidence in navigating LGBT+ issues in healthcare. The Women's Network hosted an
extremely successful International Women's Day event in Southport attended by around 100

people. Attendees were treated to inspirational personal stories, updates on key pieces of work
supported by the network and provided a safe space to surface some of the challenges still faced by
women in our workforce. The Armed Forces network has hosted its five year anniversary conference
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in March and both the Disability and Race Equality Networks continue to do great work in support of
their members.

Operations

Cheshire & Merseyside

Plans to relocate the Paediatric Emergency Department from Ormskirk to Southport over the next
three years have now been approved. While the proposal has generated some public concern, the
change is expected to deliver significant clinical and operational benefits, particularly through the
planned expansion to a full 24/7 service.

Modelling undertaken by the Trust indicates minimal impact on Trust performance, reflecting the very
small number of paediatric cases currently conveyed to Ormskirk. The Cheshire & Merseyside ICB has

confirmed that funding for this programme will be drawn from the same UEC investment stream that

we intend to access for the St Helens rebuild.

Separately, the proposed transfer of Walton Neuro and Clatterbridge Liverpool services to UHLG has
been paused. This follows ongoing discussions relating to the configuration of maternity services at
Liverpool Women’s Hospital. The pause reflects both the operational complexity of the proposals and
the levels of public concern.

Cumbria & Lancashire
The opening of the Medical Assessment Centre (MAC) at Blackpool Teaching Hospital has delivered
early, positive operational outcomes. In the three weeks following go-live, we have observed:
e Improved average handover — 14 minutes faster than the same period last year (reduced from
38 minutes to 24 minutes)
e Reduced long delays — only one quarter as many handovers exceeded 45 minutes.
e Attendance remained stable — indicating improvements are linked to process rather than
demand variation.

Work is ongoing to identify and disseminate learning from this model. The improvement is
contributing positively to Cat 2 performance in the Fylde sector and supporting wider performance
gains across the Cumbria & Lancashire area.

UEC Plan 25/26 update

Despite the ongoing challenges associated with procurement of private ambulance service providers,
deployment of double-crewed ambulance hours continues to be above the planned trajectory as set
out in the 2025/26 UEC plan.

Quality
The last classroom teaching session for cohort 2 of the Improvement Academy took place on 19 March.
The session focused on adopting the ‘habits of an improver’ and involved a scale up of ideas.

A celebration and graduation event is due to take place on 24 April, which will mark the end of this
cohort.

3. UPDATES

3.1 National Update
NHS Leadership Event
On 27 January, | attended the NHS Leadership Event in London, which brought together ICB and Trust
Chief Executives and primary care providers to focus on national priorities, leadership capability and
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system-wide collaboration. The programme included sessions on organisational culture, improvement
leadership, and the role of senior leaders in supporting recovery and transformation across the NHS.
Attendance provided a valuable opportunity to engage with peers, share best practice, and strengthen
networks that will support ongoing leadership development and delivery of the trust’s strategic
objectives.

NHSE Corridor Care Definition Published

NHS England has issued new national requirements to virtually eliminate corridor care, introducing a
single definition - patients spending 45 minutes or more in clinically inappropriate areas - and
confirming that all trusts must begin submitting data against this from 6 March, with monthly national
publication from May 2026. The letter sets out a strengthened national programme including GIRFT-led
operational support, clearer expectations for incident reporting and board-level ownership of corridor
care as an organisational risk, and reinforcement of existing urgent and emergency care guidance. NHS
England has also convened the 30 most challenged trusts to co-produce local improvement actions,
emphasising the need for visible executive leadership, improved patient flow, and real-time capture of
patient and staff experience.

The NHS Alliance

NHS Confederation and NHS Providers have confirmed that their new merged membership
organisation will be called The NHS Alliance. The NHS Alliance will formally launch in April and will
represent and support healthcare organisations across England, Wales and Northern Ireland. Its
purpose is to provide a strong national voice for health leaders, strengthen collaboration across the
system, and enhance advocacy during a period of significant pressure and transformation for the NHS.

NHS Staff Survey 2025

The 2025 NHS Staff Survey, published on 12 March 2026, shows a mixed picture. Nationally, staff
report positive relationships with line managers and the lowest-ever levels of discrimination from
colleagues, but indicators around workload, burnout and wellbeing have worsened, with almost a third
of staff feeling burnt out.

For NWAS, this year saw our highest-ever participation (4,100 responses; 53%), giving us a strong
evidence base. Results are largely stable and positive, broadly aligned with Ambulance sector averages,
with several areas performing at or above sector level.

The Neighbourhood Health Framework

The Neighbourhood Health Framework, published on 18 March 2026, sets out a national shift toward
delivering more integrated, preventative care within local communities rather than relying on
hospital-based models. It aims to improve outcomes and reduce inequalities through stronger GP
access, more proactive community support and redesigned pathways that reduce avoidable
admissions. Integrated Neighbourhood Teams will coordinate care for high-need groups such as frailty,
end-of-life, long-term conditions and children and young people, supported by new contracting
models and the development of Neighbourhood Health Centres.

3.2 Sector Update
Ambulance Leadership Forum Conference
The 2026 Ambulance Leadership Forum (ALF) Conference took place in Windsor on 10-11 March, with
NWAS strongly represented throughout the programme. | contributed as part of the CEO panel for the
session ‘Ensuring sustainable services for our patients and our people’, where | spoke about sustaining
a positive and resilient culture within the ambulance service as a core enabler of safe and effective
care that supports our staff.
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On day one, Emily Gibbs, Knowledge Vault Manager, presented on behalf of Rebecca Lennox,
Emergency Medical Advisor, showcasing Rebecca’s research paper ‘The ModiBody sustainability
product — enhancing staff wellbeing and reducing environmental impact’. The presentation was well
received and demonstrated our continued focus on innovation, staff wellbeing and environmental
responsibility.

Area Directors lan Moses (CAM) and Matt Cooper (CAL) also contributed to the conference
programme, taking part in the session ‘Becoming Board Ready: the transition from operational to
executive leadership’. They outlined their leadership journeys and reflected on the skills, behaviours
and development required for progression into executive roles, highlighting the strength of our
internal leadership pipeline.

At the Awards Dinner, NWAS celebrated the success of Angela Jennings, Fleet and Equipment Support
Manager, who received the Exceptional Support Services Member of the Year award. Angela’s
leadership ensures frontline teams have the equipment and support required to deliver safe, effective
care. She consistently demonstrates professionalism, compassion and a commitment to continuous
improvement, exemplifying the critical contribution of support services to our operational
effectiveness and overall patient response.

London Ambulance Service — Chief Operating Officer interviews

| supported London Ambulance Service with the recruitment of their new Chief Operating Officer,
participating as a member of the interview panel on 20 February. This engagement formed part of our
ongoing commitment to sector-wide collaboration, sharing expertise and contributing to strengthened
leadership capacity across the wider ambulance community.

3.3 Regional Update
NHS England — year end priorities
| joined a call with fellow Chief Executives, Sir Jim Mackey, and NHS England Executive colleagues to
discuss year-end delivery priorities for March. The discussion focused on operational performance,
financial positions, and the coordinated actions required across the system to ensure successful
delivery of national priorities as we approach year end. This engagement supports ongoing alignment
across regions and reinforces the collaborative leadership approach needed to maintain stability and
performance during the final quarter.

Appointment of NHS England North West Regional Chair

Kathy Cowell has been appointed as the first NHS England North West Regional Chair, bringing
extensive NHS leadership and experience. Starting on 1 May 2026, she will provide independent
regional leadership, support ICB and provider Chairs, and help drive delivery of the 10-Year Health Plan
with a focus on improved outcomes and reduced inequalities.

3.4 System Update
Visit to Salford Royal Hospital — Major Trauma Centre
| visited the Major Trauma Centre at Salford Royal Hospital, hosted by Professor Martin Smith,
Consultant in Emergency Medicine. The visit included a tour of the new Major Trauma building and
provided an opportunity to observe first-hand the high-quality care delivered by the hospital team. It
also offered valuable insight into current operational pressures, patient flow and handover processes,
and enabled discussion on how we can further strengthen collaborative working between NWAS and
the Trust. This engagement supports our commitment to improving system interfaces, enhancing flow,
safety and the overall patient experience.
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Non-Emergency Patient Transport Service (NEPTS) Update
The NEPTS tender process closed to submissions on 13 March 2026, with the ICB scheduled to confirm
the outcome in May 2026.

3.5 Organisational
Segmentation and Ranking under NHS Oversight Framework
NWAS has retained its Segment 1 position under the NHS Oversight Framework for Quarter 3 of
2025/26, with no change from Q2. The Trust also continues to rank 1st out of 10 ambulance services
nationally. Updated Q3 data will be published in the Model Health System from 18 March 2026, with
the public portal update to follow shortly.

External Partners Round Table Events

On 9 February, NWAS hosted two external stakeholder roundtable events to support development of
the Trust Strategy 2026—2031. The sessions, led by Dr Susy Cook, CEO of AQuUA, brought together
system partners from across Lancashire and Cumbria in the morning, and from Greater Manchester,
Cheshire and Merseyside in the afternoon. Their purpose was to share the emerging strategic
framework, test key assumptions, and explore how partnership working with the ambulance service
should evolve over the next five years. These sessions were designed to enable open, constructive
discussion rather than formal consultation.

Feedback focused on the four strategic aims - outstanding care, inclusive culture, responsive
partnership-based models, and embedding improvement and sustainability. Participants highlighted
opportunities, risks, and alignment with system priorities, and identified areas where the Strategy
could be clearer or more ambitious. AQUA facilitated structured discussion across both sessions, and
the insights gathered are now being synthesised to inform final refinement of the Strategy and
supporting strategic plans.

This external engagement represents an important step in ensuring the Strategy is credible,
deliverable, and reflective of system needs ahead of submission to the Board of Directors. Further
engagement work with AQUA continues.

Ramadan and Eid

Throughout February and March, colleagues across NWAS observed Ramadan, a period of fasting and
reflection for our Muslim staff and the communities we serve. This year, NWAS hosted a well-attended
Iftar event on 7 March at the Royal Nawaab Pyramid in Stockport, bringing together staff to break the
fast. During the month, we provided supportive communication, wellbeing guidance and flexible
working considerations for those observing.

Cadet upskill day

| was invited to attend the NWAS Cadet Upskill Day on 24 February at the Bolton Whites Hotel. This
year’s cohort of level 3 health learners were undertaking observer placements with PTS and PES. The
cadet programme continues to grow year on year, with engagement from higher education providers
increasing from 8 to 19 since 2023. This year’s cohort comprises 43 learners, with strong progression
outcomes. Several have already been successful at interview for EMT and ACA roles.

| spoke about my own career pathway, highlighting the transferable skills gained in my early roles and
the importance of perseverance. The event provided a valuable opportunity to engage directly with
our future workforce and to observe and support the work the education team is doing to inspire,
develop and support those aspiring to join NWAS.
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One Tonne Challenge

In December 2025, | received a letter from 14-year-old Cheshire schoolboy Thomas Morgan, who
challenged NWAS to take part in his One Tonne Challenge - an initiative he created to inspire
organisations to reduce their carbon emissions or waste by one tonne through practical, measurable
action. | was very impressed by his passion and determination, and the Trust has accepted his
challenge. Colleagues from PMO, Improvement, and Sustainability teams are now working together to
design our approach, ensuring strong alignment with our Green Plan and wider environmental
priorities.

We plan to launch the NWAS One Tonne Challenge in June/July 2026, engaging staff across the
organisation and strengthening our partnership with Thomas. This initiative offers an excellent
opportunity for NWAS to demonstrate leadership in environmental responsibility, support young
people taking action on climate issues, and promote meaningful organisation-wide contributions to
sustainability.

National International Women’s Day

On Friday 6 March, | attended the morning session of the NWAS Women’s Network event held to mark
International Women'’s Day. This year’s theme, ‘Give to Gain’ focused on empowering each other
through generosity, collaboration and shared success and brought together over 90 colleagues from
across the organisation to celebrate women’s achievements, highlight areas where further progression
is needed, and strengthen our collective commitment to gender equity and inclusion. The morning
opened with a welcome from Rebecca Hargreaves - Women'’s Network Events Lead, followed by an
introduction from Dan Ainsworth — Network Executive Sponsor, setting the tone for a day focused on
empowerment, learning and allyship.

The session featured a range of impactful contributions about allyship, sexual safety and breaking
down barriers. An update was received from the Maternity Group and a personal reflection from
Caroline Duncan, HEMS Senior Paramedic Team Leader, on overcoming barriers and achieving success
within the ambulance sector. A workshop delivered by the MAMA’s Improvement Academy provided
valuable discussion on the new maternity toolkit and its application in practice. The agenda
showcased the breadth of issues affecting women across the organisation. Attendance at the event
offered an important opportunity to hear directly from staff, and reinforced our commitment to
creating a safe, inclusive and supporting working environment for all women across NWAS.

Freedom of the Borough

I was honoured on behalf of the Trust to accept the Title of Honorary Freeman of the Borough of St
Helens in recognition of the outstanding service provided by the Trust and the high esteem in which
we are held by both the Council and the local community for our dedication and contribution to the
local community.

| attended the celebration event and presentation on 14 March, alongside colleagues from the wider
Cheshire and Merseyside area. The event included a short parade, bringing together emergency
services, cadet forces and community organisations that were also receiving the honour.

Culture Event

| had the pleasure of attending and opening the Leadership Culture Event on 17 March, which brought
together leaders from across the Trust to reflect on “ambulance service culture” and the role of
leadership in shaping a safe, respectful and inclusive working environment. The event provided
protected time for colleagues to step back from day-to-day pressures and engage in meaningful
discussion about the cultural challenges facing the ambulance sector, informed by recent national
reviews and our own staff survey findings.
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The programme encouraged honest conversation about the realities of workplace culture and the
responsibilities we hold as leaders to challenge poor behaviour, model positive values and create the
conditions in which everyone feels safe, supported and able to thrive. We were joined by guest
speakers Carys Ward, Tim Roberts, and Guy Disney, who offered valuable insight and perspectives to
help shape our thinking and strengthen our commitment to improvement. | emphasised in my
opening remarks that this event marks an important step in reaffirming our shared expectations of
leadership, deepening our understanding of what needs to change, and building collective confidence
in our ability to drive a healthier and more inclusive culture across NWAS.

In our thoughts
It is with great sadness that | report the passing of Fiona Roberts (nee Clementson) on 4 February

following a short period of illness. Her funeral took place on 24 February, at St Peter’s Church, Darwen.
Our thoughts continue to be with her husband Paul and her family at this difficult time.

The service was attended by many friends and colleagues from across the organisation, reflecting the
deep respect and affection in which Fiona was held. | had the privilege of working alongside Fiona for
many years and was honoured to deliver her eulogy.

3.6 Stakeholder engagement
Engagement with key stakeholders continues and | held meetings with:
e Clare Duggan — NHS England — 23 February
e Local Government reorganisation in Lancashire — stakeholder briefing — 23 February
4, RISK CONSIDERATION
4.1 There are no risks directly emerging from the content of this report.
5. EQUALITY/ SUSTAINABILITY IMPACTS
5.1 There are no equality or sustainability implications associated with the contents of this report.
6. ACTION REQUIRED
6.1 The Board of Directors is asked to:
e Receive and note the contents of this report.
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SUBJECT Risk Appetite Statement (RAS) 2026/27

PRESENTED BY Angela Wetton, Director of Corporate Affairs
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All Strategies

BOARD ASSURANCE SRO1 SR0O2 SRO3 SR04 SRO5
BRAHEWORISIE A SRO7 SRO8 SR09 SR10
. . Compliance/ Quality Cyber
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ACTION REQUIRED

EXECUTIVE SUMMARY

PREVIOUSLY
CONSIDERED BY

Page 1 of 4

The Board of Directors is asked to:

o Approve the Risk Appetite Statement for 2026/27.

The Risk Appetite Statement (RAS) defines the level and types of risk
the Trust is willing to accept in delivering its strategic aims. The RAS
supports consistent, transparent, and evidence-based decision
making across all service lines and strengthens organisational
governance.

The 2026/27 RAS has been developed using the Good Governance
Institute (GGI) framework as a foundation, adapted to reflect the
Trust's organisational needs and sector context. The updated
appetite categories are more clearly defined and significantly more
granular than previous models, enabling richer discussions and
deeper understanding.

Development of the RAS for 2026/27 included engagement with
both Executive Directors and Non-Executive Directors - it can be
seenin Appendix 1.

Trust Management Committee (TMC)

Date Wednesday, 18 March 2026

Outcome Supported for Board approval
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1. BACKGROUND

The Risk Appetite Statement (RAS) defines the level and type of risk the Trust is willing
to accept in pursuit of its strategic aims. A clear and consistent appetite supports
effective governance, assists with informed decision-making, and alignment of risk
management practices across the Trust.

2. GOVERNANCE AND RESPONSIBILITIES

The Board of Directors retains overall accountability for setting, reviewing and
approving the Trust's risk appetite.

Trust Management Committee is where the RAS is reviewed, challenged, and supported
for Board approval.

3. ENGAGEMENT AND DEVELOPMENT

The 2026/27 RAS has been developed using the Good Governance Institute (GGI)
framework as a foundation, adapted to reflect the Trust's organisational needs and
sector context. The updated appetite categories are more clearly defined and
significantly more granular than previous models, enabling richer discussions and
deeper understanding.

The development included engagement with:
e Non-Executive Directors, to ensure appropriate oversight, balance and
assurance.
e Executive Directors, to ensure alignment with operational priorities, workforce
impacts, digital ambitions, and financial sustainability.

Feedback from both groups has informed the final version of the RAS. The proposed
RAS isincludedin Appendix 1.

4, KEY CHANGES FOR 2026/27

The 2026/27 RAS has been updated to:
e Reflect organisational priorities and the current operating environment.
e Provide refined definitions based on the Government Orange Book — Risk
Appetite Guidance Note, 2020.
¢ Maintain alignment with the Trust's strategic aims.

The RAS sets out appetite levels across key domains including, quality, people, finance,
regulatory, digital innovation, and reputation, using the agreed scale from averse to
eager/ seek.

a) Within the Quality category, the Trust adopts a cautious risk appetite, meaning
that whilst our preference is for risk avoidance, we may accept decisions
carrying a low degree of residual risk where there is potential for improved
quality outcomes and appropriate controls in place.
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Hear & Treat (H&T) and See & Treat (S&T), and Category 2 segmentation -
whilst prioritising the sickest patients, these responses do carry a higher
residual clinical risk.

b) In the People category, the Trust has an open risk appetite meaning that we
accept some workforce risk is inherent in both delivery of our service and
implementing internal changes, but we are willing to introduce new ways of
working and undertake change where clear benefits can be realised.

The Service Delivery Model Review (SDMR), which has now been completed and

although this programme brought short-term uncertainty for staff, it offered
opportunities such as clearer career development routes and enhances clinical
and pastoral support for frontline colleagues.

c) IntheFinance category, the Trust has an openrisk appetite which means we are
prepared to accept some financial risk where appropriate controls are in place
and decisions reflect a holistic view of Value for Money (VfM), with cost not
being the sole determining factor. This approach recognises that some
investment decisions, with manageable risk, can deliver greater VfM over time.

Financial cost is not the only consideration when awarding contracts.
d) Inthe Regulatory category, the Trust has an open risk appetite which means we

are prepared to accept some regulatory risk where the benefits outweigh any
potential adverse consequences.

This may seem counter-intuitive, however, we accept some residual risk in the
quality category (cautious), we accept inherent risk to staff in the people
category (open), and we are also willing to accept some financial risk (open),
ergo we must be open to accepting some regulatory risk — CQC is not the only
regulator of healthcare organisations.

e) In the Digital Innovation category, the Trust has an eager/ seek risk appetite
meaning we actively look for ambitious digital opportunities that could
significantly improve patient care, staff experience, or operational efficiency.
We are willing to accept a higher degree of digital and technological risk,
provided these risks are clearly understood, well-controlled, and managed
through strong governance and project processes.

We know that greater reliance on digital systems increased the cyber risk with
business interruption and impact on critical emergency infrastructure, but we
are scoping projects to create unified systems supporting clinical and
operational services and opportunities created through the use of Al.

f) Inthe Reputation category, the Trust has an open risk appetite meaning we are
prepared to accept some reputational risk, where improved outcomes for
stakeholders are achievable. We recognise that some decisions, especially
those that drive long term change, may attract external scrutiny, but we are
willing to manage that scrutiny where the benefits are clear.

5. RISK CONSIDERATION
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The Risk Appetite Statement is a framework for the Board of Directors, senior leaders,
managers, and staff on how risk should be assessed, discussed, and managed across
the organisation. Overall, the Risk Appetite Statement acts as a practical guide to help
the Trust balance opportunity and safety, ensuring that risks are taken transparently
and for the right reasons.

The Risk Appetite Statement supports the approach to risk management within the
Trust.

6. EQUALITY/ SUSTAINABILITY IMPACTS

The Risk Appetite Statement provides a framework that supports equality, inclusion,
and long-term sustainability, but does not itself generate any specificimpacts requiring
formal assessment.

However, by setting clear expectations for how the Trust considers and manages risk,
the RAS indirectly supports:

e Equality, by promoting consistent, transparent and evidence-based decision
making across all services, ensuring that risks to staff and patients are managed
fairly and without discrimination. Clear appetite levels within domains such as
quality and people help ensure decisions considers impacts on different staff
groups and communities.

e Sustainability, by encouraging well-balanced decision making that considers
long-term value, resource stewardship, and the responsible use of public funds.
Appetite levels relating to finance, digital innovation and regulation reinforces
sustainable organisational practice by ensuring risks are assessed and
managed.

7. ACTION REQUIRED

The Board of Directors is asked to:
e Approve the Risk Appetite Statement for 2026/27.
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North West

Ambulance Service
NHS Trust

RISKAPPETITE STATEMENT (RAS) 2026/27

The Risk Appetite Statement sets out the level and type of risk North West Ambulance Service (NWAS) NHS
Trust is willing to accept in pursuit of its strategic aims. The long-term sustainability of the Trust depends
on delivering these aims, working effectively with partners, and maintaining the confidence of our patients,
communities, staff and stakeholders.

This statement provides clear guidance to the Board of Directors, senior leaders, and staff on how risk
should be assessed, reviewed and managed. It supports good governance, transparency, and consistent,
risk-based decision making.

The Trust has adapted definition for risk appetite and risk tolerance from the ‘Orange Book — Risk Appetite
guidance note’, Government Finance Function (October 2020), which are stated below:
¢ Riskappetite: the level of risk with which the Trust aims to operate
¢ Risktolerance: the level of risk with which the Trust is willing to operate. It is worth noting that
these terms should not be used interchangeably.

The Trust's risk appetite ranges from averse (no appetite for risk) to eager (seeking opportunities with
higher inherent risk where benefits justify the exposure). Due to the nature of the Trust and its
responsibilities, a one-dimensional or heavily quantitative approach to risk appetite would not deliver the
right outcomes. To promote consistency and enable staff to take well-judged risks that improve delivery
when opportunities arise, whilst also recognising when a more cautious approach is needed to mitigate
threats, eachrisk owner should identify the risk appetite category that best aligns with their risk.

All risks should be analysed with risk appetite in mind. Where target scores remain outside the agreed
appetite level, additional mitigations must be proposed, or a decision taken by the Trust Management
Committee (TMC) to tolerate a position of operating outside of appetite. In such cases, risks must be
escalated to the TMC via inclusion and appropriate escalation through the Corporate Risk Register (CRR).

Each domainincludes a graduated set of statements aligned to the following appetite levels:
e Averse: no appetite for risk and seeks to avoid all form of exposure
e Minimal: strong preference for very safe options carrying alow level of residual risk
e Cautious: safe option with alow level of residual risk and limited reward
e Open: consider abroadrange of delivery options, accepting a balance level of risk
e Eager/ Seek: willingto pursue approaches, accepting a greater degree of residual risk.

Review

The Risk Appetite Statement will be reviewed at least annually, or earlier if required due to significant
organisational or strategic changes.

Headquarters: Ladybridge Hall, 399 Chorley New Road, Bolton BL1 5DD Delivering the right care,
Chair: Julia Mulligan attheright time,
Chief Executive: Salman Desai kam in the right place;
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AVERSE

NWAS has no appetite forrisk and seeks to
avoid all forms of exposure

CAUTIOUS

NWAS prefers safe options with alowlevel
of residual risk and limited reward.
Managed and well-understood risks may
be accepted where necessary to achieve
objectives.

OPEN

NWAS is willing to consider a broad range
of delivery options, accepting a balanced
level of risk in pursuit of opportunities that
deliver acceptable benefit.

Score 1-3 4-5 6-10 12-15 215
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Digital . ) consider innovation where there is strong | . . - g
. elevate exposure to cyber fraud, data | will only adopt solutions that are . L improved outcomes for patients or staff, | within a controlled project management
Innovation .. . . . evidence of successful application .. , . . . . . .
breaches, or related digital risks. established and widely proven to be clsewhere recognising that innovation may create | environment. Risks will be identified early
effective. ' short-term disruption. and managed appropriately and in line
with defined risk appetite.
We are willing to make decisions that
We have no appetite for decisions that | Our appetite is limited to risks where | We may accept limited reputational risk | We are prepared to accept some | invite external scrutiny and will actively
Reputation could increase external scrutiny or public | there is no possibility of significant | where effective controls are in place to | reputational risk where improved | promote innovation and new ideas where
attention. reputational consequences. mitigate potential adverse impacts. outcomes for stakeholders are | potential benefits  outweigh  the
achievable. associated reputational risks.
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DATE Wednesday, 25 March 2026

SUBJECT NWAS Strategic Risks 2026/27

PRESENTED BY Angela Wetton, Director of Corporate Affairs

PURPOSE Decision

LINKTO STRATEGY

All Strategies

BOARD ASSURANCE

SRO1

X
X

SR02 SR0O3 SR04 SRO5

FRAMEWORK (BAF)

SRO6

X
X

SRO7 SRO8 SR09 SR10

Compliance/ Quality Cyber
- -
FS{::SiAppeilte Regulatory X Outcomes X Security > People | [
atemen " -
(Decision Papers Only) Financial/ Value Reputation Innovation
for Money

ACTION REQUIRED

EXECUTIVE SUMMARY

PREVIOUSLY
CONSIDERED BY

Page 1 of 4

The Board of Directors is asked to:

e Approve the strategic risks for 2026/27.

The Board Assurance Framework (BAF) sets out the key strategic
risks that could affect delivery of the Trust's strategic aims and
provides the primary mechanism through which the Board gains
assurances on the effectiveness of controls and mitigations. For
2026/27, the strategic risks have been refreshed to align with the
new strategic aims.

Engagement with both Executive Directors and Non-Executive
Directors has informed the development of the proposed strategic
risks, presented in Appendix 1.

Alongside providing retrospective assurance, the refreshed BAF will
adopt a forward looking, strategic foresight approach, ensuring risks
are viewed not only in terms of current exposure but also in relation
to longer-term organisational resilience.

Trust Management Committee (TMC)

Date Wednesday, 18 March 2026

Outcome Recommended for approval
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1. BACKGROUND

The Board Assurance Framework (BAF) in the NHS is a structured tool used by boards
to monitor and manage strategic risks that threaten the achievement of corporate
aims/objectives. It provides evidence-based confidence (assurance) that robust
controls are in place to manage these risks, linking strategic goals directly to risk
mitigation, controls, and assurances.

Key aspects of the BAF include:

e StrategicFocus: It centres on high-levelrisks rather than daily operational risks,
which are handled through risk registers.

e Components: The BAF maps out strategic objectives, the risks to those
objectives, the controls in place, and the sources of assurance that the controls
are working.

e Risk Management: It identifies gaps in control or assurance, triggering action
plans to close those gaps.

e Governance Tool: It is essential for ensuring good governance, helping the
Board meet its legal, regulatory, and safety obligations.

The BAF forms the overall approach to risk management within the Trust
2. BOARD RESPONSIBILITIES

The BAF is a live document, owned by the Board with oversight held by its assurance
committees. It is the mechanism through which the Board gains assurance that
strategic risks are being managed, that controls are effective, and that residual risk is
understood and appropriately acted upon.

3. ENGAGEMENT AND DEVELOPMENT

There have been several engagement sessions with Executive Directors and Non-
Executive Directors, both individually and as collective groups, throughout the
development of these proposed BAF risks which can be seen in full in Appendix 1.

4, EQUALITY/ SUSTAINABILITY IMPACTS

Equality Impacts:
e The paper supports the Trust's commitment to embedding equality, diversity
and inclusion within strategic risk oversight.
e There are no adverse equality impacts.
e Strengthening assurance around risks related to inclusive care and workforce
culture should have a positive impact access and experience for both patients
and our workforce.

Sustainability Impacts:
e Approval of the proposed BAF risks maintains appropriate Board-level
oversight on environmental sustainability and the Trust's Net Zero obligations.
e There are no negative sustainability impacts.
¢ Inclusion of environmental sustainability as a strategic risk ensures continued
alignment to long-term resilience and NHS sustainability priorities.
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5. ACTION REQUIRED

The Board of Directors is asked to:

e Approve the strategic risks for 2026/27.
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Deliver outstanding, inclusive care for
everyone we serve

NWAS Strategic Aims

Provide a responsive care model
through partnerships

Embed continuous improvement and
innovation for a sustainable future

NWAS Strategic Risks

SRO1: There is a risk that if we do not
consistently provide inclusive care or
effectively address health inequalities,
it could result in avoidable harm and
poorer outcomes or experiences for
our patients.

Director of Quality & Improvement

SRO2: There is a risk that if we do not
develop an inclusive culture this may
limit our ability to attract, retain, and
maintain a diverse, thriving workforce
and increase negative staff
experiences impacting on patient care.

Director of People/ Deputy CEO

SRO3: There is a risk that system-wide
Urgent & Emergency Care pressures
across the region may limit our ability
to improve national UEC performance
standards, which could impact our
financial and workforce plans and the
quality of patient care.

Director of Operations

SRO5: There is a risk that the Trust is
unable to deliver long-term financial
sustainability, this may lead to
increased regulatory scrutiny, which
will impact on our ability to deliver our
long-term plans and strategy.

Director of Finance

SRO4: There is a risk that if we do not
engage effectively with strategic
regional partners, we will miss
opportunities to influence UEC
reconfiguration and improvement,
which could affect the delivery of our
medium- & long-term plans.

Director of Strategy & Partnerships

SRO6: There is a risk that if we do not
embed a Trust-wide continuous
improvement culture, it willimpact our
ability to harness innovation, learning,
and deliver effective sustainable
service transformation.

Director of Quality & Improvement

SRO7: There is a risk that if we do not
fully address environmental
sustainability within our strategic
priorities, we will reduce our positive
impact on local communities and limit
our contribution to NHS Net Zero
targets.

Director of Finance

SRO08: There is a risk of a cyber incident
that could impair operational
continuity, compromise sensitive
information, and adversely affect our
ability to deliver safe and effective
services.

Director of Finance
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REPORT TO THE BOARD OF DIRECTORS

DATE Wednesday, 25 March 2026

Non-Executive Terms of Office; Committee Membership 2026/27 and
Non-Executive Champion roles

PRESENTED BY Angela Wetton, Director of Corporate Affairs

SUBJECT

PURPOSE Assurance

HIN QORI NI @l All Strategies

FRAMEWORK (BAF) B SRO7 SRO8 SR09 SR10
) . Compliance/ Quality Cyber
FS(LSiAppetlte Regulatory s Outcomes s Security - People | [
atemen y .
o Financial/ Value . .
(Decision Papers Only) for Money U | Reputation U Innovation U
ACTION REQUIRED The Board of Directors is asked to note:

e Thatit remains compliant with Establishment Order 2006 No
1662 and Membership and Procedure Regulations 1990 (as
amended) and the NHS Code of Governance in respect to
Non-Executive Directors Terms of Office.

e The Non-Executive Directors Committee membership for

2026/27.
e The Non-Executive Director Champion Roles
EXECUTIVE SUMMARY This report confirms Non-Executive Directors Terms of Office (s2)

and provides assurance to the Board of Directors that:

1. The Board can declare compliance with the NHS Code of
Governance provision 4.3 with respect to Non-Executive
Directors Terms of Office.

2. The Board remains compliant with Establishment Order
2006 No 1662 and Membership and Procedure Regulations
1990 (as amended)

The Non-Executive Director Committee membership for 2026/27
can be seenin s3.

The approach to non-executive director champion roles can be seen
ins4.

PREVIOUSLY Not Applicable

CONSIDERED BY Date Not Applicable

Outcome Not Applicable
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1. BACKGROUND

The purpose of this report is to raise Board awareness of Non-Executive Directors Terms of Office
and to provide assurance to the Board of Directors that:

1. The Board can declare compliance with the NHS Code of Governance provision 4.3
with respect to Non-Executive Directors Terms of Office.
2. The Board remains compliant with Establishment Order 2006 No 1662 and

Membership and Procedure Regulations 1990 (as amended)

This paper also confirms the Non-Executive Director Committee membership for 26/27.
2. TERMS OF OFFICE

In an NHS Trust, Non-Executive Directors are appointed by NHSE on behalf of the Secretary of
State for Health & Social Care for an initial term of office of 2-3 years and at the end of that period,
consideration is given to extending their term of office with reappointment for a further 2-3 years.

The NHS Code of Governance provision 4.3 states that Chairs or Non-Executive Directors, to
ensure independence, should not serve more than 6 years, however, in exceptional circumstances
and following a prescribed process and receipt of approval from NHSE, the term may be extended
for up to 12 months.

Terms of Office from 1st April 2026 are shown below:

Non-Executive Directors

Name Term of Office
Julia Mulligan (Chair) 01/07/25-30/06/28
Catherine Butterworth (Senior Independent Final Term 01/04/26-31/03/28
Director) 01/04/24-31/03/26

01/04/22-31/03/24
Graeme Chapman 01/01/26-31/12/28
Anne Cooper (Vice Chair) 12/01/26-11/01/29
Nic Gower 12/01/26-11/01/29
Clare Todd 01/04/26-31/03/29

3. COMMITTEE MEMBERSHIP

The Chair has undertaken the annual review of Committee membership, the Non-Executive
Director membership for 2026/27 is as follows:

Committee Membership

Audit Committee Nic Gower (Chair)
Catherine Butterworth
Graeme Chapman
Clare Todd

DELIVERING THE RIGHT CARE,
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Nominations & Remuneration Committee Chair and all Non-Executive Directors

Quality and Performance Committee Clare Todd (Chair)
Anne Cooper
Graeme Chapman

Resources Committee Graeme Chapman (Chair)
Catherine Butterworth
Anne Cooper

Nic Gower

Charitable Funds Committee Nic Gower (Chair)
Catherine Butterworth
Clare Todd

4, ENHANCING BOARD OVERSIGHT: NON-EXECUTIVE DIRECTOR ROLES

Following guidance issued by NHSE in December 2021 regarding a move away from several
champion roles, transitioning oversight into the Board Assurance Committees. The roles that
must continue to be retained, with the exception of the EPRR champion, can be seen below along
with the named Non-Executive:

Role Type of Legal Basis Named Non-
Role Executive
Maternity board safety champion Assurance | Recommended | TBC
Wellbeing Guardian Assurance | Recommended | Catherine
Butterworth
FTSU NED Champion Functional | Recommended | Clare Todd
Security management NED champion | Assurance | Statutory Catherine
Butterworth
EPRR NED champion Assurance | n/a Graeme Chapman

5. LEGAL CONSIDERATION

In accordance with the Establishment Order 2006 No 1662 and Membership and Procedure
Regulations 1990 (as amended), the Trust is required to have five voting Non-Executive Directors
plus a voting Non-Executive Chair.

6. ACTIONREQUIRED
The Board of Directors is asked to note:

e That it remains compliant with Establishment Order 2006 No 1662 and Membership and
Procedure Regulations 1990 (as amended), and the NHS Code of Governance inrespect to
Non-Executive Directors Terms of Office.

e The Non-Executive Directors Committee membership for 2026/27.

e The Non-Executive Director Champion Roles.

DELIVERING THE RIGHT CARE,
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DATE Wednesday, 25 March 2026
SUBJECT Board Development Programme 2026/27
PRESENTED BY Angela Wetton, Director of Corporate Affairs

PURPOSE For Noting

HINQEoRFN7YNAc) Al All Strategies
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for Money
ACTION REQUIRED The Board of Directors is asked to:

¢ Note the Board Development Programme for 2026/27

EXECUTIVE SUMMARY Section 2 of the report details the sessions prioritised and agreed by
the Chairand CEO for 2026-27. There is space within the programme
for emerging matters to be included and the programme will be
reviewed by the Chair and CEO on a regular basis to ensure it
continues to meet the Board's needs for the coming year.

To complement this programme, and in consideration of the early
stage of this Board in its current composition, there are also three
additional sessions held in diaries across the year for a separate
focused piece of work across two main themes: 1) team
effectiveness and 2) board effectiveness.

PREVIOUSLY N/A
CONSIDERED BY Date N/A

Outcome N/A
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BACKGROUND

All NHS Trusts are expected to have a programme of board development — this is the
widely used, accepted terminology of sessions designed to support the Board, by
providing a programme of development and learning throughout the year. Thislistis not
exhaustive but is a compilation of topics prioritised and agreed with both the Chair and
the CEO, which is subject to continuous review throughout the year to ensure that it
remains fit for purpose. There is space within the programme for additional items that
may emerge throughout the year and | have linked the sessions to the four key strategic
aims - Deliver outstanding, inclusive care for everyone we serve; Build a safe,
supportive and inclusive culture together; Provide a responsive care model through
partnerships and Embed continuous improvement and innovation for a sustainable
future, and there is also a link to the strategic risks for 26-27 where appropriate.

BOARD DEVELOPMENT PROGRAMME 2026-27

DATE SESSION LINKTO STRATEGIC
STRATEGICAIM RISK 26-27

Engagement session with All aims with SRO1

cQcC particular
consideration of -

20th April 'Delive'r outstanding,
inclusive care for
(pm only)
everyone we serve

Staff Survey Build a safe, SR0O2
supportive and
inclusive culture
together

Partnerships Across the Provide a SR04

Region responsive care
model through
partnerships

24th June NHS Impact - Improvement Embed continuous SR0O6
improvement and
innovation for a
sustainable future

Advanced Foundation Trust Allaims n/a

Status

Al - education around the word | Embed continuous SR0O8

Al, also a wider understanding | improvement and

required on how the roles of | innovation fora

NED and Executives will | sustainable future

change with the

28th implementation and use of Al
October tools (half-day)

EPRR Deliver outstanding, | SRO1
inclusive care for SR0O3
everyonewe serve | SRO8
Provide a
responsive care
model through
partnerships
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9th Keep Free for Emerging
December Matters
Strategy Yr1 Review All aims All
24th Draft Risk Appetite Statement | All aims All
February 27 & BAF 27/28
Build a safe, SR0O2
Staff Survey - Emerging supportive and
Themes inclusive culture
together

There are also three additional sessions held in diaries across the year for a separate
focused piece of work across two main themes: 1) team effectiveness and 2) board
effectiveness.

3. ACTION REQUIRED

The Board of Directors is asked to note the Board Development Programme for 2026-
27.

DELIVERING THE RIGHT CARE,
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ESCALATION AND ASSURANCE REPORT

Report from the Audit Committee

Date of meeting | Tuesday, 17 February 2026

Mr N Gower, Chair Quorate | Yes
Members present | Prof A Esmail, Non-Executive Director
Mrs C Butterworth, Non-Executive Director

Key escalation and discussion points from the meeting

ALERT:

ADVISE:

e External auditors reported the National Audit Office had confirmed the closure of the 24/25
DHSC audit and reported on progress inrelation to the 25/26 audit.
e Losses and Compensation for Q3 2025/26 totalled £199k.

ASSURE:
e Internal Audit reported three reviews were completed during Q3 2025/26.
- Compliance with Lease Car Policy — Substantial Assurance

- Recruitment and Retention — Substantial Assurance
- Risk Management Core Controls —High Assurance

e The Committee received the latest position from Internal Audit in relation to the Follow-Up to
recommendations from reviews undertaken.

e The Anti-Fraud Progress report detailed activities undertaken against the agreed anti-fraud
work plan and noted the recommendations from the NHSCFA procurement exercise.

e The approved Q3 Position of the Board Assurance Framework 2025/26 was received.
Committee members considered the report within the context of their role as Audit
Committee.

e The Committee received the outcome of a benchmarking exercise against the Good
Governance Institute: Board Assurance Prompt.

e The Committee noted two waivers were approved during Q3 2025/26.

e 3Areports from the following Committee meetings were presented for assurance:

o Quality and Performance Committee — 27" October 2025
o Resources Committee — 18" September 2025

RISKS

Risks discussed:
e None identified.

New risks identified:
e None identified.
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ESCALATION AND ASSURANCE REPORT

Report from the Charitable Funds Committee

Date of meeting | Wednesday, 18 February 2026

Mr N Gower, Non-Executive Director (Chair) Quorate | Yes
Mrs C Butterworth, Non-Executive Director

Mrs C Todd, Associate Non-Executive Director Mrs L
Ward, Director of People

Mrs A Wetton, Director of Corporate Affairs

Mrs C Wood, Director of Finance

Members present

Key escalation and discussion points from the meeting

ALERT:

ADVISE:

e A summary of the operational, strategic and charitable activity undertaken during Q3
2025/26 was noted, together with the use of restricted and unrestricted funds and updates
in relation to the NHS Charities Together grants. The requirement for additional resource
within the Charity team was highlighted. The Committee will review the proposal at the
next meeting.

ASSURE:

e The Q3 financial position of the NWAS Charity was overall funds of £745k: general funds
£412k and restricted funds £333k.

e The NWAS Charity risk register was presented following quarterly review.
e A summary of the fundraising activities undertaken during Q3 2025/26 was provided.

RISKS

Risks discussed:

¢ Noneidentified.
New risks identified:

¢ Noneidentified.

DELIVERING THE RIGHT CARE,
AT THE RIGHT TIME,
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Ambulance Service
NHS Trust

ESCALATION AND ASSURANCE REPORT

Report from the Trust Management Committee

Date of

. Wednesday, 18 February 2026
meeting

Mr S Desai, Chief Executive (Chair) Quorate | Yes
Mrs L Ward, Director of People

Mrs C Wood, Director of Finance

Mrs A Wetton, Director of Corporate Affairs
Mr M Cooper, Area Director — Cumbria and
Lancashire

Mr | Moses, Area Director — Cheshire and
Merseyside

Ms S Rose, Director of Integrated Contact
Centres

Mr M Jackson, Chief Consultant Paramedic

Members Dr C Grant, Medical Director

present

In attendance

Mrs M McLeavy, Deputy Director of Patient
Safety and Compliance

Mr | Stringer, Assistant Director of Compliance
(part — ms teams)

Mrs S Latham, Head of Strategy, Partnerships
and Transformation (part)

Mrs J Turk, Executive Business Support
Manager

Key escalation and discussion points from the meeting

ALERT:

¢ A national audit of job evaluation was anticipated, with a requirement for regular
reporting to Board Committee.

e The TMC were assured that the Trust is responding positively to the
expectations set out by NHSE in relation to action on antisemitism and endorsed

the adoition of the IHRA definition of antisemitism as reiuested bi NHSE.

The TMC:

e Approved the spend on operational activity planned to deliver against the UEC
growth funding trajectories, noting further work was required before deciding how
the remaining UEC funding should be allocated.

e Approved the new policy on Artificial Intelligence (Al).

DELIVERING THE RIGHT CARE,
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e Agreed in principle the definition of ‘night worker’ for NWAS as per s2.3.
e Approved in principle the recommended option 3 to offer pre-employment and
annual night worker questionnaires to all PES ‘night workers’.

e The TMC received and discussed the following reports for assurance:

o Finance report month 10.

o Update on the 2025/26 and Medium-Term Planning (MTP) productivity
and efficiency.

o Policy Management Framework — noting 3 overdue policies; NW Divert
and Deflection, PTS Relief Staff and Individual and Collective Grievance,
noting the latter had been extended to March 2026.

o 2025/26 End of Year Statutory Reporting Timelines.

o Integrated Performance Report — call pick up performance discussed
amongst other areas.

o Job Evaluation Oversight.

o Trust Strategy Update.

o Annual Plan 2026-27 — draft priorities.

e Received the following Escalation & Assurance reports:
o EPRR Group — 19 January
o Health, Safety & Security Group — 20 January
o Clinical and Quality Group — 20 January
o Diversity and Inclusion Group — 23 January

RISKS

Risks discussed:
e Reviewed the 10 corporate risks on the corporate risk register (CRR).
e One longstanding risk ID318, had decreased in score and was supported for
closure.
e The 8 commercially sensitive risks were reviewed and agreed.
e Agreed to action a full risk review of the 6 longstanding risks.

New risks identified:
e A general job evaluation risk would be articulated.

DELIVERING THE RIGHT CARE,
AT THE RIGHT TIME,

IN THE RIGHT PLACE;

EVERY TIME.
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Ambulance Service
NHS Trust

ESCALATION AND ASSURANCE REPORT

Report from the Trust Management Committee

Date of meeting | Wednesday, 18 March 2026

Mr S Desai, Chief Executive (Chair) Quorate Yes

Mrs L Ward, Director of People

Mrs A Wetton, Director of Corporate Affairs

Dr C Grant, Medical Director

Mr D Ainsworth, Director of Operations

Dr E Strachan-Hall, Director of Quality & Improvement

Mr M Cooper, Area Director — Cumbria and Lancashire

Mr | Moses, Area Director — Cheshire and Merseyside

M Ms S Wimbury, Area Director — Greater Manchester
embers Mrs S Rose, Director of Integrated Contact Centres
present | mrs J Wharton, Chief Information Officer

Mr M Jackson, Chief Consultant Paramedic

Mr J Collins, Chief Clinical Information Officer (via ms

teams - part only item 2526/332)

In attendance
Mrs M Brooks, Deputy Director of Finance
Mrs J Turk, Executive Business Support Manager

Key escalation and discussion points from the meeting

ALERT:

e Staff Survey —the 2025 survey represents the strongest level of participation ever
achieved with 4,100 responses, a 53% response rate. A largely stable and positive
overall position has been seen in the results, with significant change in two People
Promise themes —always learning and flexible working. Local People Plans will be
developed, and SMART group will coordinate a Trust-wide action plan to ensure
alignment between local insights and organisational priorities.

¢ Friends and Family Test (FFT) — Work to align themes from FFT with incidents and
complaints would be taken forward to strengthen how feedback informs quality
improvements. Movinginto 2026/27, there is a need to clearly articulate how
patient feedback, including FFT comments and complaint themes will be narrated
and used to driver the high-level deliverables set out in the quality plan.

The TMC:
e Recommended the opening of 2026/27 budgets to Board for approval.

DELIVERING THE RIGHT CARE,
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e Noted the Medium-Term Plan will be resubmitted on 18 March with the latest CIP
position including risk adjusted position.

e Approved the updated Estates and Fleet Roadmap.

e Approved the National Care Record System/National Record locator as the
strategic direction for Shared Care Records Access and agreed a hybrid onboarding
approach for NWAS clinicians.

e Endorsed the Trust Strategy and Strategic Plans for consideration and approval by
Board.

e Approved the Annual Plan for 2026-27 for onward recommendation to Resources
Committee and Board.

e The TMCreceived and discussed the following reports for assurance:

o Financereport month 11

o Update onthe 2025/26 and Medium-Term Planning (MTP) productivity and
efficiency

o Policy Management Framework update —the Framework was in a good
position with just two policies due for review by end of March — Learning
from Experiences and Smoke Free

o Integrated Performance Report

o Annual Staff Survey Results

e Received the following Escalation & Assurance reports:
o Information & Cyber Group — 10 February

Sustainability Group — 2 March

Clinical and Quality Group —2 March

Health, Safety & Security Group —5 March

o
o
o
o People & Culture Group —11 March

RISKS

Risks discussed:

e Reviewed the 9 corporate risks on the corporate risk register (CRR).
Reviewed and agreed the 8 commercially sensitive risks.
Threerisks (IDs 376,513 and 515 were agreed as to be tolerated on DCIQ.
The 5 longstandingrisks received were to receive a full risk review.
Work to review the overall Trust risk register position was to be undertaken.

The proposed Strategic Risks for 2026-27 were recommended to Board for approval.
The Risk Appetite Statement for 2026-27 was to be recommended to Board for approval.

New risks identified:
e None.
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ESCALATION AND ASSURANCE REPORT

Report from the Resources Committee

Date of meeting | Thursday, 19 March 2026

Mr G Chapman, Non-Executive Director, Chair Quorate | Yes
Ms C Butterworth, Non-Executive Director

Ms A Cooper, Non-Executive Director

Members present | Mr N Gower, Non-Executive Director

Ms L Ward, Director of People

Mr D Ainsworth, Director of Operations

Mr M Gibbs, Director of Strategy and Partnerships

Key escalation and discussion points from the meeting

ALERT:

e Noneraised

ADVISE:

Finance Report Month 11 2025/26
e The Committee received assurance in relation to the financial performance indicators,
noting a stable position and surplus at month 11.

Efficiency and Productivity Update
e The Committee received assurance the actual efficiency delivered in Month 11 was in line
with the year-to date plan.

Workforce Indicators Report
e The Committee received assurance on strong and stable workforce indicators, noted
however that the sickness absence target would likely not be achieved by the end of Q4.

Staff Survey
e The Committee received a deep dive on the annual Staff Survey results, noted the
improved outcomes, as well as focus areas, and would continue the discussion at the
upcoming Board Development Session.

Culture Review — End of Year Update
e The Committee received the final report on recommendations from Culture Review and
commended the significant amount of work ongoing in the Trust. The Committee noted
that going forward, reports on individual workstreams have been planned into the
Committee work plan throughout the year.

Board Assurance Framework

e The Committee reviewed the risks aligned to its remit and recommended rephrasing of
the digital BAF.
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Trust Strategy and Strategic Plans 2026 — 2031
e The Committee received the Trust Strategy 2026-2031 with the enabling plans, were
assured of the robust methods and process by which the strategy was co-produces by
multiple internal stakeholders and supported the recommendation that the Trust Strategy
is approved at Board.

Trust Annual Plan 2026-27
e The Committee received the Trust Annual Plan 2026/27, noting that work was ongoing to
finalise the document before a summarised report progresses to the Board.

The Committee discussed the following items and recommended them to the Board of Directors
for approval:

e 2026-2027 Opening Financial Plans and Budgets

e Provision of Bulk Fuel and Ancillary Products

e Adopting the Antisemitism Statement

e Received the effectiveness review results and recommended ToR for approval subject to
final amendments (Board in April)

Received the following reports for assurance:

e Estates, Fleet and Facilities Management Assurance Report

e Estates andFleet Strategic Roadmap —2025/26 Progress and Update
e Sustainability Update

e Digital Plan Update

e Early Indicator Process for Identifying Staff of Concern

RISKS

Risks discussed:

¢ Noneidentified.
New risks identified:

¢ Noneidentified.
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North West
Ambulance Service
NHS Trust
REPORT TO THE BOARD OF DIRECTORS
DATE Wednesday, 25 March 2026
SUBJECT Estates and Fleet Strategic Roadmap —2025/26 Progress and Update

PRESENTED BY Executive Director of Finance

PURPOSE Assurance

LINK TO STRATEGY Choose an item.
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ACTION REQUIRED The Board of Directors is asked to:

o Notethereport;and
e Review the content of the updated Estates and Fleet
Roadmap attached as Appendix A.

EXECUTIVE SUMMARY In March 2025, the Board of Directors approved the Estates and Fleet
Strategic Plan Roadmap, which was the final element of the Estates and
Fleet Strategic Plan 2024-30. The roadmap captures the larger
programmes of work which will support delivery of the strategic plan.

This paper provides an overview of the annual refresh of the Estates and
Fleet Strategic Roadmap including an update on the progress made
during 2025/26. During the year good progress has been made with key
milestones achieved in major infrastructure redevelopment, fleet
decarbonisation, and strategic workshop planning.

Estates projects have advanced through planning, option appraisal and
design stages across multiple sites including Preston, St Helens, Greater
Manchester workshop, and Integrated Contact Centre locations.

Fleet progress includes the delivery of low-carbon vehicle strategies, EV
charging infrastructure expansion and forward-planned replacement
programmes of battery electric vehicles (BEV).
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The Facilities Management Roadmap has evolved to include a further
high-level objective to establish a facilities management hub within
the Green Room. This will streamline processes that support
colleagues and effectively optimise resources. During the year,
progress has focussed on developing and producing the Trust single
standards matrix, due for publication this month. Space Utilisation
appraisals have also been completed for the corporate sites focussing on
use of space with recommendation on how to optimise the Trust estate.

Overall, the refreshed roadmaps demonstrate continued alignment to
organisational strategy and continued advancement of key enabling
functions and are attached at Appendix A.

PREVIOUSLY Resources Committee
CONSIDERED BY Date Thursday, 19 March 2026
Outcome
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1. BACKGROUND

1.1 In June 2022, the Board of Directors approved Our Strategy 2022-2025 and in July 2023
the four supporting strategies, including the Sustainability Strategy were approved.

1.2 In March 2024, the Board of Directors approved the Estates and Fleet Strategic Plan 2024-
30 which set out the principles which guide our approach to decisions around estates and
fleet. The strategic plan was developed with engagement from our Service Delivery
directorate to ensure that the principles reflect the needs of our services.

1.3 The Estates and Fleet Strategic Plan 2024-30 sets out three principles which set the
direction for our estates, fleet and facilities management functions. These principles are
as follows:

e Our estates and fleet support the delivery of high-quality patient care and a
positive patient experience;

e Our estates and fleet will offer modern work environments that everyone can be
proud of; and

e Our estates and fleet will be economically efficient and have a positive impact on
the environment and our local communities.

1.4 The final element of the approved strategic plan was the commitment to develop the
roadmap during 2024/25, using the principles in the strategic plan, to set out how we will
deliver our estates, fleet and facilities management portfolios over the next six years. The
roadmap captures the large, transformative programmes of work which will support
delivery of the strategic plan. Business as usual maintenance and smaller scale works are
not included in the roadmap but will continue throughout the life of the strategic plan.

1.5 The roadmaps were developed for Facilities Management, Fleet and Estates and
collectively are the Estates and Fleet Roadmap and form the final part of the Estates and
Fleet Strategic Plan.

1.6

The initial roadmap was approved by the Board of Directors in March 2025, and it was
agreed that the roadmap would be reviewed at least annually to ensure that they remain
current and that we maintain a forward view of our estates and fleet. The refreshed
roadmap is attached in Appendix A.

2. 2025/26 PROGRESS AGAINST THE FACILITIES MANAGEMENT ROADMAP

2.1 The Facilities Management Roadmap primarily addresses the second principle in the
strategic plan, ' Our estates and fleet will offer modern work environments that everyone
can be proud of and was developed by the Facilities Management team who identified the
initiatives which would be delivered through the roadmap. These were single standards and
space utilisation.

2.2 During the course of the year the single standards matrix has been development and
produced and is in final stages of review prior to publicationin March 2026. This will support
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the procurement and tendering process for relevant Trust project and further embed the
brand standards now seen across the estate.

2.3 The appointment of a deputy head of facilities management has been successful. This post
was fundamental and crucial to delivery of the second initiative, Trust wide space
utilisation.

2.4 In addition, a further objective to establish a facilities management hub within the Green
Room will streamline processes that support colleagues and effectively optimise
resources.

The format of the facilities management roadmap has also been refreshed to align with
the estates and fleet roadmaps.

3. 2025/26 PROGRESS AGAINST THE FLEET ROADMAP

3.1 The Fleet Roadmap is largely driven by external drivers, primarily the NHS net zero travel
and transport roadmap, which aims for the full fleet, including ambulances, to be
decarbonised by 2040.

3.2 There are several key steps that will mark the transition to full fleet decarbonisation by
2040. These are as follows and have been incorporated into the roadmap.
e From 2027, all new vehicles (excluding ambulances) will be zero-emission vehicles
e From 2030, all new ambulances will be zero-emission vehicles
¢ Development and roll out of sustainable travel strategies
e Transition our leased and owned cars to zero emission so that by 2035 all vehicles
(excluding ambulances) will be zero emissions.

3.3 Alongside the transition to a decarbonised fleet, our Fleet Roadmap also illustrates the
annual fleet replacement scheme which ensures that we maintain a modern fleet which is
reliable and fit for purpose using the latest engineering technologies supporting move to

net zero.

3.4
The roadmap also includes a review of the workshops estate which supports our fleet. This
infrastructure is critical to ensuring that vehicles are well maintained and that we maximise the
availability of the fleet for service delivery.

3.5
During the course of the year the following progress has been made:

e The TrustLease Car Policy has been reviewed and published with the requirement
that all future lease cars will be either all electric or hybrid with emissions below
50g/kg, in line with NHS Net Zero Transport & Travel Strategy;

e Allvehicle replacement fleet programmes are complete for 2025/26 with vehicles
and conversion slots (79 DCAs) booked and confirmed for 2026/27;

e The Trust has supported partners with bids to NHS England for the installation of
BEV DCA EV charge points outside acute emergency departments. Funding has
been secured for charge points at three acute hospital sites, Royal Liverpool,
Aintree and Blackpool Victoria hospitals. Discussions have now also commenced
with the Northern Care Alliance to support them in securing national funding for
this initiative.

3.6 The review of workshop infrastructure is ongoing with options being considered for

Greater Manchester, which could include Oldham stations (PES and PTS). National funding
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for make ready has provided the opportunity to combine the redevelopment / replacement
of St Helens station with a new workshop in Merseyside. Work continues to support
delivery of outline business cases.

3.7 There have been no changes to the Fleet Roadmap.

4. 2025/26 PROGRESS AGAINST THE ESTATES ROADMAP

4.1 The Estates Roadmap was the most complex to develop. The Estates team worked closely with
the Strategy, Planning and Transformation team and Area Directors to identify the high-priority
sites for development over the next six years.

4.2 The roadmap itself was developed by the Estates team to set out the expected timelines for
commencing work on each of the identified priorities and included projects which had already
been approved by the board of directors and the pipeline work which is under development.

4.3 Since approval in March 2025, the following projects have been completed and the roadmap
updated to reflect this:
e Altrincham station remodelling
e New Cumbria workshop facility
Reprovision of station at Grange-over-Sands
New HART facility for Liverpool
e Remodelling of Sharston station
e Reprovision of station in Huyton

4.4 Live (board approved) projects now included in the roadmap are:
e Therefurbishment and remodelling of Distington station; and
¢ Remodelling of Morecambe station, funded from national capital.

4.5 The timelines for pipeline schemes have been reviewed and the roadmap updated
accordingly.

5. RISKCONSIDERATION

Risk appetite | Implications

category

Compliance / Thefacet survey conducted as part of the development of
regulatory the Estates Roadmap considered the compliance of our

buildings. All our estates are found to be compliant with
regulations. Business as usual maintenance and the
implementation of single standards will ensure that we
continue to be compliant

Quality outcome Our approach to identifying the priorities for our Estates
Roadmap included consideration of the impact of our sites
on the quality of outcomes. This was gained via the area
directors and through engagement in local area meetings.
People Our single standards which will be rolled out across our
estates will ensure that we promote staff wellbeing and

DELIVERING THE RIGHT CARE,

Page 5 of 10 AT THE RIGHT TIME,
IN THE RIGHT PLACE;

EVERY TIME.



ensure that our estates meet the needs of our diverse
workforce.

Financial / value for
money

The integrated approach to forward planning in our
Estates Roadmap will ensure that decisions are made
proactively and with consideration for value for money
and will support a well-planned capital programme.

Reputation

Our single standards will ensure that our estates have a
consistent professional feel which will enhance our
reputation. Our fleet replacement programme and move
to a zero-emission fleet will provide us with a high-quality,
modern work environment for our staff on the road and
for our patients.

Innovation

The delivery of our future building projects which are
identified in the roadmap will give us the opportunity to
innovate to reduce energy costs and increase the energy
efficiency of our estates. We will also be at the forefront of
testing new electric ambulances as we move towards a
zero-emission fleet.

6. ACTIONREQUIRED

6. EQUALITY/ SUSTAINABILITY IMPACTS

6.1 The Estates and Fleet Roadmap has been designed to have a positive impact on equality
and sustainability, with specific workstreams which aim to improve in both areas. Individual
workstreams in the roadmap will have their own impact assessments, where they are
required, to ensure that the fullimpacts on equality and sustainability are understood.

The Board of Directors is asked to:

e Notethereport;and

e Review the content of the updated Estates and Fleet Roadmap attached as Appendix A.
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Facilities Management: 6-year Roadmap
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Overarching FM Objectives

Space Utilisation Single Standards .
Facilities Management Hub

Trust wide space utilisation appraisal and t ition to more centralised use of resources Further cascading of single standards across all Establish a facilities management hub within the Green

trust estate projects, through use of matrix Room, to streamline processes that support colleagues and
effectively optimise resources
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Fleet: 6-year Roadmap
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electrification of personal vehicles. to 2023 inform Acute Partnership Infrastructure the placements of workshops to increase the availability of vehicles
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In 2040, the full fleet will be decarbonised. All owned, leased, and commissioned vehicles will be zero emission.
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Estates: 6-year Roadmap
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NHS

North West
Ambulance Service
NHS Trust
REPORT TO THE BOARD OF DIRECTORS
DATE Wednesday, 25 March 2026
SUBJECT NHS Staff Survey 2025: People Promise and Benchmarking
PRESENTED BY Lisa Ward KAM - Director of People / Deputy Chief Executive
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ACTION REQUIRED The Board of Directors is asked to:

e Receive assurance from the NHS Staff Survey 2025 results.

EXECUTIVE SUMMARY The NHS Staff Survey remains a key national tool for understanding
staff experience, culture and engagement across the NHS.

For NWAS, the 2025 survey represents the strongest level of staff
participation ever achieved — with 4,100 responses, equating to a
53% response rate.

The Trust's results show a largely stable and positive overall position,
even with a significant increase in responses from frontline teams,
and performance continues in the main to outperform Ambulance
sector averages. Several areas match or exceed sector averages, but
there are still areas of improvement required.

This year's results highlight statistically significant change in two
People Promise themes — We are always learning and We work
flexibly. The Trust has taken purposeful steps to expand access to
learning opportunities and strengthen flexible-working practices,
including the introduction of new digital processes, and development
of the CPD Hub. These actions may have contributed to influencing
staff experiences positively and are helping to build a more
supportive and responsive working environment.
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Analysis of directorate level data

Operational areas show encouraging signs of progress, with both PES
and PTS reporting steady improvements across multiple aspects of
staff experience, narrowing the gap between frontline services and
Trust-wide averages. Resilience continues to perform strongly and is
now one of the highest-scoring groups across the organisation.

Corporate directorates also maintain a largely positive profile, with
several areas building on already strong foundations. The People,
Strategy & Planning, Quality, Finance and Clinical directorates all
demonstrate continued positive scores —in most cases which exceed
the trust averages.

Actions taken to improve staff experience

During 2025 the Trust has delivered a focused programme to
enhance staff experience, including:

¢ Wellbeing: Increased visibility and accessibility of wellbeing
support, enhanced wellbeing conversations, and continued
promotion of the Wellbeing Hub.

e Sexual Safety & Culture: Delivery of the charter
commitments; strengthened expectations for dignity,
respect and safe behaviours; enhanced manager resources
and reporting processes.

e Violence & Aggression: Expanded body-worn video use,
improved follow-up support, stronger incident reviews and
partnership work.

e Inclusion: Progress on EDI and anti-racism priorities,
enhanced reporting, and greater involvement of staff
networks.

e Flexible Working: Participation in the NHS People Promise
Exemplar programme to embed improved, more responsive
approach to flexible working.

Key indicators of culture

Thereportincludes some oversight of the questions relating to some
of the key indicators of culture and linked with the interventions
outlined.

e Recommendation as aplace to work hasimproved and NWAS
is placed second amongst ambulance trusts in terms of this
response

e Immediate line managers scores have shown small
improvements overall but a deep dive into PES and PTS
scores shows some significant improvements

o Negative experiences show small improvements with an
overall drop of 1.2% in experience of unwanted sexual
behaviour

e Scores related to professional development have improved
but the fairness of career progression remains stable at 50%
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e Responses in relation to confidence in speaking up are also
stable

Next steps

To support targeted improvement, management teams have already
received detailed data packs to inform updates to their Local People
Plans, while the SMART group will coordinate a Trust-wide action plan
to ensure alignment between local insights and organisational
priorities. Further analysis will deepen understanding of staff
experience, including focused work on EDI-related themes and
generational patterns, alongside a comprehensive review of
free-text comments in line with NHS Medium Term Plan
requirements, supported by forthcoming thematic analysis from
Picker. Progress will continue to be monitored through regular
reporting to TMC, the Resources Committee and the Board, ensuring
robust governance and sustained organisational focus on delivering
measurable improvements.

TMC

Date 21/1/26 & 18/03/26
Assurance received and commitment given

Outcome to utilisation of the data to drive
improvement

Resources Committee

Date 19/3/26

Outcome Assurance received from deep dive
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1.1

1.2

2.1

2.2

2.3

BACKGROUND

The NHS Staff Survey (NSS) is an annual national survey led by NHS England that gathers
feedback from staff about their working experiences and organisational culture. It provides a
consistent and nationally comparable evidence base that supports both Trust-level and
system-wide improvement. For the 2025 cycle, survey fieldwork was undertaken between 22
September and 28 November 2025, exceeding the minimum eight-week period to maximise
participation across all staff groups.

The Trust achieved its highest-ever response rate in 2025, with 4120 responses from 7741
eligible staff, equating to 53%. This was a notable improvement on the 48% response rate in
2024 and broadly aligned with the Ambulance sector benchmark median of 55%. The majority
of the growth in responses came from frontline staff, providing a better representative sample
of responses.

OVERALL PERFORMANCE: PEOPLE PROMISE

The NSS is aligned to the NHS People Promise framework, enabling the Trust to assess staff
experience and sentiment across each of the seven People Promise themes (plus two
additional themes — staff engagement and morale). This structure provides a consistent and
meaningful way to understand how well the organisation, and the NHS in general, is delivering
on the conditions and culture that staff say matter most.

In 2025, the Trust's results present a largely stable and positive overall picture, even with a
significant increase in the number of frontline staff responding to the survey. NWAS performed
broadly in line or above sector averages, with several themes exceeding the benchmarking
group average and some approaching the best-performing organisations.

The People Promise scores below (out of 10) reflect staff perceptions across the specific set
of questions that map to each theme, offering a clear and comparable measure of progress
year on year.

. . Survey
P People Promise elements and themes: Overview e M NHS |

Centre

People Promise elements, themes and sub-scores are scored on a 0-10 scale, where a higher score is more positive than a lower score.

9o 2% QT BubtE M

We are
compassionate We are recognised Weeachhavea Wearesafeand We are always
and inclusive and rewarded  wvoice that counts healthy learning We work flexibly Weareateam Staff Engagement Marale

I -

S FCUR y  p— |

7.00 5.47 5.97 5.89 5.19 5.55 6.23 6.06 5.86

7.25 5.62 6.23 5.91 530 5.83 6.74 6.29 6.06
693 537 591 565 492 555 6.23 5.93 5.54

Worst result 6.48 491 5.60 535 4.50 4.75 5.66 5.49 5.19
Responses 4114 4116 4097 4107 3686 4102 4110 4118 4120

-
(=]

Score (0-10)
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2.4 When compared with the 2024 results, two areas show a statistically significant positive shift
- We are always learning and We work flexibly.

2.5 Over the past year, the Trust has taken targeted steps to expand access to learning and
development, including the further development of the CPD Hub, increased promotion of
accredited distance-learning opportunities and pre-apprenticeship support. There has been
a focus on supporting aspiring leadership through standardised local portfolio development
for Senior Paramedic roles and launch of the Developing Leaders programme. These initiatives
have widened participation and strengthened the visibility of professional development across
the organisation.

2.6 Similarly, focused work has been undertaken to enhance flexible working. This includes the
development of a new digital request form, the rollout of flexible-working e-learning, and
producing updated guidance and resources for managers and staff. This has been visibly
operationally led which has supported traction across operational teams.

2.7 Taken together, these improvements reflect a sustained organisational commitment to
improving the employee experience and are likely to have contributed directly to the uplift in
People Promise scores for these two themes.

Survey

P Appendix B: Significance testing — 2024 vs 2025 coordination [V7ITY

Centre

Statistical significance helps quantify whether a result is likely due to chance or to some factor of interest. The table below presents the results of significance
testing conducted on the theme scores calculated in both 2024 and 2025*. For more details, please see the Technical Guide.

Statistically
People Promise elements 2024 score 2024 respondents 2025 respondents significant
change?

We are compassionate and inclusive 3551 4114 Not significant
We are recognised and rewarded 5.48 3552 5.47 4116 Not significant
We each have a voice that counts 6.01 3539 5.97 4097 Not significant
We are safe and healthy 5.87 3542 5.89 4107 Not significant
We are always learning 5.07 3274 5.19 3686 significantly higher
We work flexibly 5.44 3532 5.55 4102 Significantly higher
We are a team 4110 Not significant
—————
Staff Engagement 3554 4119 Not significant
Morale 5.84 3553 5.86 4120 Not significant

* Statistical significance is tested using a two-tailed t-test with a 95% level of confidence.

3. STAFF EXPERIENCES: OPERATIONS

3.1 Within Operations, PES results show a broadly positive trajectory across all People Promise
themes, with a continued narrowing of the gap between Operations scores and Trust-wide
averages. In 2025, the compassionate and inclusive score increased from 6.54 to 6.77, while
safe and healthyrose from 5.34 to 5.55. Always learningimproved from 4.69 to 5.06 and work
flexibly increased from 4.82 to 5.08. Additionally, teamworking rose from 5.80 to 6.00 and
moralefrom 5.58 t0 5.79.

3.2 For PTS, survey outcomes also show year-on-year improvement across every People Promise
element. The compassionate and inclusive score increased from 6.35 to 6.85, and having a
voice that counts rose from 5.63 to 5.88. Always learning increased from 4.29 to 4.73, work
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3.3

3.4

3.5

4.1

4.2

4.3

flexiblywent from 5.10t0 5.21, and we are a teamfrom 5.42 to0 5.81. Moraleimproved from 5.45
to 5.72, and reward and recognition increased from 4.82 to 4.96. Notably, score in two areas
exceeded NWAS averages in 2025 - safe and healthyand staff engagement —5.84t0 6.11 (safe
and healthy), 5.81 to 6.26 (staff engagement).

Although PES and PTS scores in the main continue to sit below the overall NWAS average, the
trajectory is moving in a positive direction. The implementation of the PES restructure
following SDMR, together with sustained culture-improvement efforts within PTS, is
beginning to generate visible improvements in staff experience. While further work is required
to ensure consistently improved experiences across both teams, these scores demonstrate
positive impacts of initiatives.

Responses from Resilience staff continue to reflect some of the highest levels of satisfaction
within the Operations directorate. The compassionate and inclusive score increased from 7.03
to 7.60, Recognition and rewardrose from 6.07 to 6.62, and work flexibly saw a significant uplift
from 5.95 to 6.85. Teamworking also improved markedly, rising from 6.72 to 7.45, while safe
and healthyincreased from 6.67 to 6.99. Staff engagement and morale showed more modest
gains, moving from 6.54 to 6.78 and 6.57 to 6.78 respectively. Overall, these results position
Resilience well above the Trust average across most People Promise elements.

For ICC, a direct year-on-year comparison is not possible because the 2024 breakdown
reported 111 and EOC separately, whereas the 2025 results present a combined ICC grouping.
For context, the 2025 ICC scores include 5.38 for recognition and reward, 5.57 for staff
engagement, and 5.47 for morale. In 2024, 111 reported significantly higher scores — 6.42 for
recognition, 6.64 for engagement, and 6.58 for morale. Comparatively, EOC results score were
lower at 5.45, 5.86, and 5.73 respectively. Historically, 111 colleagues have consistently
reported more positive experiences than those in EOC. However, the new consolidated ICC
grouping, which also incorporates the PTS contact centre, will provide a refreshed and more
representative baseline for monitoring and improving staff experience across all
contact-centre-basedroles. It should be noted that the staff survey fieldwork period coincided
directly with the transition period to the revised leadership structure and it is likely that this
period of change and uncertainty has impacted on results.

STAFF EXPERIENCES: CORPORATE TEAMS

Across corporate teams, the year-on-year pattern presents a generally positive picture, with
most directorates continuing to outperform the Trust average while still showing areas where
targeted improvement would add value. For example, the People Directorate demonstrates
particularly strong progress, with increases across every People Promise element. Notable
improvements include a rise in work flexibly from 6.86 to 7.31, reward and recognition from
6.39t0 6.70, and always learningfrom 5.73 to 6.07, alongside higher staff engagement(7.00 to
7.24) and morale(6.15 to 6.54).

The Quality Directorate also shows improvement across several key areas. Scores increased
for compassionate and inclusive (7.52 to 7.79), reward and recognition (6.41 to 6.69) and
always learning (5.58 to 5.90). Although results for safe and healthy (6.69 to 6.43) and work
flexibly (7.35 to 7.04) declined, both remain significantly higher than Trust-wide averages and
continue to reflect a strong staff experience overall.

The Strategy & Planning Directorate continues to report some of the most positive staff

experience scores in the organisation. Indicators of culture, safety and engagement have
improved further, with increases in compassionate & inclusive (7.79 to 7.90), safe & healthy
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(7.08 to 7.22) and staff engagement (7.49 to 7.57). Modest reductions in reward and
recognition(7.15 to 7.06) and we are a team(7.55 to 7.36) were seen, though both remain high
relative to Trust averages.

Results for the Clinical Directorate in 2025 show consistently strong levels of staff experience,
outperforming the 2024 results previously reported for the Medical Directorate. Staff in
Clinical report exceptionally positive views across culture, recognition, flexibility, learning and
engagement, including compassionate and inclusive at 7.81, reward and recognition at 6.96,
and work flexibly at 7.22, all higher than the equivalent Medical directorate scores from the
previous year.

The Finance Directorate also shows a broadly positive shift between 2024 and 2025,
maintaining a strong and stable profile across most themes. Improvements are seen in
compassionate and inclusive (7.48 vs 7.32), reward and recognition (6.21 vs 6.17), having a
voice that counts (6.70 vs 6.66) and safe and healthy (6.94 vs 6.86). While staff engagement
remains steady and morale shows only a marginal decrease (6.38 vs 6.43).

KEY ACTIONS TAKEN TO IMPROVE STAFF EXPERIENCE IN 2025/26

During 2025, NWAS delivered a focused programme of work to strengthen staff experience
across a number of priority areas.

In relation to wellbeing, activity centred on maintaining and promoting the Trust's wellbeing
support systems, including the Wellbeing Hub, wellbeing-focused events, and leadership
input designed to enhance the quality of wellbeing conversations between managers and
staff. Overall, this work aimed to make support more visible, easier to access, and better
integrated into daily management practices.

On sexual safety and wider workplace culture, NWAS progressed practical delivery through its
charter commitments and related engagement activity, while also reinforcing expectations
around dignity, respect and appropriate behaviour at work. This included continuing sexual
safety engagement activity, equipping managers with supporting resources, and reinforcing
expectations around reporting, responding to concerns, and maintaining a respectful working
environment and continued promotion of the Dignity at Work campaign and action to support
a safer and more respectful working environment.

Work to address violence and aggression also continued during 2025 through the Trust's
prevention and reduction approach. Delivery included specialist follow-up support for
affected staff, closer review of incident patterns and repeat abuse, wider operational use of
body worn video, and partnership work to improve both prevention and the response to
incidents. This reflected an ongoing effort to improve staff safety, particularly in frontline and
contact centre settings.

Inclusion remained a visible area of delivery during 2025. NWAS progressed its equality,
diversity and inclusion commitments through implementation of its EDI and anti-racism
priorities, publication of its annual EDI reporting, and continued involvement of staff networks
in shaping improvement activity. This work supported the wider aim of improving belonging,
representation and the day-to-day experience of staff across the Trust.

Flexible working was also advanced during 2025 through NWAS's participation in the NHS

People Promise Exemplar programme. This provided a structured route for developing
improvement work linked to flexibility, staff voice and recognition, with the intention of
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creating more responsive working arrangements and a more positive employment
experience.

KEY UNDERPINNING THEMATIC ANALYSIS

Whilst the people promise themes give a good high level overview of progress for Board to
consider, but the staff survey results can also be a key measure of the impact of improvement
activity. In light of the brief summary of interventions outlined above, the following are
examples of some of the key areas of thematic analysis which enable us to consider the impact
of work carried out and some key barometers of culture.

Immediate line managers: Responses to questions relating to relationships with immediate
managers remained largely positive and stable between 2024 and 2025, with the Trust
continuing to score above average across all nine measures.

Analysis by operational services highlighted significant variation in staff experience. Resilience
reported markedly higher scores across all measures of managerial support, with positive
responses typically exceeding 80%, suggesting a highly supportive and engaged management
environment. ICC scores broadly aligned with the Trust average, where nearly two-thirds of
staff responded positively.

Responses from PES and PTS staff were below the Trust average across all nine questions,
particularly in relation to being asked for their opinions, receiving clear feedback, and feeling
supported in addressing challenges. However, in both cases both PES and PTS responses show
a significant improvement in comparison with 2024. PES results across these questions have
risen between 3.5% and 6% and PTS scores have risen between 4.7% and 11.4%. This
correlates with the restructure of PES roles, the changes to leadership recruitment and the
investment in development for these groups.

Negative experiences: Results relating to bullying, harassment and discrimination from
managers and colleagues showed small improvements from 2024 to 2025. Experiences of
unwanted sexual behaviour from colleagues reduced from 8.36% in 2024 t0 7.19%in 2025. The
experience of women in relation to unwanted sexual behaviour from colleagues has improved
by 1.4% over the last two years but remains just above 8%. Whilst these improvements are
encouraging, this still equates to nearly 300 staff, reinforcing the need for continued focus on
prevention, reporting and support.

The proportion of staff who reported their most recent experience of physical violence or
harassment, bullying or abuse declined slightly in 2025. Around three-quarters reported
physical violence, compared with around half reporting harassment or bullying. Although
reductions were modest (2—3%), they highlight the ongoing importance of strengthening
confidence in reporting processes and ensuring staff feel safe and supported to raise
concerns.

Professional development: The proportion of staff who felt there are opportunities to develop
their career in NWAS increased from 54% to 59%, while those who felt supported to develop
their potential rose from 48% to 50%. However, the position in relation to perceived fairness
of career progression remains at 50%. Whilst there have been anumber of changes to improve
development, progression and recruitment into operational leadership positions, this will take
time to embed and for confidence to build.
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88% of respondents confirmed they had received an appraisal in the previous 12 months, up
from 87% in 2024. However, the proportion of staff who felt that their appraisal helped them
improve how they do their job remains very low at 18%, suggesting that while appraisals are
taking place in high numbers, the perceived quality and developmental impact remain areas for
further attention.

Speaking up: Fewer staff (68%) reported feeling secure raising concerns about unsafe clinical
practice (69% in 2024), and confidence that the organisation would address such concerns has
remained stable at 52%.

The number of staff who felt safe to speak up about any concerns remained stable at 59%,
while confidence that the organisation would act on concerns rose slightly from 45% to 46%

None of the changes in relation to speaking up are consider statistically significant but taken
together, these results highlight the need for continued focus on strengthening psychological
safety and ensuring staff have confidence that speaking up leads to meaningful action.

Recommend as a place to work: this measure saw a stable position from 2024 to 2025 at 55%.
This is the second highest score in the ambulance sector where the range in response to this
question was 37% to 58%.

NEXT STEPS

To support local improvement planning, management teams have already received detailed
data packs to inform the development/refresh of their Local People Plans. The SMART (survey
coordination group) will be overseeing the development of a Trust-wide action plan, ensuring
that local insights and organisational priorities are aligned and progressed consistently.

Further in-depth analysis will be undertaken to strengthen understanding of staff experience,
including a detailed review of EDI-related data to identify priority themes, and an exploration
of age-related patterns to understand potential generational differences.

In line with national requirements in the NHS Medium Term Plan, comprehensive analysis of
free-text comments to identify the areas of greatest dissatisfaction and agree targeted
actions will take place. Thematic analysis from Picker (survey provider), aligned to the People
Promise, is expected shortly.

Ongoing reporting will ensure robust governance and visibility of progress. Findings, analysis
and subsequent actions will continue to be shared regularly with TMC, the Resources
Committee and the Board to provide assurance and maintain organisational focus on
delivering measurable improvement.

EQUALITY/ SUSTAINABILITY IMPACTS

The NSS includes equality monitoring questions, providing insight into the experiences of
colleagues with different protected characteristics. This understanding will be further
enriched this year by local-level EDI data, which will be analysed and shared through the
Diversity & Inclusion Group and Staff Networks.

Several NSS questions also contribute to the metrics used in the Workforce Disability Equality
Standard (WDES) and Workforce Race Equality Standard (WRES). Reports relating to NSS
WDES and WRES are still pending and once received will also be shared with the D&l Group and
Staff Networks to inform targeted action and improvement. This data will be shared in more
detail with Board when the full WRES and WDES data is published.
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9. ACTION REQUIRED
9.1 The Board of Directors is asked to:

e Receive assurance from the People Promise themes from the NHS Staff Survey
2025.
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ACTION REQUIRED The Board of Directors is asked to:

e Receive assurance that the Trustis responding positively to
the expectations set out by NHSE in relation to action on
antisemitism.

e Endorse the adoption of the IHRA definition on antisemitism
as requested by NHSE.

EXECUTIVE SUMMARY The purpose of this paper is to update the Board of Directors on
progress relating to NHS England's expectations regarding action on
antisemitism.

In a letter from NHS England’s CEO in October 2025, following the
terrorist attack at Heaton Park Synagogue, NHS organisations were
asked to take three actions:
e adopt the International Holocaust Remembrance Alliance
(IHRA) non-statutory definition of antisemitism,
e ensure staff refresh national EDI training,
e prepare for updated national guidance on uniforms and
workwear.

The Diversity & Inclusion Group has reviewed the position. It has
been noted that local, regional and national NHS organisations are
increasingly adopting the antisemitism definition, including Yorkshire
Ambulance Service and Greater Manchester Integrated Care Board.
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CONSIDERED BY
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However, a consistent approach across the ambulance sector has not
yet emerged.

From an NWAS perspective, the Trust has already committed to
becoming an anti-racist organisation. Adopting the definition of
antisemitism would further strengthen this commitment and
reinforce the Trust’s clear stance on challenging and addressing all
forms of racism.

The definition is accompanied by a set of illustrative examples
developed by the IHRA. While the definition itself has been widely
adopted, the examples have been subject to ongoing academic, legal
and political debate, particularly in relation to concerns about
freedom of expression, and are not universally endorsed.

Trust Management Committee has considered the position and
recommended adoption to Resources Committee. The proposalis to
adopt the core definition without examples at this stage. The
steering group in relation to anti-racism will review the position on
the examples in due course through continued engagement with
Jewish communities and stakeholders across the North West.

The update to the EDI and Human Rights mandatory training module
with inclusion of antisemitism, Islamophobia and discrimination
learning content is yet to berolled out. Once it has beenreleased, the
Trust will ensure timely completion by all staff through a technical
solution to advance module compliance. This has beenincorporated
into the 2026/27 mandatory training programme.

National guidance on uniforms and workwear is under review, with a
focus on balancing religious expression and professional standards.
Though the refreshed guidance is still to be published, the Trust's
existing Uniform Policy already provides clarity on the wearing of
badges. Staff will be reminded of current requirements via internal
communications and management briefing.

Overall, these actions provide assurance that the Trust is positively
engaging to take action on antisemitism, and is committed to
ensuring safe, inclusive environments for staff and patients across
the North West.

D&l Group

Date 14/11/25 & 23/01/26

D&l Group reviewed and supported the
adoption of the IHRA definition on

Outcome antisemitism but not the illustrative
examples. Recommended to TMC for
endorsement.

TMC

Date | 18/02/26
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TMC endorsed the recommendation of the
Outcome
D&l Group.
PREVIOUSLY Resources Committee
CONSIDERED BY Date 19/03/26
Outcome Verbal update to be given at Board
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1. BACKGROUND

1.1 In October 2025, NHS England Chief Executive, Sir James Mackey, wrote out to all NHS
Trusts setting out NHS England’s expectations in relation to strengthening efforts to
tackle antisemitism (appendix A). The letter followed the terrorist attack at Heaton Park
Synagogue and requested NHS organisations to:

1. Adopt the International Holocaust Remembrance Alliance (IHRA) non-
statutory definition of antisemitism

2. Ensure staff refresh their competence on the EDI mandatory training module
without waiting for the three year refresher

3. Prepare for updated national NHS guidance on uniforms and workwear

1.2 Following discussions at the Diversity & Inclusion Group meetings in November last
year and January 2026, this paper sets out the steps the Trust intends to take in
response to the letter.

2. ANTISEMITISM DEFINITION

2.1 Over the last few months, engagement has been undertaken to understand how other
NHS organisations, particularly within the ambulance sector and regionally, have
responded to the request to adopt the IHRA definition of antisemitism.

2.2 It has been noted that:
. Yorkshire Ambulance Service has formally adopted the IHRA definition.
. Greater Manchester Integrated Care Board has also adopted the definition.
. A small number of other NHS organisations nationally have also published

their commitment to adopting the definition (i.e. NHS Resolutions,
Shropshire Telford Wrekin ICS, NHS Race & Health Observatory).

. However, a consistent approach across all ambulance trusts has not yet
emerged.
2.3 NWAS has made a clear commitment to becoming an anti-racist organisation. Adoption

of the IHRA definition would further strengthen this position and reinforce the Trust's
resolve to challenging and addressing all forms of racism.

2.4 Therefore, the TMC is recommending the adoption of the following IHRA non-legally
binding working definition of antisemitism:

“Antisemitism is a certain perception of Jews, which may be expressed as hatred toward

Jews. Rhetorical and physical manifestations of antisemitism are directed toward
Jewish or non-Jewish individuals and/or their property, toward Jewish community
institutions and religious facilities.”

2.5 The IHRA definition is accompanied by a set of illustrative examples to support
interpretation and application. These examples have however, been the subject of
academic, legal and political debate, particularly in relation to concerns about potential
implications for freedom of expression. As a result, organisational approaches to
adoption have varied. While many public bodies have adopted the definition, not all have
formally endorsed the accompanying examples. In 2016, the Home Affairs Select
Committee recommended adoption of the definition with certain clarifications
intended to safeguard freedom of speech.
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2.6 Given that the examples are not universally endorsed and remain an area of ongoing
debate, it is recommended that the Trust adopts the IHRA definition at this stage
without the accompanying examples. This approach would align the Trust with the core
definition, while allowing further consideration of the examples in due course. Through
continued engagement with Jewish communities and representative groups across the
North West, the Trust can review its position on the examples at a later stage to ensure
any future decisionis informed, proportionate and reflective of stakeholder views. This
work will be undertaken as part of the anti-racism programme of work.

2.7 The socialisation and communication of the definition will also be developed through
the work of the anti-racism programme.

2.8 In addition, the Government confirmed in October 2025 that recommendations from
the independent working group on Islamophobia, including a proposed definition of
anti-Muslim hatred, are under review. It is anticipated that once agreed, NHS
organisations will be asked to adopt a definition of Islamophobia too, and the Trust will
consider this accordingly.

3. EDI MANDATORY TRAINING

3.1 The letter from NHSE also notified of forthcoming updates to the NHS Core Skills
Training Framework, specifically the Equality, Diversity and Human Rights component.
The revised national training will include explicit content on antisemitism, Islamophobia
and wider forms of discrimination.

3.2 NHSE asked organisations not to wait for the usual three-year refresher cycle and
instead ensure that all staff complete the updated training as soon as it becomes
available, which is likely be from April 2026.

3.3 Once released, the Workforce Development Team has confirmed that the Trust will use
a technical solution to advance module completion for all staff to ensure timely
compliance and organisational assurance. This approach has been endorsed by TMC
who have committed to its inclusion in the 2026/27 mandatory training programme.

4, UNIFORM AND WORKWEAR GUIDANCE

4.1 NHSE is currently reviewing national guidance on uniforms and workwear, last updated
in 2020. The refresh aims to balance freedom of religious expression with the need for
patients to feel safe, respected and confident in the professionalism of the care
environment.

4.2 The updated guidance is understood to have been prompted by concerns about the
increasing use of pin badges or other items not forming part of the approved uniform,
which may negatively impact colleagues or patients.

4.3 While the refreshed guidance from NHSE is awaited, the Trust's existing Uniform Policy
already provides clarity regarding the wearing of badges and staff will be reminded of
current requirements via internal communications and management briefing.
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5. RISK CONSIDERATION

5.1 Failure to take action on all types of racism, including antisemitism, may present both
regulatory and reputational risks for the Trust, and could also negatively impact patient
outcomes and employee experience.

5.2 In recognition of this, the Board confirmed in March 2025 its commitment to NWAS
becoming an anti-racist organisation. To support delivery of this ambition, the Board
approved an Anti-Racism Statement and an Anti-Racism Steering Group has been
established to provide oversight and drive this work forward across the Trust.

5.3 The Trust has a low risk appetite approach to regulatory and reputational concerns and
in relation to quality of patient care. Adoption of a clear statement on antisemitism,
combined with a refresh of the training in the next 12 months will be a step towards
mitigating these risks as the Trust will be able to demonstrate steps to address the risks
of racism occurring. It also enables us to demonstrate due consideration of the request
set out by NHSE and compliance with the requirements of our public sector equality
duty. We have some evidence of patients being adversely affected by the wearing of
badges which may be interpreted as antisemitic, and a close management of this issue
will again support in managing this risk.

5.4 The Trust has a moderate approach to risk in relation to its people but the steps set out
in this paper have the potential to have a positive impact on the working environment
by reinforcing the commitment to anti-racism and raising awareness of the impact of
antisemitism.

6. EQUALITY/ SUSTAINABILITY IMPACTS

6.1 It is important to demonstrate equal rigour in tackling all forms of hatred and racism.
During the race riots of 2024, NHS organisations played a key role in supporting staff to
take an active stance against racism, particularly in response to Islamophobia at that
time. The current climate in some communities reinforces the need to redouble efforts
to create workplaces where both staff and patients feel safe and welcome.

6.2 Adoption of the antisemitism definition will provide reassurance to Jewish colleagues
and patients across the North West, demonstrating the Trust's commitment to being
an inclusive employer and service provider.

7. ACTION REQUIRED
7.1 The Board of Directors is asked to:

e Receive assurance that the Trust is responding positively to the expectations
set out by NHSE in relation to action on antisemitism.

e Endorse the adoption of the IHRA definition on antisemitism as requested by
NHSE.
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Classification: Official

To: ICB, NHS Trust and Foundation Trust:

- Chairs
- Chief Executives
- Chief People Officers

cc. NHS England regional directors
Commissioning support units

Dear colleagues,

Request for action on racism including antisemitism

NHS

England

NHS England
Wellington House
133-155 Waterloo Road
London

SE1 8UG

16 October 2025

We write to ask for your assistance in implementing important initiatives that support our
shared commitment to fostering an inclusive, respectful, and professional environment — for
colleagues, patients and visitors — across the NHS and assuring our communities of our

commitment to tackling hatred in all its forms.

We want to reiterate our zero tolerance stance to all forms of hatred, antisemitism,
Islamophobia, racism and to any form of discriminatory behaviour. We reiterate our
commitment to creating workplaces and services where everyone feels safe, valued and

supported, regardless of their background, faith or identity.

In line with this, NHS England is formally and actively adopting the International Holocaust

Remembrance Alliance (IHRA) working definition of antisemitism.

Th UK Government adopted the definition in 2016 and the Secretary of State has today
reaffirmed the Department of Health and Social Care's commitment to it. The Secretary of
State has asked that other DHSC Executive Agencies and Arms-Length Bodies adopt this.

The definition includes illustrative examples of how antisemitism may manifest in
contemporary settings, including but not limited to denial of the Holocaust, accusations of
Jewish conspiracy, and the targeting of Israel as a proxy for Jewish people. Criticism of
Israel similar to that levelled against any other country, however, cannot be regarded as anti-

Semitic.

We strongly encourage all NHS organisations to adopt this definition and to note the
associated commitments to free speech in order to reinforce our collective stance against
antisemitism — whether experienced by our colleagues, our patients, our communities or

partners.

We need to demonstrate equal rigour in tackling all other forms of hatred and racism. During
the race riots of 2024, local NHS organisations acted as beacons of hope in their local
communities — supporting staff in taking an active stance against racism, in particular at that

time against Islamophobia.


https://holocaustremembrance.com/wp-content/uploads/2024/01/IHRA-non-legally-binding-working-definition-of-antisemitism-1.pdf
https://holocaustremembrance.com/wp-content/uploads/2024/01/IHRA-non-legally-binding-working-definition-of-antisemitism-1.pdf

The current climate in some of our communities means we need to redouble our efforts to
create workplaces where our staff and patients alike feel safe and welcome.

The government is also reviewing the recommendations of the independent working group
on Islamophobia.

Uniform and workwear guidance update

Ensuring everybody feels safe to present for care and treatment when they need it and in
working environments for our colleagues is a patient safety matter.

Working with stakeholder groups, we will update our existing uniform and workwear
guidance, drawing on the policies developed in Manchester, UCLH and other good practice.
The guidance will continue to uphold the principles that underpinned its creation including
freedom of religious expression, ensuring patients feel safe and respected at all times, and
that staff political views do not impact on patients’ care or comfort.

Antiracism including antisemitism training

We are also updating the existing NHS Core Skills Framework module on Equality, Diversity
and Human Rights, extending the section on discrimination and content on antisemitism and
Islamophobia, and including new questions on this in the assessment. We are working to
ensure all NHS organisations are aligned to the Framework to ensure that all 1.5m NHS staff
are required to complete this training as part of their mandatory training.

Working with Lord Mann, we will update the content developed with EDI, racism,
antisemitism and Islamophobia subject matter experts and aligned to the core skills training
framework.

The existing training is completed by staff every three years, but we are asking for your help
and support to ensure that all staff in your organisation refresh their EDI training as soon as
this content is available rather than waiting for the prompt in the current three-year cycle.

Separately, work is underway to draft a new Statutory and Mandatory Training competency
framework which will replace the Core Skills Training Framework (CSTF) — setting out all
nationally recommended subjects to be mandated and is due to go live by April 2026.

We appreciate your leadership in implementing these changes and we ask you to support all
staff in feeling safe and valued at work and also to support our communities accessing NHS
services. We also recognise the importance of supporting NHS organisations in
implementing these important initiatives and look forward to working with you to do this.

Yours sincerely,

o y/mo@@

Sir James Mackey Jo Lenaghan
Chief Executive Chief Workforce Officer
NHS England NHS England
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ASSURANCE
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ACTION The Board of Directors are requested to note:
REQUIRED e The contents of the report and assurance against the core Single

Oversight Framework metrics.

e |dentify risks for further exploration or inquiry by assurance committees
of the board.

EXECUTIVE This report provides a summary of integrated performance on an agreed set
SUMMARY of metrics required by the Single Oversight Framework up to the month of
February 2026. Further narrative is embedded within the accompanying data
pack. Data is presented over time using statistical process control charts
(SPCs), aligned to NHS England’s Making Data Count, which aims to support
informed decision making by identifying genuine trends, variations and
patternsin the data.

The report shows historical and current performance on Quality,
Effectiveness, Operational performance, Finance, and Organisational Health.

Quality
Complaints and incidents metrics are stable and there are no new safety
alerts affecting NWAS.

In terms of effectiveness the Trust is performing just below the sector
average for ROSC performance, and just above the sector average for the
30-day survival after discharge measures.

Hear and Treat (H&T) performance continued to show special cause variation,
reaching 18% in February. The corresponding decrease in See and Treat
(S&T), which also displays special cause at 26.3%, is likely linked to this as both
measures relate to the same underlying patient cohort.

Nationally, the trust ranked 6" for H&T and 10" for S&T.
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Operational Performance
PES (999)

Nationally the trust maintains a strong position for ARP.

Measure gfa : dard February 26 |National
(hh:mm:ss)  [ranking
(hh:mm:ss)
C1mean 00:07:00  [00:06:54 3
C1 90t 00:15:00 00:11:48 37
C2 mean*  |00:18:00 00:27:08 6"
C2 90t 00:40:00  [00:53:32 3
C3 mean 01:00:00  [01:37:34 6"
C3 90 02:00:00  [03:20:15 4"
C4 90t 03:00:00  [04:18:40 2"

*UEC C2 Standard = 28mins (achieved)

e Call pick-up volume was stable and call pick up time has reduced during
February.

e Hospital turnaround continues to exceed the 30-minute standard at
40m:52s. Turnaround times in Lancashire and South Cumbria ICB have
displayed a special cause variation above the mean for the last two
months.

111

e Calldemand for 111 decreased over the last two months and calls
answered within 60 seconds is stable although the percentage of calls
which were abandoned rose in February beyond the 5% standard.

111 Measure Standard |Feb 26 Natlc?nal
Ranking
Answered within 60s |95.0% 64.62% |25"/28
i rd/
Average time to <20s 1m25s 2328
answer
Abandoned calls <5% 5.1% 23/28

Patient Transport Services (PTS)

e PTS activity and performance metrics are stable.
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Finance

o The financial position at Month 11 2025/26 is a surplus of £5.657m,
against a planned surplus of £0.667m. Vacancies are contributing to the
underspend.

Organisational Health

e Overall sickness absence is at 8.95%, consistent with seasonal trends.

e Turnover continues to improve across all service lines.

e Theoverall vacancy gap was -2.92% in February 26 and in line with
plans.

e Overall appraisal compliance is 87.30% (above the target of 85%).

e The overall mandatory training compliance is just under 93%, above the
90% target.

Risk Consideration

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

Equality/Sustainability Impacts

The Diversity and Inclusion sub-committee are reviewing the trust's
protected characteristics data to understand and improve patient
experience. Updates are reported into the Diversity and Inclusion sub-
committee.

PREVIOUSLY Trust Management Committee
CONSIDERED BY Date Wednesday, 18 February 2026
Outcome

DELIVERING THE RIGHT CARE,

Page3of3 AT THE RIGHT TIME,
IN THE RIGHT PLACE;

EVERY TIME.



North West

Ambulance Service
NHS Trust

Integrated
Performance Report

Board of Directors - March 2026

nwas.nhs.uk




SPC format: Making Data Count

NHSE Making Data Count is an NHS England initiative aimed at improving data literacy across healthcare
organisations. It focuses on enabling NHS staff to make better-informed decisions by understanding and
using data effectively. The key aspects of this initiative include:

Encouraging Data-Driven Decision-Making: Helping NHS teams move away from reactive decision-
making based on single data points or short-term trends.

Statistical Process Control (SPC): Teaching NHS staff how to use SPC charts to identify genuine trends,
variations, and patterns in data.

Avoiding Misinterpretation: Emphasising the importance of avoiding common pitfalls, such as reacting to
random fluctuations rather than meaningful trends.

Training and Resources: Providing tools, workshops, and e-learning resources to improve data literacy at
all levels of the NHS.

Supporting Continuous Improvement: Enabling NHS teams to use data to drive service improvements
and enhance patient outcomes.




Interpreting the variation.

-

N

Variation Assurance
Y | @O@|@@| L | D
SAEE
Common Special Special cause Variation Variation Variation
cause — cause of of improving indicates indicates indicates
no concerning nature or inconsistently | consistently | consistently
significant nature or lower hitting (P)assing (F)alling
change higher pressure due | passing and the target short of the
pressure due | to (H)igher or falling short target
to (H)igher or (L)ower of the target
(L)ower values
values b

Variation icons: orange indicates concerning special cause variation requiring action;
blue indicates where improvement appears to lie, and grey indicates no significant change
(common cause variation).

Assurance icons: Blue indicates that you would consistently expect to achieve a target.
Orange indicates that you would consistently expect to miss the target. A grey icon tells you
that sometimes the target will be met and sometimes missed due to random variation — in a
RAG report this indicator would flip between red and green.

N.B. purple indicates non performance related indicator with arrow indicating direction of travel @




Quality & Effectiveness

Q1 Complaints

Q2 Incidents

Q3 Safety Alerts

E1 Patient Experience

E2 Ambulance Clinical Quality Indicators (ACQI)
E3 Activities and Outcomes
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Q1 Complaints

Complaints Opened with Risk Score 1-2
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Complaints Opened with Risk Score 3-5
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Complaints Closed with Risk Score 3-5
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Complaints Closed in SLA with Risk Score 1-2 Complaints Closed in SLA with Risk Score 3-5
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Summary: Patient Advice and Liaison Service (PALS) complaints (risk score 1&2), remain stable. Cases closed in SLA remains stable.
The number of complaints closed with a risk score of 1-2 dropped in December due to staff absences within the team, This was recovered in January and team
resilience is being managed

Actions: Nil required
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Q2 Incidents

Incidents Opened with Risk Score 1-3 Incidents Opened with Risk Score 4-5
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Incidents with Risk Score 1-3 % Complete within SLA
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33%

Summary: Incidents opened with a risk score of 1-3 remain below the mean for the 11th consecutive month. Incidents with a risk score of 4-5 within SLA was at

33% for February. There was a significant drop in patient incidents reported in February

Actions: Nil required
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Number of Non Patient Safety Incidents

(15 most common reasons)
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Number of Patient Safety Incidents

(15 most common reasons)
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Summary:

Care and treatment remains the most common theme for patient incidents and
the highest overall reported incident.

Additionally, Violence and aggression (V&A) also remains the most common
theme for non-patient incidents.

Actions:
The V&A team will be focussing on sexual assaults in Q4 and have awareness
and education days planned in.
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Q3 Safety Alerts

Alerts Applicable
(March 2025 -
February 2026)

Alerts Received (March
2025 - February 2026)

Alerts Open
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Safety Alerts

Description : Update from the CAS Helpdesk: National Supply Disruption Response (NSDR) now accredited to issue
National Patient Safety Alerts. Issue Date: 07 July 2026. Deadline: -.
CAS Helpdesk Team 1 1 0 Actions: No Response Required

Description : Potential contamination of non-sterile alcohol-free skin cleansing wipes with Burkholderia spp: measures
. . to reduce patient risk. Issue Date: 26 June 2025. Deadline: 29 August 2025.
National Patient Safety Alert - A P o . . ) . & ) S
1 1 0 Actions: The majority of skin preparation wipes used in the Trust are sterile, but as non-sterile wipes are also used
UKHSA . - L
throughout the Trust, a clinical bulletin will be cascaded to all clinicians.

Description : Harm from incorrect recording of a penicillin allergy as a penicillamine allergy. Issue Date: 20 November
2025. Deadline: 20 November 2026.

Actions: Highlighted to Chief Pharmacist and Clinical Informatics Leads for wider discussion required to determine how
allergies are currently recorded in the EPR System. These discussions will shape further discussions. On 3 Dec 2025 at
Medicines Optimisation Group agreed no further action needed in response to alert for NWAS. Alert will be shared with
3 1 0 EPR Development group for information on allergy recording.

Discussed. Alert considered low risk for NWAS. A new record is started in NWAS EPR system for each patients seen. In
2026 GP Connect will be pulling data on allergies over from GP systems so if the information is updated in GP side of
system the correct information should pull across to NWAS. Current EPR system also does not list drugs A-Z to pick from
for allergy recording, but data is entered as free text. MOG agreed no need to do a free text search of NWAS EPR records
for penicillamine. Action : ** EPR Development group to be informed of the alert and the doc to be sent for awareness

National Patient Safety Alert- NHS
England Patient Safety

National Patient Safety Alerts - NHS
England & NHS Improvement

BAF ID SRO1



https://app.powerbi.com/groups/me/reports/f800abb4-fb03-48b3-a8d8-dd8349171efb/?pbi_source=PowerPoint

fol
w
7
o

=
m

<
>
o

73

National Patient Safety Alert - DHSC

National Patient Safety Alerts - OHID

CMO Messaging

National Patient Safety Alerts MHRA

MHRA - Medicine Alerts

Infection Prevention & Control

57

Description Influenza season 2025/26: early season activity and implications for clinical practice. Issue Date: 05
November 2025. Deadline: -.

Actions: Response not Required

Description Influenza season 2024/25: ending the prescribing and supply of antiviral medicines in primary care. Issue
Date: 15 May 2025. Deadline: -.

Description Class 3 Medicines Recall: Accord Healthcare Ltd, Ipratropium Bromide 500 microgram / 2ml Nebuliser
Solution, EL(25)A/45. Issue Date: 23/10/25, Deadline : Not Included.

Actions: Discussed at MOG 3/12/25 - there are 2 pouches still to be checked from 110 that have been identified. This is
being escalated to CPs - No risk to patients - product correct. Of all the others checked none with Korean writing on
found.

BAF ID SRO1
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E1 Patient Experience

PES Friends & Family Test (See & Treat) %
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PES positive

“They were very quick in arriving and they did everything possible for my son. Kept us
well updated while fighting for his life.”

“On ringing the operator was lovey, clear spoken and was very reassuring. Ambulance
crew were extremely professional and my mum was seen to with dignity.”

“A first responder paramedic (volunteer) was first to arrive. Did some checks, reassured
me and told me what would happen next. Two paramedics from the Ambulance team
arrived. We were briefed by the first chap. Had a chat with me and did an ECG. They
were lovely. Reassuring, professional and friendly. What was a very anxious situation for
a 62 woman home alone was quickly and calmly resolved.”

PES negative

“The paramedics were rude, bossy, had poor communication skills, kept interrupting and
talking over me, poor listening skills, aggressive and confrontational manner, utterly

traumatising experience.”
“They were 4 hours late. My son was in crisis and out of control. The time they arrived,

he was sleeping.”

PTS positive

“Polite, helpful, patient with my mother, treated her with respect and dignity.”

“I've used this service a few times, drives have always been polite and very helpful, | get
very anxious and nervous stressing out over my illness but somehow they make you feel
human and not just a job if that makes sense.”

“Easy booking, listened to my needs and the driver was fantastic.”

PTS negative

“The taxi service has let me down three times.”

“They arrived after the time of the appointment, and so she was still at the hospital after
the department had closed, and she was panicking as she's virtually immobile. Booking
Patient Transport is now really difficult, as you keep getting a message to ring back as
they're too busy. It used to be much better until the start of this year.”

“Vehicle used was not suitable for someone who had knees surgery.”
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NHS 111 positive
*  “Being on the spectrum, it's sometimes challenging to remember automated instructions. But

. . 0
111 Friends & Family Test % overall, she was able to put me at ease, and the instructions were clear and precise.”
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7 . ¢ “No problems with 111, | told them my problem wasn’t urgent but they still assisted me and
950%- \_/ got me to speak to a clinician which was very helpful and put my mind at rest.”
*  “The representative for NHS 111 was excellent. The lady got me a dentist and they have
taken me on. It has taken five years to get a dentist. Happy days.”
ggo.()% . 80 2% *  “Call was answered promptly. Call handler listened carefully and gave clear, concise advice as
= — to what would happen next. | felt very reassured.”
2 850%7 NHS 111 negative
T i *  “lthink that it is an extraordinary length of time to go through a computer-generated
80.0% questionnaire to basically end up where you actually needed to be which was to discuss the
e @0'9" o ' e ' 5 ' e ' e ! e ' @,Lc;' @,Lc;' rLQ,L(o' 1Q'Lﬁl ! ea_tlent’s problem with a medical pract:t:gner.". . o
R W W e W 3© . Listen to my problem better. The future is terrifying for us oldies.
Year Month *  “Because | got passed to pillar to post. Just no help at all.”
*  Dissatisfied with no message left that described what would happen next. Had to call back in
the morning.”
PES FFT

The 715 responses for February 2026 are 4.5 % higher than January, with comments also higher, at 12.8% (599 for February compared to 531 from January).
February 2026’s overall experience score is 91.6%, down 0.6% from January but up 2.1% compared with February 2025.

PTS FFT
The 1,118 responses received in February 2026 is 2.6% less than January (1,147). Supporting comments also fell by 6.7% (896 vs. 956). The overall February experience

score was 91.8%, up 1.0% from January, and marginally higher (0.1%) than February 2025.
NHS 111

For February 2025 we have 520 returns, compared to 623 returns in January. From the February returns, we see an 89.2% likelihood of the 111 service being
recommended, an increase of 0.4 % compared to January and a decrease of 0.4% compared to February 2025.

BAF ID SRO1
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E2 Ambulance Clinical Quality Indicators (ACQI)

ROSC - Overall Performance ROSC - Utstein Performance
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E2 Ambulance Clinical Quality Indicators (ACQI)

STEMI Care Bundle

100.0% - @ Summary:
oo + ROSC overall performance - last reported in Oct 25 (28.8%),
90.0% 7 //\’—‘—‘\/’——‘ o below the national average of 28.9%.

+ ROSC Utstein performance - last reported in Oct 25 (45.7%),
below the national average of 51.3%.

STEMI Bundle %

« Survival at 30 days after discharge overall performance — last
reported in Oct 25 (10.6%), above the national average of 10.1%.
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. e Emergency Incidents by Operational Sector m
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Hear & Treat (AQI) See & Treat (AQI)
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Months Hear & Treat by Sector Months Hear & Treat by ICB Months See & Treat by Sector Months See & Treat by ICB
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Months See & Convey (AE) by Sector Months See & Convey (AE) by ICB Months See & Convey (Non AE) by Sector j Months See & Convey (Non AE) by ICB

CL East Lancash... = 44.0% Lancashire ... @ 47.0% CL East Lancashire | 9.5% North East & ...  7.4%
CL Fylde [ 47.0% North East...  48.7% M North [7.4% Lancashire & ... = 7.2%
G Central SIS Greater Ma... | 50.6% CL North Cumbria [IEEN Cheshire & M... | 6.5%
CL North Cumb... = 48.7% M East | 7.4%
Cheshire & ... | 51.0% Greater Manc... = 5.4%
CL Morecambe ... | 48.9% CL South Lancashire | 6.6%
CL South Lanca... | 49.0% G East  6.5%
G East 49.7% CL Fylde  6.3%
M South | 50.5% M South | 5.4%
M West | 50.5% G Central | 5.4%
M North = 50.8% CL Morecambe Bay @ 5.3%
G West | 51.6% G South | 5.2%
M East | 52.3% M West | 5.0%
G South | 53.3% G West | 4.6%
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See & Convey (AQI)
. @ Activity & Outcomes

60% —
Summary: Of the 107,630 emergency calls received by the trust,

82.3% (89,172) became incidents. Emergency Incidents had
continued to rise since September 25 until mid January 26.

58%

56% 56%

The overall improvements in Hear & Treat are due to several
factors, including better management of frequent callers,

52% 7 improved navigation processes, better use of external CAS
providers and improved oversight and changes to reporting.

sawodnQ @ A}AndY £3

See & Convey %
[6)]
-
ES
]

o “
o o
DLt

A& _ The H&T rate for February was 18% and S&T was 26%, equating
ek Commencing to a non-conveyance rate of 44%. The Trust is currently ranked
6th for H&T (51 in Jan 26) and 10t for S&T.

Months See & Convey by Sector Months See & Convey by ICB Acti.o.n: . . . ] o
Additional H&T productivity metrics are being monitored within

CL Fylde | 53.3% Lancashire & ... 84129 the Trust's clinical delivery dashboard.

G Central [53:4% North East & ... |56.1%

CL East Lancashire | 53.5%
CL Morecambe Bay | 54.2%
M West | 55.6%

CL South Lancashire = 55.6%
M South = 55.8%

CL North Cumbria | 56.1%
G West 56.2%

G East | 56.3%

M North = 58.2%

G South | 58.5%

M East = 59.6%
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&
E
London = 23.0% Isle Of Wight = 33.4% South Western = 46.4% g
West Midlands | 21.6% South Western | 33.3% East Of England & 48.9% <
South Western | 20.3% East Of England | 33.1% West Midlands = 51.0% g
East Midlands = 19.3% South Central = 31.9% South Central ' 51.4% E"
East Of England | 17.9% South East Coast | 29.2% London @ 51.8% %
North West | 17.9% North East = 28.9% East Midlands = 52.7% @
South East Coast = 16.9% East Midlands = 28.0% South East Coast | 53.8%
South Central = 16.7% West Midlands = 27.3% North West | 56.1%
Yorkshire | 12.7% Yorkshire | 27.0% Isle Of Wight | 56.1%
North East = 11.7% North West | 26.0% North East = 59.4%
Isle Of Wight = 10.5% London | 25.2% Yorkshire | 60.3%

See & Convey non A&E % by Trust

North East = 6.9%
Yorkshire | 6.8%

North West | 6.2%

East Midlands = 6.2%
West Midlands | 6.0%
South Central & 4.0%
South Western | 3.7%
East Of England | 3.2%
London @ 2.9%

South East Coast = 2.3%

Isle Of Wight = 0.9%
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Operational

O1 Call Pick up

O3 ARP Response Times

O3 ARP Provider Comparison
O3 A&E Turnaround

O3 A&E Turnaround ICB

O4 111 Activity & Performance
O5 PTS Activity
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O1 Call Pick Up

Calls With Pick up

30000
28000

26000

[

=

o

o

o
|

Calls With Pick Up
N N
o [ne]
[w] o
o o
o o
] i ] T

80.00

60.00

40.00 4

20.00+

Week Commencing

Call Pick up 95th Percentile

Call Pick up 95th Percentile (s)

22219

0.00

Week Commencing

BAF ID SRO3

Call Pick up 90th Percentile
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Week Commencing

Call Pick Up Mean Call Pick up 90th Percentile Call Pick up 95th Percentile

Month 1 Month 0 Month 0
YTD 2 YTD 0 YTD 5
Ranking 4 Ranking 3 Ranking 2

Call pick-up volume is stable and call handling performance has improved.
The average pick-up time decreased from 2 seconds to 1 seconds, and the
95th percentile improved from 5 seconds to 0 seconds.
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C1 Mean by Sector C1 Mean by ICB
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O3 ARP Response Times C2 Mean (Red -

o
w
: >
18min) M West = 00:33:44 Cheshire & Mersey... = 00:31:42 %
ARP C2 Mean CL Morecambe Bay | 00:32:31 North East & Nort... | 00:29:34 =
1]
_ M North | 00:31:40 Lancashire & Sout... | 00:26:43 %
@ M East | 00:31:13 Greater Manchester = 00:23:26 g
50.0 M South | 00:30:05 o
E CL North cumbria 00:29:34 “ j’
‘GE-; 40.0 1 CL Fylde | 00:27:51 %
= . Target (ARP) 00:18:00 (1]
° CL South Lancashire | 00:27:10
£ 30.0
2 055 G West | 00:25:43 Target (UEC) 00:28:00
4 200 G East | 00:24:56
c B a a
g T G Central | 00:22:19 Month 00:27:08
T T :
b 'S o & @ CL East Lancashire = 00:22:04 YTD -7,
f}_,\q’Ql 4 \,LQ'L 1\()9'?, %\q’dl qﬂ'@’ q),LQ'L b:‘q’(}'l q \,LQ"L o \(LQ"L ,\\{?S{L (L\,Lg‘l 00:27:12
Q K © rﬂv\Q 60\(5 o \,‘\0 (L%\Q 04‘\0 ;\6\0 W Q G South | 00:21:28
Week Commencing Ranking 6
C2 90th by Sector C2 90th by ICB
C2 90th (Red =>»
ARP C2 90th 40min)
min CL Morecambe Bay | 01:11:01 Cheshire & Mersey... = 01:02:28
120.0 o M West | 01:06:50 North East & Nort... | 00:59:04
M North | 01:03:20 Lancashire & Sout... | 00:53:10
M East | 01:00:54 Greater Manchester = 00:45:45
E CL Fylde | 00:59:06
c
g M South = 00:57:21
50.1 40"
; CL South Lancashire | 00:51:30 Target 00:40:00
(=]
< G West | 00:50:01 Month 00:53:32
G East | 00:47:43
G Central | 00:44:17 YTD 00:54:04
Week Commencing CL East Lancashire | 00:42:47 .
Ranking 3
G South = 00:42:02

BAF ID SRO3


https://app.powerbi.com/groups/me/reports/6fe941d1-8443-4442-89d6-a3c547be4319/?pbi_source=PowerPoint

O3 ARP Response Times
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C4 90th by Sector C4 90th by ICB (@)
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3h) CL Fylde | 04:53:51 Greater Manchester = 04:34:51 %
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C1 mean response time remained strong this month, improving by 8 seconds to 06m:54s bringing performance within target for the first time since August
2025. The C1 90th percentile also improved, falling by 10 seconds to 11m:48s, 03m:12s below the ARP target. C1 activity levels were the lowest recorded
since September 2025

C2 mean response time improved week-on-week throughout February, resulting in an overall mean of 00h:27m:08s. Overall performance is now below the
UEC target, although it continues to remain outside the ARP target. Both Cheshire and Merseyside and North East and North Cumbria ICB recorded
improvements, with Cheshire and Merseyside showing a reduction of 10m:35s in its C2 mean response time. The C2 90th percentile also improved to
53m:32s, though it continues to exceed the 40-minute target.
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O3 ARP Provider Comparison

C1 Mean & 90th Percentile ranking over time C2 Mean & 90th Percentile ranking over time
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Year Month Year Month
® NWAS Ranking C1 Mean ¢ NWAS Ranking C1 90th @® NWAS Ranking C2 Mean ¢ NWAS Ranking C2 90th

C1 Mean by Trust C1 90th by Trust C2 Mean by Trust C2 90th by Trust

North East = 00:06:13 North East | 00:10:43 North East | 00:20:41 North East = 00:40:43
London = 00:06:49 London & 00:11:44 West Midlands = 00:20:42 West Midlands | 00:41:29

North West | 00:06:54 North West | 00:11:48 Yorkshire | 00:25:55 North West | 00:53:32
Yorkshire | 00:07:48 Yorkshire | 00:13:39 South East Coast = 00:26:44 Yorkshire | 00:53:46

West Midlands | 00:07:53 West Midlands | 00:14:09 London & 00:26:50 South East Coast = 00:53:59
South Central = 00:08:10 South Central = 00:14:49 North West | 00:27:09 London | 00:55:31
South East Coast = 00:08:19 South East Coast = 00:15:26 South Central = 00:29:05 South Central = 00:56:48
East Of England = 00:08:45 East Midlands = 00:15:41 Isle Of Wight = 00:31:21 Isle Of Wight = 01:09:28
Isle Of Wight = 00:08:54 East Of England = 00:16:26 South Western = 00:34:11 South Western | 01:10:15
East Midlands | 00:08:55 South Western | 00:16:36 East Of England = 00:37:11 East Of England = 01:19:20
South Western = 00:08:59 Isle Of Wight | 00:17:23 East Midlands | 00:37:23 East Midlands | 01:19:45
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C3 Mean & 90th Percentile ranking over time C4 90th Percentile ranking over time
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C3 Mean by Trust C3 90th by Trust C4 90th by Trust
Summary:

North East | 00:51:58 North East | 02:02:44 North East | 02:57:48 The Trust has maintained strong national performance
for C1 mean and C1 90th percentile holding its

London = 01:18:43 London & 03:05:52 North West | 04:08:26 . . .
position at third nationally.
Yorkshire | 01:20:13 Yorkshire | 03:05:54 Yorkshire | 04:15:40
Isle Of Wight | 01:35:56 Isle Of Wight | 03:35:18 West Midlands = 05:23:11 The Trust is now ranked 6th for C2 Mean and 3rd for
North West | 01:37:23 West Midlands | 03:56:12 East Of England = 05:25:14 C2 9.0th, representing an |_mprovement in national
ranking compared to previous months.
South Western | 01:46:25 South Western = 03:59:06 South East Coast = 05:44:45
East Of England | 01:59:19 South East Coast = 04:29:46 South Western = 06:27:47 For lower acuity Categories C3 mean remaining 6th
South East Coast | 02:00:16 East Of England | 04:43:15 South Central = 06:39:16 nationally while the 90th percentile position has
South Central | 02:26:28 South Central | 05:01:43 Isle Of Wight = 07:48:27 improved to 4th. C"_r 90th percentile performance is
. ) ) now ranked 2" nationally.
East Midlands | 02:28:07 East Midlands | 05:37:56 East Midlands | 11:08:13

BAF ID SRO3



https://app.powerbi.com/groups/me/reports/6fe941d1-8443-4442-89d6-a3c547be4319/?pbi_source=PowerPoint

03 Long Waits C1
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C1 Face to Face Incidents with a response time > 15 mins I 471
600 Apr 2025 380
4] May 2025 439
E ®15-30 MINS Jun 2025 480
g 400 ©30-45 MINS Jul 2025 446
ﬁ ®45-60 MINS Aug 2025 417
L Sep 2025 420

Fn 60-75 MINS
5 200 Oct 2025 455
o ®75-90 MINS Nov 2025 492

Q
E @®90-105 MINS Dec 2025 507
@ >240 MINS Jan 2026 435
0
Mar 2025 May 2025 Jul 2025 Sep 2025 Nov 2025 Jan 2026 Feb 2026 369
Moanth
Summary:

In February 2026, the number of C1 long-wait incidents decreased to 369. C1 long waits are lower than February 2025, which reported 465, representing a
21% decrease for the same period last year.

Action:

Opportunities for improvement continue to be explored via the C1 improvement workstream which reports into the Service Delivery Operational Performance
Group.
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03 Long Waits C2
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C2 Face to Face Incidents with a response time > 60 mins I 5784
Apr 2025 2,132
v ek May 2025 2,040
5 Jun 2025 2,719
°
2 Jul 2025 3,047
& 4K ®1-2 hours Aug 2025 1,787
L Sep 2025 2,339
> ®2 -3 hours
c Oct 2025 3,732
@
o 2k ®3 - 4 hours Nov 2025 5,138
[«}]
= Dec 2025 5,683
L
Jan 2026 6,771
0K
Mar 2025 May 2025 Jul 2025 Sep 2025 Nov 2025 Jan 2026 Feb 2026 3,088
Moanth
Summary:

In February 2026, the total number of C2 long-wait incidents was 3,088, representing a decrease of 3,683 compared to the previous month. February 2026
represents a substantial improvement compared with the November to January period, bringing levels back close to mid-2025 performance.

Action:

Continued monitoring by the Service Delivery Operational Performance Group.
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0 3 A& E Tu rl‘la ro u n d Hospital Average Turnaround Average Arrival to Average

&
_l
. : c
. Attendances Time(hh:mm:ss Handover Time Handover to Clear =
Average Turnaround Time ( ) : 3
(hh:mm:ss) Time(hh:mm:ss) Y
70 -
Feb 2025 44,053 | 00:41:13 00:32:07 00:09:05 5
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H Apr 2025 47,340 | 00:39:13 00:30:13 00:09:09
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T 40
E u ™Y Jul 2025 48,826 | 00:35:33 00:26:14 00:09:24
I Aug 2025 49,030 | 00:30:59 00:21:47 00:09:15
g Sep 2025 47,965 | 00:32:55 00:23:43 00:09:17
a o> o o af 9% o o g o @
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Week Commencing
Dec 2025 49,755 | 00:39:38 00:30:21 00:09:18
Jan 2026 50,184 | 00:46:41 00:37:37 00:09:02
Feb 2026 44,653 | 00:40:52 00:31:43 00:09:10
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O3 A&E Turnaround

Lost Unit Hours (Turnaround <30m)

Summary:
Hospital attendances fell in February to 44,653, the
lowest level since August 2025 on a days-adjusted

Mo of patients
wating
outside ED for

O
w
-
=
=
=
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=
]
c
=
Q.

handover basis.

Ef:é%i YeE, Compared with last month, average turnaround time

E decreased by 05m:49s to 40m:52s, and

® Apr 2025 1686 . ) .

- May 2025 1042 arrival-to-handover reduced by 05m:54s tq 31m:43s.

3 Jun 2025 1054| In contrast, handover-to-clear increased slightly by 8

z Jul 2025 1150| seconds to 09m:10s. Lancashire and South Cumbria

g Aug 2025 sa7| ICB’s turnaround time continues to display special
Sep 2025 992 | cause variation.

& Oct 2025 1442

Week Commencing Nov 2025 1691| Whiston recorded a substantial improvement in lost

Dec 2025 2221 | unit hours, reducing from 2,381 last month to 1,224,
Jan 2026 3592 despite only a marginal decrease in hospital
Feb 2026 2303 | attendances from 2,299.

Top 5 Trusts with most lost unit hours

Destination Short Name  Hospital Lost Time Mean at Meanat  Mean
Attendanc Turnaround Hospitalto Hospital = Handover
es to AE >30m (h) Clear to to Clear

Time(hh:m Handover Time(hh:m
m:ss) Time(hh:  m:ss)
Mmm:ss)

Royal Liverpool University 2,138 1316.07 | 01:02:48 00:53:24 00:09:57

Whiston 2,103 1224.37 | 00:59:38 00:49:46 00:10:11

Blackpool Victoria 2,292 1122.02 | 00:52:24 00:43:06 00:09:25

Royal Oldham 1,670 801.85 | 00:53:18 00:44:15 00:08:57

Royal Lancaster Infirmary 1,327 788.38 | 01:00:36 00:51:44 00:08:57
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O3 A&E Turnaround by ICB

Average Turnaround Time - Greater Manchester ICB
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04 111 Activity & Performance
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Iv 14t July Clinicians stopped taking front end calls
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111 Calls Abandoned % Warm Transfer to Nurse When Required %
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Calls Abandoned % Warm Transfer %

Target <5% Target 75%
Month 5.09% Month 1.65%
YTD 4.53% YTD 4.03%
National 3.8%

Ranking 23

i Start of 15% national contingency

ii Reduction to 10% National contingency

iii Removal of contingency

Iv 14t July Clinicians stopped taking front end calls
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111 Call back <20 Minutes % 111 Average Time for Call Back
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Call Back <20 (m) .
Demand for 111 has decreased for the second consecutive month to
Target 90% 161,394 calls. This will partly be driven by the lower number of days
in February .
Month 22.88%
YTD 27 L% Call answering performance within 60 seconds slightly decreased to
64.62% but still stable, with a corresponding abandonment rate of
5.09%.

Call back in 20 has increased to 22.88% and average call back
remained stable 72 seconds.

i Start of 15% national contingency

ii Reduction to 10% National contingency

iii Removal of contingency

Iv 14t July Clinicians stopped taking front end calls
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05 PTS Activity

Total Activity
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Only EPS achieved the collection after treatment target of 90%
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FiInance

F1 Financial Score
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F1 Financial Score
YTD Surplus (+) / Deficit (-) by Month
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The financial position to 28 February 2026 (Month 11 2025/26) is a

surplus of £5.657m, against a planned surplus of £0.667m. Vacancies

— B are contributing to the underspend.
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Organisational Health

OH1 Staff Sickness

OH2 Staff Turnover

OHS5 Vacancy Gap

OH6 Appraisals

OH7 Mandatory Training
OH8 Case Management
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OH1 Staff Sickness

NWAS Sickness Absence
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Overall sickness has dropped slightly to 8.95% in Jan 26 from 9.18% in December 25. This follows the seasonal trend we would expect to see but remains
above upper control limits. PTS sickness has risen to 11.48% in Jan 26 from 10.63% in December 25. All other service lines have dropped slightly. The
rolling 12 month average February 25 — January 26 is 7.38% absence which is consistent with 2024/25.

The Attendance Improvement Team continues to focus on interventions to support.
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OHZ2 Staff Turnover

NWAS Turnover %

11.00% —

10.00% |
£ 9.00%
[]
>
2
S 8.00%
5
Z 7.00% 7.23%
N N I N I N I B I o I o I 6‘ 6‘ 6‘ bl 1
(L“q’ *'IS{" G S \,'r,“r" O'Ldl Kl 3 R ﬂ@, Q'ﬁf"
2 N2 W ‘-jeQ o G 2 \e W %e,Q &) V2
Year Month
PTS Turnover % PES Turnover %
o o ®

12.00% 7 00%
11.00%%:”{ - - = 6.00% —
10.00% 5.00% -

9.00% | 4.00% -

——————— 8.64%
8.00% | 3.00% |
I I I I

| I I I I I I | I I

M g gk g ok g6 0B B 1B b gD g0
\'LQ(]:\’LQK'L@\’LQ%'LQrLQ'LQq'{LQK'LQr:\'LQ(L\’LQE‘L@Q’L@
AN %@Q AN AR R N 6.?5? QW2

% ®

I I I I I I I 1 I I
N \{L &’L NN \\’L 0\’1, NN
NI %@Q OO RN R Q)@Q QA0 2

I\A."Ionth NWAS Amb. National Average
Mar 2025 8.28% 9.08%
Apr 2025 8.18% 9.76%
May 2025 8.01% 9.64%
Jun 2025 7.98% 9.09%
Jul 2025 7.90% 9.40%
Aug 2025 7.62% 9.35%
Sep 2025 7.50% 9.35%
Oct 2025 7.46% 9.18%
Nov 2025 7.46% 9.15%
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Overall turnover remains stable at 7.23% in February 26 from 7.14% in Jan 26 and still remains below the Ambulance Sector National Average.

ICC turnover has risen by just over 1% to 15.12%.

PES turnover continues a downward trend.
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OHS5 Vacancy Gap

NWAS Vacancy Gap %
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Overall vacancy gap has increased very slightly to -2.92% in February 26 from -2.88% in January 26 in line with plans.

PTS and PES vacancy gaps have reduced. ICC has increased slightly.

Month  NWAS Total % Vacancy Gap
-~

Mar 2025 -3.22%
Apr 2025 -3.08%
May 2025 -3.00%
Jun 2025 -2.96%
Jul 2025 -4.65%
Aug 2025 -4.39%
Sep 2025 -4.55%
Oct 2025 -2.83%
Nov 2025 -3.07%
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Jan 2026 -2.88%
Feb 2026 -2.92%
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OH6 Appraisals
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Overall Appraisal compliance rate remains steady at just over 87% which is above target.
ICC compliance has increased to just over 77% in February 26 from 74% in January 26.

Corporate compliance remains at just under 91%.
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OH7 Mandatory Training

Mandatory Training - NWAS Competency Compliance o )
Overall Mandatory Training compliance
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OH7 Mandatory Training 3
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Mandatory Training - PTS Classroom Mandatory Training - PES Classroom 3
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Mandatory Training - ICC Compliance Rolling 12 months classroom compliance remains steady for both PTS
100% and PES at over 95%.

% Training Completed

25/26 cycle classroom attendance is on trajectory for both PES and
PTS with 82% and 94% compliance respectively against the target of
81% for end of February 26.

50%
ICC are now above their 90% target overall, but in the detail the ICC
Senior Leadership group are showing as only 73% compliant, and ICC
Clinical Delivery group at 85% compliant.
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The Board of Directors is asked to:

e Note the activity that contributes to assurance that NWAS
safeguarding activity during Q1 and Q2 2025-26 continues
to meet our statutory requirements.

Safeguarding Activity: Activity levels have increased. Comparing Q2
of 2024/25 -9513 referrals and Q2 2025/26 — 11,719. NWAS made
increase of 2,206 Safeguarding and Early Help referrals (this is an
increase of 23 % in comparison to the same period year on year,
slightly down on the comparative figuresin Q1 of 27 % increase year
on year), with the referral rejection rate reduced to below 2%.

Audits: Two rolling audit programmes continue to provide assurance:
* Children’s High-Intensity Presentations.
* Complex Safeguarding/Early Help

Training: Compliance data is at 95.6% overall

Allegations Against Professionals: 17 referrals received

The Safeguarding Dashboard is now operational, providing enhanced
visibility of safeguarding concerns and improved reporting and
analysis.

Development of the DCIQ Safeguarding Module is progressing well,
with go-live expected in Q4.
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Pending Referrals Risk: An issue identified in Q2 has been logged on
the risk register (#757). Investigation and IT solution development
are underway.

PREVIOUSLY Clinical & Quality Group
CONSIDERED BY Date Tuesday, 20 January 2026
Outcome Approved

‘ Quality & Performance Committee
Date Monday 23 February 2026
Outcome Approved
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1. BACKGROUND

This Safeguarding Bi-Annual Report provides an overview of safeguarding activity within the Trust
during Q1 and Q2 2025/26.

The Trust has a statutory responsibility to safeguard children and adults who are at risk of harm from
abuse. This commitment is underpinned by specific legislation, namely the Children’s Act (1989 and
2004) and the Care Act (2014). The Trust works in partnership with other organisations to ensure
that the response to individuals who are at risk of harm from abuse or neglect, is communicated in
an effective manner which results in an appropriate response. Safeguarding child and adult
standards are determined nationally for NHS Provider Organisations and are monitored by the Care
Quality Commission (CQC) and via submission of the Safeguarding Assurance Framework to the
Integrated Care Board (ICB) and the Provider Safeguarding Assurance Toolkit (P-SCAT) to NHS
England. In addition to safeguarding practice and processes, standards relate to policies and
procedures, recruitment processes, and leadership.

The specific standards are contained within:

» Safeguarding Assurance Framework (SAF) which is presented to the lead Commissioners
(Lancashire and South Cumbria ICB) on an annual basis.

* Mersey Internal Audit Agency (MIAA) who conduct safeguarding audits on behalf of the Trust
Audit Committee.

* The Care Quality Commission (CQC).

2. Safeguarding Team

The team currently comprises of the Head of Safeguarding, who reports directly to the Assistant
Director of Quality and Nursing, four Safeguarding Practitioners (3.6 whole time equivalent) who
cover specific areas across the NWAS geographical footprint, as well as providing safeguarding
support to our Integrated Contact Centres (ICC). A secondment post to cover maternity leave of
one of the Practitioners was in place for Q1&2 but has now ended. The team has two Administration
Support Officers (1.8 whole time equivalent). In addition, some safeguarding work has been taken
up by the LD&A Practitioner. Safeguarding referrals by NWAS staff continue to be made via the
Support Centre in Carlisle and are sent electronically to the appropriate local authority using the
Cleric referral system.

The Head of Safeguarding left the trust in Q1, and recruitment has been completed with the new
post holder due to take up post January 2026. From 1st June 2025 for six months a post of 8a Named
Professional for Safeguarding has been in place to cover the Trust statutory obligations and ensure
a seamless transition for the incoming Head of Safeguarding.

3. Safeguarding Activity

NWAS makes safeguarding referrals to 27 local authorities within the geographical footprint.
Referrals are made electronically via our Support Centre in Carlisle to the appropriate local authority
as linked to the postcode. During Q1 and Q2 2025/26, NWAS made 23,144 Safeguarding and Early
Help referrals. This is an increase of 4,585 compared to Q1&2 in 2024/25, likely to be attributable to
several different factors including ever increasing 999 demands from the public, a review of the
safeguarding training needs analysis (TNA) which resulted in more staff aligned to level 3, thus
potentially improving safeguarding knowledge and confidence. There is also a greater
understanding of mental health pathways and this, along with the use of the non-fatal opiate
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pathways and social prescribing pathways, provides alternative routes to access the most
appropriate support for our patients.

The number of referrals rejected by local authorities is less than 2% indicating the safeguarding
information we share is reaching the right localities for onward assessment for our patients. In
addition, the child concerns continue to be shared down the Child Heath Pathway which provides an
added layer of information sharing to partners such as health visiting or school nursing staff,
ensuring children are supported by those teams who have oversight of their care in community
settings.

Referral Activity

The tables below detail referral activity for Q1 and Q2 2025/26. 53.2% of the safeguarding referral
are for adults. Comprising of GM 41%, CM 30%, CL 26%, Other 3%.

Referrals by Calendar Year, Calendar Month and Form Type

Form Type @Safeguarding (Adult) @ Safeguarding (Child

1,000 /— e

Total Referrals

Apr May Jun Jul Aug Sep
2025
Calendar Month Name

Calendar Year, Calendar Month Name Safeguarding (Adult) Safeguarding (Child)

2025, Apr 803 714
2025, May 853 808
2025, Jun 866 899
2025, Jul 1,003 887
2025, Aug 1,023 788
2025, Sep 962 736

Safeguarding Dashboard Report — Summary

As this is the first report containing safeguarding dashboard data, it is challenging to provide a
detailed narrative or identify trends at this stage.

Data Reporting Approach:

* The dashboard primarily reports on the primary abuse category as indicated by the
referrer.

* The Cleric Safeguarding Form enables staff to record primary, secondary, and tertiary
abuse types, allowing for comprehensive information sharing.

* For example, a safeguarding concern may be primarily classified as domestic abuse but
also include elements of physical abuse or other combinations.

Key Observations - Adult Safeguarding:

* During this reporting period, self-neglect was the most frequently recorded abuse type
for adults.

* Other significant categories include neglect and domestic abuse. Please see the table
below.
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Referrals by Primary Abuse Type

Self Neglect

Neglect And Acts Of Omission
Domestic Abuse

Emotional Psychological Abuse
Physical Abuse

Organisational Abuse

FinancialMaterial Abuse

Primary Abuse Type

Sexual Abuse

Discriminatory Abuse

Modern Slavery Forced Marriage

(=]

500 1,000 1,500
Total Referrals

Referrals by Primary Abuse Type

Primary Abuse Type Total % of Total
Referrals Referrals

Discriminatory Abuse 11 0.22%
Domestic Abuse 09 13.91%
Emotional Psychological Abuse 412 8.08%
Financial/Material Abuse 361 7.08%
Modern Slavery Forced Marriage 11 0.22%
Neglect And Acts Of Omission 1,239 24 31%
Organisational Abuse 391 7.67%
Physical Abuse 400 7.85%
Self Neglect 1,447 28.39%
Sexual Abuse 115 2.26%

Key Observations - Child Safeguarding:
* The physical abuse category includes cases where children exhibit self-injurious behaviours. This
classification reflects the category most selected by the referrer.
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Referrals by Primary Abuse Type

Physical Abuse

Neglect And Acts Of Omission

Domestic Abuse

Emotional Abuse

Sexual Abuse

Primary Abuse Type

Serious Youth Violence

Modern Slavery Forced Marriage

(=]

500 1,000 1,500 2,000
Total Referrals

Referrals by Primary Abuse Type

Primary Abuse Type Total % of Total
Referrals Refemals
Domestic Abuse 2606 G6.61%
Emotional Abuse 200 4 97 %
Modem Slavery Forced Marriage 3 0.07%
NMeglect And Acts Of Omission 1,317 32.TA%
FPhysical Abuse 2.130 52.95%
Serious Youth Violence 30 0.75%
Sexual Abuse TT 1.91%
Early Help.

* 98% referrals for adults. Comprising of GM 40%, CM 30%, CL 29%, Other 1%. This shows to be
quite consistent throughout the reporting period. Please see the table below.

Referrals by Calendar Year, Calendar Month and Form Type

Form Type @Early Heip (Adult) @ Early Help (Child)

Total Referrals
~
=

0K
Apr May Jun Jul Aug Sep
2025

Calendar Month Name

DELIVERING THE RIGHT CARE,

Page 6 of 16 AT THE RIGHT TIME,
IN THE RIGHT PLACE;

EVERY TIME.



Calendar Year, Calendar Month Name

Early Help (Adult) Early Help (Child)

2025, Apr 2,082 47

2025, May 2,127 66

2025, Jun 2,116 44

2025, Jul 2,232 52

2025, Aug 2,068 27

2025, Sep 1,920 21

The below table reports the referral data by service line:

Safeguarding Early help Combined.

111 1385 1380 2765
999 6455 9781 16236
CFR 3 3 6
ICC-CHUB 927 739 1666
ICC-EOC 1181 240 1421
Private Provider 318 598 916
PTS 69 60 129
None specified 4 1 5
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The number of safeguarding concerns raised by the PTS service line is notably low. This is
particularly significant given that PTS staff frequently interact with adults who have care and
support needs during routine journeys. This will be a priority area for the incoming Head of
Safeguarding, who will undertake further exploration to understand potential barriers and identify
opportunities for improvement.

SAFEGUARDING REFERRAL QULITY ASSURANCE

Assurance regarding the quality of NWAS safeguarding referrals is monitored through two key
processes: Referral Rejections via Cleric System

* We track referrals rejected by local authorities through the Cleric system.

* The current rejection rate is approximately 1.76% of all referrals made in Q1 and Q2.

* Most rejections are due to postcode discrepancies within Cleric, which result in referrals being sent
to the wrong local authority.

* These cases are reviewed daily by Administration Support staff, who correct the postcode and
manually redirect the referral to the appropriate authority.

AUDIT AND STRENGTHENED QUALITY ASSURANCE PROCESSES

Following an audit of referrals rejected by the Support Centre, we have enhanced our quality
assurance procedures. Support Centre staff record all referrals on a Cleric form. Referrals that do
not meet the safeguarding threshold are discussed during the daily huddle, allowing for detailed
review of complex cases. This process has helped identify recurring themes and areas within the
organisation that require targeted safeguarding support. It also provides Safeguarding
Practitioners with an opportunity to deliver meaningful feedback to the workforce.

Safeguarding Referral System Assurance.

In Q2 2025, the Named Professional for Safeguarding identified an issue within the Cleric
safeguarding referral system, where a small number of referrals had become ‘stuck’ and were not
accessed by local authorities as intended. A comprehensive audit was conducted to locate and
resolve these referrals, ensuring that the appropriate local authorities received the necessary
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information. To prevent recurrence, safeguarding team administrators have introduced an
enhanced daily check to ensure no referrals remain in a pending state within Cleric. NWAS IT
colleagues are collaborating with Cleric to design and implement a permanent solution to eliminate
the pending status. This work is currently in progress and is recorded on the risk register (#757).

Update: As of the end of October, Cleric has provided costings to address the pending referralissue,

alongside improvements to dashboards and the child health pathway. The Assistant Director of
Quality has approved funding for these enhancements. NWAS, IT has confirmed that Cleric plans to
commence the work in mid-December 2025, with completion anticipated by the end of January
2026.

TRAINING

The L&D Team provides safeguarding training data. Compliance is monitored by the Safeguarding
Team on an ongoing basis. At 30/9/25, the Learning and Development Team report overall
safeguarding training compliance for levels 1-3 as below: Level 1 & Level 2 safeguarding is delivered
through e-learning packages which are accessed via My ESR.

NWAS Level 1 Compliance
97.00%
96.50%
96.00% /‘\
95 50%
95.00%
94 50%
94.00%

93.50%

Apr May Jun Ju Aug Sep

e Al L‘ Children L-

NWAS Level 2 Compliance
97.00%
96.00%
95.00%
94 00%
93.00%
92.00%
91.00%
90.00%

Apr May Jun Ju Aug Sep

PR——T [T1 L2 Children |_2
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NWAS Level 3 Compliance
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Level 4 training: Limited senior roles are profiled to level 4 including The Head of Safeguarding,
Assistant Director of Nursing and Quality as well as the Safeguarding Practitioners who are all
compliant with level 4 training.

Safeguarding Training Needs Analysis

Areview of the training needs analysis (TNA) was completed in 2024 to ensure that roles are aligned
with the Safeguarding Children and Young People: Roles and Competences for Health Care Staffand
Adult Safeguarding: Roles and Competencies for Health Care Staff, Intercollegiate Documents.
Since completion of the Service Delivery review in ICC, this now requires a further assessment,
although there are some challenges with the profiling of new roles within ICC. Further engagement
from the teams within ICC and Learning & Development (L&D) team is required to complete this
process.

A sustainable solution is needed, potentially through automation (e.g., Al) to match job profiles to
intercollegiate standards at role creation. Ongoing monitoring of the extensive TNA is resource
intensive and unmanageable within current safeguarding staffing levels.

Level 3 Safeguarding training for profiled corporate staff and ICC staff was historically supported
face-to-face by the Safeguarding Team. However, as the service (and subsequently the workforce)
has increased, this is no longer possible both in terms of releasing staff for face-to-face sessions
and due to limited capacity within the Safeguarding Team to train enough. In agreement with the
Learningand Development Team and ICC operational leads, additional Level 3 E-Learning for Health
(eLfH) safeguarding modules are now accessible to ICC staff via ESR, which provides 50% of overall
compliance. However, there is a requirement in the intercollegiate documents for face-to face
delivery, ideally by a subject matter expert, however, this is no longer feasible due to workforce
growth and limited capacity. A further review of the TNA will be required once the new Head of
Safeguarding is in post and the ICC service redesign is complete.

The Head of Safeguarding will work with Corporate and ICC senior leaders and the L&D team to
establish a robust model for meeting Level 3 training requirements and ensuring sustainable
profiling processes for new roles.
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PREVENT ACTIVITY SUMMARY

At the end of September 2025, The Learning and Development Team report overall safeguarding
training compliance with Prevent Basic Awareness 3 years as 91.03%, this is a rise of 1.1% on last
year's data. During Q1 and Q2 2024/25, the safeguarding team processed 15 PREVENT referrals to
counter terrorism partners using the national referral system, compared to 10 referrals in the same
period last year. Feedback on these referrals is generally limited to confirmation of receipt. An
increase in referrals is anticipated due to heightened national awareness following high-profile
events. Additionally, NWAS has experienced a rise in information-gathering requests from Counter
Terrorism Police regarding service contacts, which the safeguarding team continues to monitor.
Prevent referrals sent by area: Q1&2 -33% GM, 33% Lancs, 20% Mersey, 7% Cheshire, 7% Cumbria.

PREVENT by NWAS Area 2025-26

10

5 5
3
! I s
0 [ ] [ ]
Total

B Cheshire B Cumbria M Greater Manchester MLancashire MW Merseyside

SAFEGUARDING AUDITS

The Safeguarding Team conducts two rolling audit programmes annually:

Children’s High-Intensity Presentations

* Provides assurance of collaborative working between NWAS and Children’s Social Care.

* Repeat child presentations (five or more contacts in a calendar month) are flagged monthly by the
High Intensity Users Team.

 Safeguarding Practitioners triangulate data from ePRs, SOEs, Cleric, and 111 calls, and liaise with
social care teams or social workers to ensure effective information sharing and prevent silo working.

Complex Safeguarding/Early Help

* Focuses on improving referral quality and clarity, ensuring NWAS submissions support social care
intervention.

* Enhances understanding of abuse categories and care/support needs, providing feedback to both
Support Centre staff and operational colleagues.

» Addresses a gap consistently identified by staff regarding safeguarding feedback on QAVs.

Future Audit Activity
The team will explore opportunities to conduct a dip sample audit of ePR over a fixed time period to
highlight any potential safeguarding referral opportunities

ADDITIONAL ASSURANCE ACTIVITY

* The Safeguarding Dashboard went live in January 2025. Data from the previous calendar year
will be analysed to inform future training themes, in addition to statutory training requirements
and learning from local and national safeguarding reviews.

* The safeguarding dashboard informs training themes and locality data, shared with relevant
teams.
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* Practitioners audit DCIQ records three times weekly, reviewing approximately 36 reported
incidents per week and providing safeguarding oversight. The Safeguarding Team will provide
appropriate advice when required

Safeguarding Policies and Procedures:

All safeguarding policies and procedures are accessible to staff via the Safeguarding Resource
section on the Green Room. These pages are regularly updated with emerging themes and include
learning resources such as concise guides (e.g., 7-minute reads) based on recommendations and
actions from case reviews.

RECENT UPDATES Q2

* SUDC Procedure: Reviewed and updated following a child death; minor wording changes made
regarding resuscitation after JRCALC discussion in CCRG/PSEC.
* PREVENT Guidance: Reviewed and updated.

ALLIGATIONS AGAINST PROFESSIONALS

* Adedicated email inbox is functioning effectively for reporting.

» Safeguarding Practitioners, supported by the Named Professional, work closely with local
authority PIPOT/LADO teams to meet statutory duties.

* Collaboration with HR, Operational Leads, and the Freedom to Speak Up Guardian ensures
appropriate intelligence sharing and robust, case-by-case risk assessments.

Allegations against staff.

InQ1and Q2 2025/26, 17 allegations matters have been received by the NWAS Safeguarding Team
of which 12 have been closed in agreement with the Local Authority Designated Officer (LADO) or
Personin a Position of Trust (PiPOT), due to no further safeguarding action required and/or in favour
of HR processes. 5 cases remain open.

Total Received by Month

[l Total

I

;=EE=iE

April June July August September

August shows a significant rise, however in September the number reduces back to 3 which more
consistent with the rest of the reporting period. The table below details the themes identified. The
inappropriate use of ‘media’ is the highest this reporting period.
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Theme of Referrals
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ALLEGATION B Not Disclosed

INTERFACE WITH KEY WORKSTREAMS AND DEVELOPMENTS

Safeguarding Interface with Key NWAS Workstreams. Safeguarding is now fully integrated into
patient safety processes through collaboration with the Patient Safety Incident Response Team
(PSIRF). The Safeguarding Team has access to all patient safety events and participates in every
stage—from initial reporting to Complex Case Review Group (CCRG) and Patient Safety Event
Committee (PSEC) meetings. This ensures safeguarding considerations are embedded within
investigations, reduces duplication, and enables identification of workforce areas requiring targeted
support.

Key Developments:
* Microsoft 365 Migration: Completed successfully in Q2.

DCIQ Integration: A bespoke safeguarding module within DCIQ is in development, with
implementation planned for Q4. This will provide secure, auditable record management, link
safeguarding with patient safety events, and embed safeguarding learning into wider Trust
processes.

ONGOING ENGAGEMENT

The Safeguarding Team actively contributes across the Trust, including RCLIG, Area Learning
Forums, and daily huddles with Support Centre Managers. Practitioners provide real-time guidance
during complex incidents and maintain regular engagement with Sector Clinical Leads, Group
Managers, PTS Managers, IG, HIU, ICC investigators, HR, and Legal teams.

PARTNERSHIP WORKING

Partnership working:

The Mersey Internal Audit Agency report, completed prior to this period, provided “substantial
overall assurance”, which was shared with external safeguarding board partners in Q1 and Q2. This
positive outcome has strengthened dialogue and reinforced the Trust's standing with safeguarding
boards.

Statutory Reviews:
* NWAS participated in 99 statutory reviews during Q1 and Q2 (an increase of 10 from the same
period last year), including:
o Safeguarding Adult Reviews (SARs)
o Local Child Safeguarding Practice Reviews (LCSPRs)
o Domestic Abuse Related Death Reviews (DARDRs)
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* No significant NWAS-specific learning emerged; however, reviews generated system wide
learning to improve quality.

+ Safeguarding practitioners represented NWAS on review panels, ensuring pre-hospital
perspectives informed final reports.

Key Training Themes Identified:

* Recognition of domestic abuse and children as victims

* Impact of previous trauma on wellbeing

* Trauma-informed practice during crisis response

*  "Think Family"” approach

* Professional curiosity and confidence in safeguarding decisions

Themes identified have been a focus of safeguarding mandatory training in 2024/25 and there has
been afocus on strengthening confidence and professional curiosity which has now been embedded
into scenario based training.

REGIONAL ACTIVITY
Greater Manchester accounted for the highest Serious Case Review activity (SAR's/DARD/Local
Child SPR’s): GM 52%, CM 26%, CL 22%.

2 Safeguarding Reviews by Area 2025-26
20
15
10
s E =
0
Apr-25 May-25 Jun-25 Jul-25 Aug-25
m Cumbria & Lancs m Cheshire & Mersey = Greawer Manchester

SUDC (Sudden Unexpected Death in Children)

SUDC refers to the unexpected death of a child or young person aged 1 to 18 that remains
unexplained after a complete investigation. Where suicide is identified as a cause of death thisis not
identified as SUDC. In Q1&2 there were sadly 76 child deaths.

By Area:
SUDC by NWAS Area

13% 17%

o “!‘7%

42%

m Cheshire = Cumbria = Greater Manchester mlancashire = Merseyside

The chart below presents the number of deaths across age groups, categorized by presumed cause:
Medical and Trauma (actual cause of death is determined following Child Death Review process and
not known at point of reporting). The highest number of deaths occurred in the 0—6 months age
group, with 18 medical-related cases, highlighting a critical vulnerability in early infancy.
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Medical deaths are more prevalent in younger age groups, while trauma-related deaths become
more prominent in older children and adolescents, particularly at ages 13, 15, and 17.

No: of Deaths by Age/Category of Death
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EXTERNAL ENGAGEMENT

In Q2 each Safeguarding Board/Partnership Board was formally written to by the Named
Professional to share the Trust Annual Safeguarding Report and inform them of our commitment to
engage with the Safeguarding Boards, and to continue good working relationships in each locality
area.

NWAS engagement with system-wide, proactive safeguarding activity remains a challenge due to
the large geographical area we cover. To make the most effective and equitable use of the resource
within the Safeguarding Team, we are keen to work closely with our Integrated Care Boards to
develop leaner ways of working and to ensure that our contributions are meaningful and
proportionate.

The Safeguarding Team participates with the following panels and sub-groups:
* Child Death Overview Panel

* Rapid Response meetings

* Acute Life-Threatening Event meetings (ALTE)

* Brief Learning Reviews

* Serious Case Review groups

» Safeguarding Adults Review groups

* Domestic Homicide Reviews

* Frontline visits with local board members

*  Wider stakeholder meetings

+ Joint Agency Review (JAR) meetings following death of a child (U18).
* Section 42 enquiry meetings.

* HighRisk Patients review meetings.

Demand is dependent on activity and varies from week to week. On average it is estimated that the
team participates in 20 to 30 forums weekly. As part of ongoing service evaluation, the team will
audit activity during Q1 2026/27 to ascertain service demand across the whole NWAS footprint.

NATIONAL AMBULANCE SAFGUARDING GROUP

For the reporting period, the Named Professional for Safeguarding attends the National Ambulance
Safeguarding Groups (NASaG). Engagement with NASaG ensures the Trust are informed of any
changes to the national safeguarding policy, safeguarding standards, or regulatory framework. They
liaise and work with other ambulance trusts to share and learn information. The JRCALC Child
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Safeguarding module was recently updated by this group and is now live on the JRCALC app, with
an adult safeguarding resource for JRCALC currently under development by the group.

SAFEGUARDING FLAG ALERTS

Safeguarding flags maybe placed by safeguarding practitioners on addresses where it has been
identified that an individual who is at high risk of harm or abuse resides. Need for the flag is assessed
onacase-by-case basis. Flags are placed for short periods and are reviewed regularly to ensure they
are current and relevant.

Maternity alerts (more accurately described as child protection alerts) are also placed onto the
Cleric system. Maternity alerts are placed upon the request of external maternity professionals,
these alerts are usually placed when the unborn child is at immediate risk following birth, or if the
child is to be removed at birth, and/or the mother is avoiding maternity services.

WORKPLAN FOR Q3 & Q4 2025 -2026

e The Safeguarding Team members will welcome and support the new Head of Safeguarding into
their role in NWAS.

¢ Go live with the new Safeguarding DCIQ module.

e Continue to seek and implement IT/Cleric resolution of the ‘pending’ referrals.

e Continued engagement with Integrated Care Boards to streamline assurance requirements and
to provide a conduit to safeguarding boards/partnership boards.

e Continue to develop easily accessible safeguarding resources for our workforce — available to
all on the Green Room.

* Engage with IT, ePR and support centre to enable data to be pulled through to Cleric
safeguarding and early help referrals, thus speeding up the process of data input which is an
ongoing Cleric/ePR development project.

e Continue to meet the statutory demands and timed deadlines from Safeguarding Boards for
case review engagement, and for section 42 (Care Act) and section 47 (Children's Act)
safeguarding investigations.

e Development of safeguarding team linking with investigations staff within our Integrated
Contact Centres to enable the safeguarding team to access timely and relevant information to
inform statutory processes and case reviews, including detailed chronology requests.

4. RISKCONSIDERATION

e Cleric Safeguarding Referral System — Safeguarding Referrals made by NWAS being held as
'Pending’ by the Cleric system and not shared with Local Authority in a timely manner - risk
register (#757). Business continuity plans in place to manage this including manual
oversight of referral system.

5. EQUALITY/ SUSTAINABILITY IMPACTS

The Safeguarding Power Bl Dashboard provides visibility of ethnicity data recorded when NWAS
staff submit safeguarding or early help referrals. Current data indicates that the largest recorded
category is White British (65.3% for safeguarding referrals and 87.69% for early help referrals).

The dashboard enables regional analysis, which shows that the Greater Manchester (GM) area has a
lower proportion of referrals for White British patients compared to Cheshire & Merseyside (C&M)
and Cumbria & Lancashire (C&L). Further detailed analysis could offer valuable insights; however,
this is currently constrained by the existing safeguarding team structure and capacity.
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6. ACTIONREQUIRED

e The Board is asked to consider the safeguarding activity and oversight described in this
report, which contributes to assurance of NWAS's compliance with statutory safeguarding
requirements.
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SUBJECT Infection Prevention & Control Assurance Report

PRESENTED BY Elaine Strachan-Hall - Director of Quality & Improvement

PURPOSE Assurance

N[ QeR . ac) @l Quality Strategy

ARG gpog SRO7| O |SRo8| O |SRo9 | O [SR10 | O

. . Compliance/ Quality Cyber
FS!;sleppetlte Regulatory U Outcomes U Security a People | [
atemen " -
{Decision Papers Only) Financial/ Value 0 | Reputation O Innovation O
for Money
ACTION REQUIRED The Board of Directors is asked to:

¢ Note the content of the report.

o Note the assurances it provides.

¢ Note the arrangements for ongoing monitoring via the IPC
BAF.

¢ Note the key risks and mitigations.

EXECUTIVE SUMMARY This report provides a summary of activity undertaken by the
Infection Prevention and Control (IPC) service for the period 1 April
2025 to 30 November 2025. Assurance regarding the delivery of IPC
within the Trust is monitored through the IPC Board Assurance
Framework (BAF).

The BAF has been updated and has been presented to the Clinical
and Quality Group in January 2026 ant the Quality & Performance
Committee in February 2026. The updated framework is included
with this report.

The report brings together relevant assurance information and
highlights the key IPC-related risks to the organisation identified
during the reporting period.

PREVIOUSLY Clinical & Quality Group
CONSIDERED BY Date Tuesday, 20 January 2026
Outcome Approved
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Quality & performance Committee
Date Monday 23" February 2026
Outcome Approved
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1. | BACKGROUND

The IPC report summarises activity undertaken by the Trust's Infection Prevention and Control
(IPC) service during the period 1 April to 30 November 2025. This includes delivery of the Trust's Fit
Testing programme, completion of IPC audits, and progress against the annual staff influenza
vaccination programme. The report also provides detail on IPC incidents and near misses.
Throughout the reporting period, the IPC team has remained committed to promoting best
practice by adhering to national guidance and updating Trust policies and procedures in line with
revised national directives.

During this period, the IPC team has worked collaboratively across all healthcare services to deliver
the Trust’s annual organisational IPC work plan, which is reviewed on a monthly basis. Infection
prevention and control is the responsibility of all staff across the Trust. The IPC team supports this
through strong engagement with staff, adopting a collaborative approach and maintaining visibility
across the organisation. This assurance report demonstrates current performance, highlights
areas of good practice, and identifies opportunities for innovation and continuous improvement.

Effective systems for the management of Infection Prevention and Control are essential across all
NHS providers. The Trust has a statutory 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. The Trust's IPC approach is informed by guidance
issued by the UK Health Security Agency (UKHSA) and NHS England, which remain the established
national authorities for translating research evidence into NHS practice.

The National Infection Prevention and Control Manual, implemented by NHS England more than
two years ago, continues to be updated on a regular basis. The manual is accessible to all Trust staff
and includes references to local policies where national guidance is not specific to ambulance
services. The IPC team ensures that all education and training packages are updated to reflect
changes to this guidance and issues regular communications, including bulletins, to support staff
awareness of IPC measures and personal safety requirements. Compliance with IPC policies,
procedures, and mandatory training is monitored through an ongoing programme of audits
undertaken by the IPC team.

Audit findings are recorded in line with national IPC guidance on Safecheck and displayed via a
Power Bl dashboard. These include, the availability of PPE, adherence to bare below the elbow, and
the cleaning of equipment. There remains an identified risk on the risk register concerning the
accuracy of IPC audits recorded within Safecheck. The risk is currently rated at 12 and is subject to
monthly review. Some areas are unable to generate a fully reliable report, due to inaccuracies in the
reporting of certain themes on the PowerBl dashboard, resulting in limited assurance. This risk has
been discussed at the IPC Assurance Group, and the IPC team are in regular dialogue with the
digital Bl team on timescales for further work and fixes to the Safecheck system. The IPCT have
since met with Trish Reilly (Associate Chief Information Officer) to discuss continuing issues with
audit recording and accurate data from Safecheck —there is an alternative method of recording
data and will develop a programme for this data to be inputted. No timeframe discussed but not
anticipated to take more than a few weeks once all required audit information is made available.

This risk has been escalated appropriately through to Clinical, Quality Group. Data from these
audits form part of area-based reports presented to the IPC Oversight Group. Actions arising from
station audits are recorded on the Trust's Integrated Action Tracker (IAT), enabling managers to
monitor progress and maintain oversight of required actions.
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In addition, IPC practice is reviewed through analysis of incidents reported via the Trust’s incident
management system, Datix Cloud IQ (DCIQ). Incident themes, alongside audit findings, are used to
inform intelligence on areas requiring system improvement, targeted training, or the
strengthening of risk management controls. In the period for the report 140 IPC incidents were
report, 52 relating to exposure of notifiable diseases, 72 relating to sharps injuries/incorrect
disposal of sharps, 2 relating to waste disposal, 2 relating to PPE availability and 12 relating to
vehicle or premises cleanliness.

2. | IPCBAF

The IPC Board Assurance Framework (BAF) has been revised in line with the Code of Practice on the
prevention and control of infections issued under the Health and Social Care Act 2008 (H&SCA
2008). The Act establishes the overall framework for the regulation of health and adult social care
activities by the Care Quality Commission (CQC). The Code was reviewed and republished in
December 2022 to reflect learning from the pandemic and the transition away from the IPC specific
'COVID’ BAFs that were in place during that period.

Part 2 of the Code sets out the ten criteria against which the CQC assesses how registered
providers comply with infection prevention and control requirements, including cleanliness. These
criteria are reflected within the IPC BAF. To ensure that consistently high standards of IPC are
developed and sustained, providers are required to consider the Code in its entirety and apply it
appropriately to their sector, rather than focusing on selected elements only. A number of criteria
have been identified as ‘Not Applicable’ for ambulance services, specifically those relating to
antimicrobial stewardship, inpatient isolation facilities, and access to pathology services.
Assurance is provided through the submission of evidence against each applicable criterion,
together with clearly defined mitigating actions where criteria are not yet fully met.

The IPC BAF has been updated during the current reporting period and will be presented to the
Clinical and Quality Group alongside this assurance report. At the time of reporting, the Trust has
no red rated areas and six amber rated areas. Identified gaps in control are clearly articulated within
the framework, together with agreed actions and timescales for improvement.

The IPC BAF will be formally reviewed on a six-monthly basis, through the IPC Oversight Group, or
more frequently where required in response to changes in national guidance or local
circumstances. The IPC BAF was last reviewed in June 2025.

3. | RISK CONSIDERATION

Infection Prevention and Control (IPC) is a statutory requirement placed on NHS Trusts. This
assurance report supports 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.

During 2025, IPC risks have been aligned, managed and monitored through the IPC Board
Assurance Framework (BAF) and discussed at the IPC Working Group. The BAF enables monitoring
of Trust performance against key healthcare criteria and provides structured evidence and
assurance regarding the management of identified risks. Risks are continually reviewed, re
assessed and, where appropriate, escalated to the organisational risk register. The Trust
Management Committee (TMC) provides oversight of organisational management of the BAF.
Since the previous report, two risks have been closed, and one new risk has been opened.
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There are currently four risks recorded on Datix Cloud IQ (DCIQ) which align to IPC:

Risk 697 (Score: 10)

There is arisk that, due to staff not undertaking inspections of personal issue Sundstrém hoods or
required servicing not being completed, the Trust will not be compliant with Control of Substances
Hazardous to Health (COSHH) legislation.

Risk 698 (Score: 6)

There is arisk that, due to staff not carrying out visual inspections of their personalissue
Sundstrém hoods, or where servicing has not been undertaken, essential respiratory protective
equipment will not be available or provide effective protection, resulting in staff exposure to
hazardous environments.

Inline with COSHH legislation, staff are required to undertake monthly inspections of their
Sundstrom hood. At present, there has been limited assurance that these checks are being
completed consistently. Staff seemed to be unaware that monthly inspections should be
completed and so a training package has been developed by the IPC Team to support staffin
completing and recording checks correctly. This package is currently being adapted for upload onto
ESR, subject to approval at the Mandatory Training Oversight Group. A question has also been
added to Safecheck for staff to complete to record the monthly inspection.

Risk 713 (Score: 9) Update March 2026 - this risk has now been closed

There is arisk that, due to emerging infectious diseases and changes to national guidance, staff
may not be aware of the appropriate Personal Protective Equipment (PPE) required to protect
themselves and patients and to prevent onward transmission of infection.

The IPC Team continues to work closely with Communications and Operational Leads to ensure
frontline staff are informed on the correct selection, donning and doffing of PPE. Training packages
are reviewed and updated regularly and are incorporated into mandatory training programmes.
However, despite these interventions, this risk remains at a 9 but is reviewed regularly.

Risk 756 (Score: 12)

There is arisk that, due to inaccuracies within the Safecheck audit tool, the IPC Team is unable to
gain adequate assurance on compliance with IPC policies and procedures, potentially resulting in
unsafe environments for patients and staff. It is unlikely that the issue is to be resolved in the near
future so the team will be working with the appropriate stakeholders to propose an interim way
forward.

Following a recent system update, a number of data anomalies have been identified within Power Bl
outputs, which has impacted the ability to provide assurance through the IPC Oversight Group.
This issue has been formally escalated to the Clinical and Quality Group.

4. | POLICIES AND PROCEDURES

The Infection Prevention and Control Specialist Lead attends the National Ambulance Service
Infection Prevention and Control Leads Group (NASIPCG) and contributes to AACE guidance prior
to formal approval. The Specialist Lead also attends the NHS England North West Regional IPC
meeting, alongside IPC leads from other healthcare organisations.

AACE position statements support local implementation of IPC guidance. During the reporting
period, AACE published a position statement relating to IPC precautions during hospital handover
delays.

DELIVERING THE RIGHT CARE,

Page 5 of11 AT THE RIGHT TIME,
IN THE RIGHT PLACE;

EVERY TIME.



Policies are reviewed and updated in response to changes in national guidance and local
governance arrangements. During this period, the A-Z of Communicable Diseases guidance has
been updated and made available to staff via the Green Room. This includes the High Consequence
Infectious Diseases (HCID) pathway for the North West, developed collaboratively with the Trust's
Resilience Team and external partners including UKHSA and regional Infectious Diseases Units.

Compliance with policies, procedures and training is monitored through audits undertaken locally
by operational managers and IPC specialist practitioners. Audit assurance is presented by each
area to the IPC Oversight Group. The IPC Team also contributes to Quality Assurance Visits
(QAVs), where monitoring of IPC compliance forms a key element of the review.

5. | IPCOVERSIGHT GROUP

The IPC Oversight Group is chaired by the Director of Infection Prevention and Control (DIPC) and
meets on a quarterly basis to ensure ongoing regulatory compliance. Updated Terms of Reference
have been developed and approved.

At each meeting, IPC risks are reviewed alongside newly published guidance and corresponding
actions required to maintain compliance. The group is attended by representatives from UK Health
Security Agency (UKHSA) and Occupational Health, who provide updates on community infection
prevalence. Staff-side representatives are also invited to attend.

Members are consulted on new policies and BAF updates prior to formal approval at Committee.
Each area submits an assurance report to the Oversight Group to support oversight and challenge.

6. | NATIONAL STANDARDS OF HEALTHCARE CLEANLINESS

An updated version of the National Standards of Healthcare Cleanliness was published in February
2025, marking the first inclusion of ambulance service trusts. The Trust's Head of Facilities
Management and Facilities Management Regional Officer contributed to the development of these
standards as members of the national working group.

Trusts have been given 12 months by NHS England to implement the standards. Facilities
Management has implemented the standards across premises cleaning. The National Ambulance
Service IPC Group raised concerns with NHS England regarding a lack of clarity on the frequency of
vehicle audits and subsequently developed a national position statement. The IPC Specialist Lead
is working closely with the Fleet Logistics Manager, who oversees the vehicle deep-cleaning
contract, to ensure the standards are implemented appropriately.

Despite the standards not yet being in place for 12 months, they are already subject to further
review. NHS England has established working groups to ensure the standards are fit for purpose.
The IPC Specialist Lead for NWAS has been invited to contribute to both the research working
group and the ambulance-specific working group. The IPCT and the facilities team continue to
monitor cleanliness standards by completing premises and vehicle audits. The IPC Specialist Lead
attends the monthly contract meetings with the third-party provider for the vehicle deep cleans.

7. | IPCAUDITS

The IPC Team continues to work with Digital Services, including Safecheck and Power BI, to
improve IPC audit systems and dashboards. These developments enable service areas to record
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audit activity and monitor progress in real time. The Integrated Contact Centres are now also able
to record audits via Safecheck.

However, following a recent Safecheck system update, data anomalies have been identified within
Power Bl outputs. These issues have been reported but remain unresolved, preventing reliable
Trust-wide assurance reporting to the IPC Oversight Group. Audits continue locally to address
non-compliance, but consolidated Trust-level reporting is currently unavailable. Work to resolve
these issues is ongoing.

Outbreak Management

Arrangements remain in place to support staff safety across all NWAS workplaces. Safety stations,
including surgical masks, wipes and alcohol gel, are available at entrances to all sites. Staff are
reminded of the importance of regular hand hygiene and workstation cleaning. Compliance is
monitored through routine IPC audits.

The IPC Team works closely with UKHSA and local councils to manage outbreaks in external care
settings, including residential and nursing homes. Notifications are received via the IPC inbox and
shared with the Address Base Team and PTS managers, who apply address alerts for crews
attending affected locations. Alerts are reviewed regularly and removed once outbreaks are
closed.

In April 2025, one confirmed norovirus outbreak occurred within the organisation, affecting four
staff members. This was managed through timely advice, operational liaison and proportionate
control measures.

During December, there was a significant increase in respiratory infections, particularly influenza,
resulting inincreased hospital admissions and ward-based outbreaks. Inresponse, some acute
trusts introduced mandatory mask-wearing in emergency and assessment areas. Where
implemented, this information was cascaded to crews attending those locations.

8. | FACEFIT TESTING (Current Fit Testing Compliance is 91% for Operational staff — March 2026)

The Trust maintains a dedicated Respiratory Protective Equipment (RPE) fit testing team,
operating across Cumbria & Lancashire, Cheshire & Merseyside, and Greater Manchester. The
team supports compliance by delivering fit testing, providing advice on appropriate RPE selection,
and advising on retesting requirements.

Fit testing compliance is centrally recorded on MyESR, providing Trust-wide oversight of staff
compliance and mask type compatibility. Frontline staff are required to undertake fit testing every
two years, or sooner where significant facial changes occur.

Compliance data is reviewed at the IPC Working Group, chaired by the Assistant Director of
Nursing and Quality / DIPC. The RPE team works closely with Operations to target areas with lower
compliance and prioritise staff.

As of 15 December 2025, Trust-wide fit testing compliance stands at 89.9%, representing the
highest level achieved since the programme commenced.

To support timely re-testing, staff are contacted when tests are due to expire. IPC Practitioners
and the Clinical Education Practitioner (CEP) team are also trained as fit testers and support new
starters, transferees and PTS staff during induction.
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Cumbria & Lancashire 93.5% compliance
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Cheshire & Merseyside 94.9% compliance
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9. | RESPIRATORY HOODS
The Trust continues to issue powered respiratory hoods as personal issue RPE to all operational
patient-facing staff. The equipment used is the Sundstrém SR520 Hood with SR700 Fan Unit.
Operational compliance audits are undertaken three times per year by Senior Paramedics during
clinical contact shifts. Audits confirm whether staff are fit-tested or carrying their hood where
required.
Although fit testing is not required for powered hoods, staff receive training on safe use and
maintenance. The IPC Team continues to work to ensure servicing compliance and adherence to
COSHH legislation.
10. | STAFF FLU CAMPAIGN
The IPC Team led the annual flu vaccination campaign for 2025/26. Planning commenced in April
following evaluation of the previous campaign. Low-uptake cohorts were identified in partnership
with HR, particularly BAME staff and younger staff, and targeted engagement plans were
implemented.
The staff flu vaccinating commenced on the 1 October 2025 and flu vaccines are to be offered until
the 31 March 2026. NHS England set all healthcare organisations a target of a 5% increase in flu
vaccination uptake amongst frontline healthcare staff which is a significant challenge. Trusts are
also being asked to try to complete their flu campaign by the end of November so that staff are
protected for the Christmas period.
Over 120 vaccinators were trained ahead of vaccine delivery. Flu vaccination commenced on 1
October 2025 and will continue until 31 March 2026. By 30 November, 3,313 vaccinations had been
administered. 2,806 staff declined the vaccination. Uptake stands at 40% of all staff and 43% of
frontline staff.
An evaluation session has been planned for March 2026 to identify any areas for improvement for
the forthcoming campaign.
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11.

NEW BUILDS AND REFURBISHMENT

The IPC team work closely with facilities management and estates to ensure that any new build or
refurbishments are compliant with IPC standards. The Head of Estates and the Head of Facilities
Management are both key members of the IPC Oversight Group to ensure there is assurance
provided around premises cleanliness and building work at the meeting.

12.

COMMUNICATIONS

The IPCT continue to work closely with the communications team to try and ensure effective
messaging for staff should any updated guidance be published and to improve access for staff to
IPC resources on the Green Room. The team are also working with the Safecheck team to get up to
date IPC information on the Hubara boards available on all stations.

13.

TRAINING

The IPC Team continues to work closely with the Mandatory Training Team to ensure all clinical
staff complete the required IPC training. Learning themes identified through DCIQ incidents are
fed back into training content to strengthen staff awareness and promote safer practice.

IPC also delivers an IPC presentation as part of the corporate induction programme for all new
starters. This training is aligned to the UK Core Skills Training Framework (CSTF) at Level 1 and
Level 2, ensuring consistency with national standards from the outset.

Over the last six months, training and communications have focused on reducing preventable risks,
including sharps injuries, exposure to high-consequence infectious diseases, and the correct
selection and use of PPE in different clinical scenarios. There has also been targeted IPC input to
support changes in clinical waste management, with guidance provided on safe bag handling and
securing waste correctly to maintain compliance and reduce audit failures.

14.

IPC GUARDIANS

The IPC Guardians network continues to provide a vital link between the IPC Team and staff across
the organisation. Guardians act as local IPC champions, supporting good practice, reinforcing key
messages and raising concerns within their teams.

The network includes both frontline operational staff and colleagues within corporate and support
services, helping to identify issues early and promote consistent IPC standards across all areas.
Guardians are supported through a monthly IPC Guardians bulletin, which shares updates on
current risks, learning from incidents and outbreaks, and reminders of key IPC priorities.

Guardians also have access to a dedicated IPC report form, allowing them to raise concerns,
request support and highlight issues requiring review by the IPC Team

15.

EQUALITY/ SUSTAINABILITY IMPACTS

There are no equality or sustainability impacts.

16.

ACTION REQUIRED
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The Board of Directors is asked to:

e Note the content of the report.

e Notethe assurances it provides.

¢ Note the arrangements for ongoing monitoring via the IPC BAF.
e Note the key risks and mitigations.
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1. Systems to manage and monitor the prevention and control of infection. These systems use risk

and consider the

of service users and any risks their environment and other users may pose to them

or board systems and process should be in place to ensure that:

1.1 There is a governance structure, which as a DIPC (Assistant Director of Quality and
minimum should include an IPC committee or [Nursing), bi-monthly IP Oversight Group
equivalent, including a Director of Infection  |reporting to Clinical & Quality Group, IPC
Prevention and Control (DIPC) and an IPC Specialist Lead in post,IPC practitioners, IPC
lead, ensuring roles and responsibilities are  |policy reviewed and updated in line with
clearly defined with clear lines of national guidance, functioning IPCT. Annual IPC

to the IPC team. report presented to and approved by Board.
IPC task & finish groups developed from gaps
in assurance report to IPC Oversight Group.

12 There is monitoring and reporting of Staff infections reported through OH.
infections with appropriate governance Outbreaks reported to IPCT (various sources -
structures to mitigate the risk of infection |Carlisle Support centre/direct from
transmission. iR reports). IPCT ible for

managing outbreaks and reporting, as required,
to NHSE. Safety stations remain in place at
entrance to all buildings. Work with partners if
any patient infections as part of a PIR. OH &
UKHSA providing reports to bi-monthly IPC
Oversight Group.

13 That there is a culture that promotes incident |Incident reporting widely promoted at NWAS.
reporting, including near misses, while IPC incidents form part of area assurance
focusing on improving systemic failures and  |reports that are presented at IPC Oversight
encouraging safe working practices, that is, Group. Key themes analysed by IPCT and any
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. Lessons
learned from incidents incorporated into IPC
training and comms bulletins. Some joint audits
being completed now with H+S. Developing
links with patient safety with respect to IPC &
PSIRF. IPC have regular slot to present key
themes at RCLIG meeting.

1.4 They implement, monitor, and report IPC station completed 12 monthly by Unable to provide complete assurance  |Audits continue to take place

1.6

adherence to the NIPCM.

Systems and resources are available to
i and monitor I with

practitioners to capture adherence to NIPCM.
Target of 10 vehicle audits per month per area.
Ops managers carry out monthly audits. HH
and clinical practice monitored on contact
shifts. Deep Clean Audits completed with
private provider. IPCT attend Quality Assurance
Visits. All audits inputted onto safecheck &
presented on dashboard. Link to NWAS policies
& procedures are included in IPC manual.

IPC station completed 12 monthly by

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

to capture to NIPCM.
Target of 10 vehicle audits per month per area.
Ops managers carry out monthly audits. HH
and clinical practice monitored on contact
shifts. All audits inputted onto safecheck &

P on . Link to NWAS policies
& procedures are included in IPC manual. Face
Fit Testers ensure compliance with health &
safety executive for face fit testing. Assurance

p by areas at the IPC Oversight Group.

due to data anomalies within the
Safecheck/Power Bl systems. Scoring as
212 on the risk register. Update on
progress on fixing the issue due at end
of January 2026

Unable to provide complete assurance
due to data anomalies within the
Safecheck/Power Bl systems. Scoring as
a 12 on the risk register. Update on
progress on fixing the issue due at end
of January 2026

and any issues directly escated
to Ops staff

Audits continue to take place
and any issues directly escated
to Ops staff

2. Partially compliant

2. Partially compliant

1. Systems are in place to manage and monitor the prevention and control of infection. These
systems use risk and consider the ibility of service users and any risks posed

by their environment and other service users

1. Non-compliant  D2. Partially compliant @3 Compliant




[All 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 IPC
induction. All clinical staff require annual IPC
training, non-clinical staff have bi-annual
training. IPCT are also available to provide ad-
hoc training as required.

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

The IPCT has its own Trust intranet/public
facing webpage where staff can access
information, policies, leaflets, hand

posters, and other helpful
resources.

1.8

There is support i clinical areas to undertake
a local dynamic risk assessment based on the
hierarchy of controls to prevent/reduce or
control infection transmission and provide

Staff can contact IPC during office hours via
email, teams or mobile numbers. Outside of
these hours staff can contact their managers/
operational managers for IPC support. ONcall
tactical advisors are also available to provide

(primary care, ity care
and ient settings, acute inpatient areas,
and primary and ity care dental

necessary IPC guidance. ICC have access to A-Z
of i diseases which has recently

settings|

been updated in line with national guidance.
Advacnced paramedics are contactable out of
hours for advice. Policies, procedures and
guidance are on the Green Room page which
all trust staff have access to.

2. Provide and mail

in a clean and appropriate environment in managed premises tl

il the

and control of i

System and process are in place to ensure that:

2.1

There is evidence of compliance with National

cleanliness standards including monitoring
and mitigations (excludes some settings e.g.
ambulance, primary care/dental unless part
of the NHS standard contract these setting
will have locally agreed processes in place).

There are clear guidelines to identify roles
and responsibilities for maintaining a clean
environment (including patient care
equipment) in line with the national
cleanliness standards.

National Standards of cleanliness published in
Feb 25..Section specific to ambulance service.
Cleanliness is monitored and audited with
locally agreed protocols and via IPC audits.
NWAS have a cleaning contractor who is
monitored by the facilities manager. Audits are
carried out by the contractor, NWAS staff and

Trust compliant with most of the
standards for premises- need to display

Charter in process of being
printed and placed at all

a 'Ce i toCl i charter in
all Trust premises - due for completion
Feb 2026. IPC Specialist Lead working
with Fleet Logistics Manager to ensure
vehicle cleaning is also in line with the

IPC team for of dards on
stations. IPC are involved in any contract
tenders related to station/vehicle cleaning.

Policies and procedures are in place to inform
staff of responsibilities in relation to cleaning
and decontamination. National and being
applied to NWAS.Reusable equipment is
cleaned after patient use Vehicle audits
provide evidence of cleaning - these are
reported though the IPC SC. IPC do
unannounced audits on the 6 weeekly deep
clean of vehicles completed by a private
provider.

Difficulty completing required number of
audits after deep clean due to
operational demands. In process of
\working with private provider to
complete joint audits post deep clean.

premi will be by
31.1.26

Fit Testers trained to complete
audits - have more opportunity
to complete audits as based on
stations daily

2. Partially compliant

2. Partially compliant

preventative maintenance for buildings and
care environments and IPC involvement in the

2.4 There is monitoring and reporting of water Water Safety Group meets every 6 months and
and ventilation safety, this must include a  |provides assurance to the health,safety and
'water and ventilation safety group and plan. |security sub committee via the Estates, Fleet +
2.4.1 Ventilation systems are appropriate and |Facilities health, safety and
evidence of regular ilati in |security i ialtion testing is
compliance with the regulations set out in carried ut in line with national guidance. The
HTM . Water Safety Group receives reports of
2.4.2 Water safety plans are in place for anomolies of any water testing carried out at
addressing all actions highlighted from water [NWAS sites completed by the contractor.
safety risk assessments in compliance with  |Policies and procedures are in place in relation
the regulations set out in HTM:04-01. to water safety and ventilation systems.

2.5 There is evidence of a programme of planned |IPCT are involved from the planning stage of

new builds and refurbishments. IPCT are
invited to meetings and site walkabouts

the period and IPC

new builds or i to
ensure the estate is fit for purpose in have to sign off works prior to staff working
with the ions set  |from the premises.

out in HBN:00-09

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

@1 Non-compliant D2 Partially compliant B3 Compliant




The storage, supply and provision of linen and
laundry are appropriate for the level and type
of care delivered and compliant with the

set out in HTM:01-04 and

the NIPCM.

Minimal linen is stored on vehicles, used linen
is disposed of at hospital sites when conveying
a patient. Linen which is on the vehicle at the
time of service/ scheduled deep clean is
removed, bagged and put into carts to be
disposed of by local agreement at a local trust.
Linen policy has been reviewed.

3. Ensure

monitoring of decontamination processes for
reusable devices/surgical instruments as set
out in HTM:01-01, HTM:01-05, and HTM:01-
06.

2.7 The classification, segregation, storage etc of |Policies and procedures are in place in line with
healthcare waste is consistent with national guidance. Waste management
HTM:07:01 which contains the regulatory loverseen by facilities. IPC monitor compliance
waste management guidance for all health  |through audit. Correct waste disposal is
and care settings (NHS and non-NHS) in included in all teaching sesssions and resources
England and Wales including waste are also available on the Green Room.Waste

i i ion, storage, carried out by a private contractor.
transport, treatment, and disposal. Waste contract recentlly been up for tender
(October 2025) - IPC involved in tender
proce:
2.3 There is evidence of compliance and All reusable equipment is decontaminated

between use. Any surgical instruments are
single use. Decontamination certificates are
used when equipment sent for
servicing/repair.

to optimise service user outcomes and to reduce the risk of adverse events and antimicrobial resistance

Systems and process are in place to ensure that:

3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of
adverse events and antimicrobial resistance




4. Provide suitable accurate

@1. Non-compliant 012, Partially compliant 3. Compliant

and any person concerned with providing further support, care or treatment nursing/medical in a timely fashion

Systems and are in place to ensure that:

4.1

Information is developed with local service-
user representative organisations, which
should recognise and reflect local population
demographics, diversity, inclusion, and health
and care needs.

Service user input for the trust is obtained
from the engagement team. All information
which is in the public domain on the Trust
\website/ available to the public is checked by
[comms. Staff have access to language line to
promote communication with patients.
Information about minimising risk of infection
for patients (PPE etc) is available on vehicles.
Engaged with religious partners via EDI team
with respect to PPE/RPE. Representative from
UKHSA attends IPC Oversight Group to present
local demographic reports for infectious
diseases. Patient representative working with
IPCT on Improvement academy project

4.2

Information is appropriate to the target
audience, remains accurate and up to date, is
provided in a timely manner and is easily
accessible in a range of formats (eg digital and
paper) and platforms, taking account of the

Service user input for the trust is obtained
from the engagement team. All information
which is in the public domain on the Trust
\website/ available to the public will be checked
by comms. Staff have access to language line to

needs of the pati vice

user/care giver

promote ication with patients.
ion about minimising risk of infection.

Posters displayed if outbreak on any site to
inform visitors for patients (PPE etc) is
available on vehicles. Safety stations remain in
place at all Trust premises where staff have
access to hand gel and face masks as required.

The provision of information includes and
supports general principles on the prevention
and control of infection and antimicrobial
resistance, setting out expectations and key
aspects of the registered provider’s policies
on IPC and AMR.

All information which is on Trust website is
reviewed reguarly and updated in line with
local and national guidelines. Information is
available digitally.

4.4

Roles and responsibilities of specific
individuals, carers, visitors, and advocates
when attending with or visiting
patients/service users in care settings, are
clearly outlined to support good standards of
IPC and AMR and include:

+hand hygiene, respiratory hygiene, PPE
(mask use if applicable)

Patients and escorts will be asked to wear a
mask if it has been risk assessed it is
appropriate to do so by the crew or if
local/national guidance states so. Outbreak
management is undertaken by the IPC team in
liaison with ops managers, risk assessments to
be carried out to identify necessary actions and
implement mitigations - information to be

i to relevant staff within NWAS.

+Supporting patients/service users’

and involvement in the safe provision of care
in relation to IPC (eg cleanliness)
+Explanations of infections such as
incident/outbreak management and action
taken to prevent recurrence.

*Provide published materials from

vaccination programme is co ordianted by
occupational health. Flu Vaccinations offered
to staff - other necessary vaccinations provided
by OH. Hand hygiene wipes available on
vehicles. New national guidance on emerging
infectious diseases cascaded to staff via

I/local public health igns (eg
AMR awareness/vaccination
and respii y

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
infections.

different ications channels. Patients
utilising PTS will be risk assessed for any
infection on booking transport

4. Provide suitable accurate information on infections to patients/service users, visitors/carers
and any person concerned with providing further support, care or treatment in a timely fashion.

@1 Non-compliant 012 Partially compliant B3, Compliant




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.

5.1

[All patients/individuals are promptly assessed
for infection and/or colonisation risk on
arrival/transfer at the care area. Those who
have, or are at risk of developing, an infection
receive timely and appropriate treatment to
reduce the risk of infection transmission.

Systems and processes are in place to ensure that patient placement decisions are in line with the NIPCM:

NWAS do not have any inpatient areas. Staff
are aware of IPC measures to put in place to
reduce the risk of picking up an infection from
a patient. Crews will alert receiving ED/ID unit
to ensure patient is placed in an approriate
facility to minimise risk of onward
transmission.

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.

Patients’ infectious status should be

reviewed their
stay/period of care. This assessment should
influence placement decisions in accordance
with clinical/care need(s). If required, the
patient is placed /isolated or cohorted
accordingly whilst awaiting test results and
documented in the patient’s notes. The
Isolation prioritisation tool is available to
assist in patient placement and ongoing
isolation decisions.

Crews will identify if patient potentially has
infection and will pass this information on to
receiving care facility to ensure patient is cared
for in an environment that minimisies risk of
onward transmission of infection. Vehicles are
cleaned after use as per policy.

5.3

The infection status of the patient is
communicated prior to transfer to the
receiving organisation, department, or
transferring services ensuring correct

Crews will inform receiving department if
infectious status known & will be documented
on PRF.

5.4

Signage is displayed prior to and on entry to
all health and care settings instructing
patients with respiratory symptoms to inform
receiving reception staff, immediately on their
arrival.

NWAS do not have any settings where patients
are in-situ. Safety stations (masks, wipes &
alcohol hand gel) remain in place at the
entrance to all buidings.

5.5

Two or more infection cases (or a single case
of serious infection) linked by time, place, and
person triggers an incident/outbreak
investigation and this must be reported via
governance reporting structures.

NWAS outbreak policy identifes 2 or more staff
will trigger an outbreak - these are reported
externally to NHSE. Outbreaks are investigated
by the IPCT and managers, extra IPC measures
are implemented in the setting. Outbreaks are
reported monthly to TMC and also to IPC
Oversight group. Safety stations remain in
place at entrance to all NWAS premises.
managers are aware to inform IPCT of any
suspected outbreaks amongst staff.

1. Non-compliant  D32. Partially compliant @3 Compliant

6.Systems are in place to ensure that all care workers (including contractors and volunteers) are aware of and discharge their responsibilities in the process of preventing and controlling infection

Systems and processes are in place to ensure:

[All training reviewed annually and updated
and is in line with the National IPCM. Staff
responsibilities documented in the IPC policy.
Any new national guidance in incorporated into
training packages.

6.1 Induction and mandatory training on IPC
includes the key criteria (SICPs/TBPs) for
preventing and controlling infection within
the context of the care setting.

6.2  The workforce is competent in IPC

with roles and

6. Systems are in place to ensure that all care workers (including contractors and volunteers) are
aware of and discharge their responsibilities in the process of preventing and controlling
infection

Training needs analysis completed by the

Department to ensure staff receive
appropriate training for their role. Staff
responsibilities documented in the IPC policy.

Pl N



6.3

Monitoring compliance and update IPC
training programs as required.

IPC training programmes are reviewed
regularly and are updated with any changes in
national guidance. Compliance with Mandatory
Training is monitored closely by the Education
Department. IPC monitor MT compliance as
part of assurance reports presented at IPC

Oversight group.
6.4 All identified staff are trained in the selection |All covered in mandatory training. Resources
and use of personal protective equipment /  |also available on the Green Room - this
pil y i il (PPE/RPE) |includes flow charts and videos showing staff
appropriate for their place of work including  [how to correctly don + Doff PPE. Training
how to safely put on and remove (donning videos on use of RPE and all new starters on
and doffing) PPE and RPE. their induction are shown how to use the
equipment correctly.
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 2. Partially compliant
Health and Safety Executive i and Q itative fit testing method [per manufactureres guidance. that powered motor units are
that a record is kept. being used within NWAS in line with health & being serviced as per
safety executive guidance. All staff are also manufacturers
provided with a respiratory powered hood on recommendations service
commencing with NWAS. Training is delivered intervals have been amended
on how to use the hood correctly. Fit testing and list of serviced motor units
recorded centrally on ESR. Fit testers have now is available from oxylitre. Reliant
been in post since September 2023 & overall fit on staff to make motor units
testing compliance is at 90.5% for operational available for servicing to take
staffin the Trust place
6.6 If clinical staff undertake procedures that NWAS staff are trained in aseptic technique No further aseptic technique Included in IPC annual workplan 2. Partially compliant

require additional clinical skills, for example,
medical device insertion, there is evidence
staff are trained to an agreed standard and
the staff member has completed a
competency assessment which is recorded in
their records before being allowed to

the procedures i

and medical device insertion whilst in training |competency checking completed.
at University. Staff are monitored for clinical
competencies during contact shifts. Policies in
place to support aseptice technique.

to roll out ANTT training.
Resources have been developed
and to discuss with ops staff as
to how this can be delivered
effectively.

7. Provide or secure adequate isolation precautions and

facilities

Systems and

are in place in line with the NIPC

Vi to ensure that:

7.1

Patients that are known or suspected to be
infectious as per criterion 5 are individually
clinically risk assessed for infectious status
when entering a care facility. The result of
individual clinical assessments should
determine patient placement decisions and
the required IPC precautions. Clinical care
should not be delayed based on infectious
status.

Staff are trained in line with the national IPC
manual and will wear appropriate PPE/put in
place IPC measures. PTS also risk assess
patients when booking which will determine
how they are transported. PPE available for
both staff and patients on vehicles.

7.2

Isolation facilities are prioritised, depending
on the known or suspected infectious agent
and all decisions made are clearly
documented in the patient’s notes. Patients
can be cohorted together if:

esingle rooms are in short supply and if there
are two or more patients with the same
confirmed infection.

ethere are situations of service pressure, for
example, winter, and patients may have
different or multiple infections. In these

a prep: plan must be in
place ensuring that organisation/board level
assurance on IPC systems and processes are in
place to mitigate risk.

[ Transmission based precautions (TBPs) in
conjunction with SICPs are applied and
monitored and there is clear signage where
isolation is in progress, outlining the
precautions required.

Staff are trained in line with the national IPC
manual and will wear appropriate PPE/put in
place IPC measures. PTS also risk assess

patients when booking . Signage N/A.

B1.Non-compliant D2, Partially compliant ~ @3. Compliant

7. Provide or secure adequate isolation precautions and facilities




Infectious patients should only be transferred
if clinically necessary. The receiving area
(ward, hospital, care home etc.) must be
made aware of the required precautions.

8.Provide

secure and adequate access to laborator

support as

Systems and to ensure that pathogen-specific guidance and testing in line with UKHSA are in place:

8.1

/ ice user testing for infectious
agents is undertaken by competent and
trained individuals and meet the standards
required within a nationally recognised

system.

8.2

Early identification and reporting of the
infectious agent using the relevant test is
required with reporting structures in place to
escalate the result if necessary.

8.3

Protocols/service contracts for testing and
reporting laboratory/pathology results,
including turnaround times, should be in
place. These should be agreed and monitored
with relevant service users as part of contract
monitoring and laboratory accreditation
systems.

Patient/service user testing on admission,
transfer, and discharge should be in line with
national guidance, local protocols and results
should be communicated to the relevant

Patients/service users who develops symptom
of infection are tested / retested at the point
symptoms arise and in line with national
guidance and local protocols.

There should be protocols agreed between
laboratory services and the service user
organisations for laboratory support during
outbreak investigation and management of
known/ emerging/novel and high-risk
pathogens.

There should be protocols agreed between
laboratory services and service user
organisations for the transportation of
specimens including routine/ novel/
emerging/high risk pathogens. This protocol
should be regularly tested to ensure

compliance.

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 ensure |Training provided to all staff in line with the
that guidance for the management of specific |national IPC manual. IPC resources are
infectious agents is followed (as per UKHSA, available on the Trust intranet site. Staff can
NIPCM including the NHSE A to Z pathogens_ [readily contact IPC for advice via phone, email
list). or microsoft teams. Policies are in place and
Policies and procedures are in place forthe  [accessible on the intranet site. Safety stations
identification of and management of remain in place at all sites, signage and the
outbreaks/incidence of infection. This implementation of IPC measures available in
includes monitoring, recording, escalation and |event of an outbreak. Spcific outbreak policy in
reporting of an outbreak/incident by the place. Outbreak reporting to NHSE is in place

i provider. The SICPs monitoring tool |as required and all outbreaks are internally

can be applied to aid this process. monitored by the IPCT and reported to the IPC
Oversight group. Communcations sent out via
bulletins to inform staff of any local outbreaks.

10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection

Systems and processes are in place to ensure that any risk(s) are for y This includes access to an health or an lice to ensure:

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

8. Provide secure and adequate access to y/diagnostic support as appropri

@1 Non-compliant 02 Partially compliant @3. Compliant

9. Have and adhere to policies designed for the individual’s care and provider organisations that will
help to prevent and control infections

0

®1. Non-compliant  O12. Partially compliant  @3. Compliant




Staff who may be at high risk of complications
from infection (including pregnancy) have an
individual risk assessment.

Staff are referred to OH and are also risk
assessed by their line mananger to ensure are
not put at risk in the workplace. Risk

assessment in place for staff who are pregnant.

Managers responsibility to complete risk
assessments. Alternative duties available for
staff at risk

10.2 Staff who have had an occupational exposure |Staff are referred to OH and are also risk
are referred promptly to the relevant agency, |assessed by their line mananger to ensure are
for example, GP, occupational health, or not put at risk in the workplace. Risk
accident and and in place for staff who are pregnant.
immediate actions, for example, first aid, Managers responsibility to complete risk
following an occupational exposure including |assessments. Alternative duties available for
process for reporting. staff at risk

10.3 Staff have had the required health checks, This is completed by OH pre employment and

immunisations and clearance undertaken by a
competent advisor (including those

as necessary dependant on risk assessment.
GP's also provide some vaccinations.

exposure prone
(EPPS).

are recorded on RAVS. IPC liaised
closely with new OH provider to ensure have
an up to date record of vaccinations.
Discussions held over whooping cough and
measles vaccine in light of national outbreak &
agreement made in terms of priority group for
NWAS staff.

10. Have a system in place to manage the ional health needs and obligations of staff in

relation to infection

@1 Non-compliant 012 Partially compliant B3, Compliant
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PRESENTED BY Dan Ainsworth, Director of Operations

PURPOSE Assurance
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ACTION REQUIRED The Board of Directors is asked to:

e Be assured that the submission to the ICB and NHS England
was on time, accepted, and shown as substantially compliant

with the Core Standards.
e Be advised that the process for assurance for 2026 is
underway.
e Review how information regarding EPRR is provided to the
Board (Core Standard 3).
e Review options for BC audit (Core Standard 51).
EXECUTIVE SUMMARY The NHS needs to be able to plan for and respond to a wide range of

incidents and emergencies which could affect health or patient care.
These could be anything from adverse weather conditions, an
infectious disease outbreak, a major transport accident, a cyber-
security incident or a terrorist act. This is underpinned by legislation
contained in the Civil Contingencies Act 2004, the NHS Act 2006 and
the Health and Care Act 2022.

The NHS England Annual Assurance Core Standard 3 states that ' 7The
Chief Executive Officer ensures that the Accountable Emergency
Officer discharges their responsibilities to provide EPRR reports to
the Board, no less than annually.

The organisation publicly states its readiness and preparedness
activities in annual reports within the organisation’s own regulatory
reporting requirements’

DELIVERING THE RIGHT CARE,

Page 10f11 AT THE RIGHT TIME,
IN THE RIGHT PLACE;

EVERY TIME.



PREVIOUSLY
CONSIDERED BY

Page 2 of 11

This report sets out the background to the self-assessment process,
previous and current positions with rationale and actions, and a
description of the plans NHS England have to refresh the process
going forward.

ASSURE

NWAS submitted substantially compliant in both the Core and
Interoperability Standards. This was accepted by the ICB and NHS
England. This is consistent with the other trusts in the Northern
Ambulance Alliance.

ADVISE

Plans are in place to address most of the standards currently at
‘partial’ and keep the remaining standards in 'full’ compliance with
improvement in quality. These are being done in conjunction with the
DSPT and MIAA outstanding actions to ensure a holistic approach.

Quality and Performance Committee

Date Monday, 23 February 2026

Outcome Noted

DELIVERING THE RIGHT CARE,
AT THE RIGHT TIME,

IN THE RIGHT PLACE;

EVERY TIME.



1. BACKGROUND

The NHS needs to be able to plan for and respond to a wide range of incidents and emergencies
which could affect health or patient care. These could be anything from adverse weather
conditions, an infectious disease outbreak, a major transport accident, a cyber-security incident
or a terrorist act. This is underpinned by legislation contained in the Civil Contingencies Act 2004,
the NHS Act 2006 and the Health and Care Act 2022.

The NHS England Annual Assurance Core Standard 3 states that:
'The Chief Executive Officer ensures that the Accountable Emergency Officer discharges their
responsibilities to provide EPRR reports to the Board, no less than annually.

The organisation publicly states its readiness and preparedness activities in annual reports within
the organisation’s own regulatory reporting requirements’

The NHS Core Standards for EPRR (the ‘Core Standards’) are the basis for the assurance process
and are the minimum requirements commissioners and providers of NHS-funded services must
meet. They are based on robust delivery of duties under the Civil Contingencies Act (2004).

The NHS Core Standards cover 10 core domains applicable to all NHS services. PTS and NHS 111
are subsets of the Ambulance Provider standard list, NWAS have agreement from NHS England
that they do not have to be submitted separately.

The NHS Core Standards for EPRR cover 10 core domains:

e Governance e Response

e Dutytorisk assess e Warning and informing

e Duty to maintain plans e Cooperation

¢ Command and control e Business continuity

e Training and exercising e Hazmat and Chemical Biological

Radiological Nuclear (CBRN)

NHS Ambulance Services also report on Interoperable Capabilities. This is assessed and scored
but is not included in the overall score for the Service.

The Interoperable Capabilities section contains:

. Hazardous area response teams (HART)

. Special operations response teams (SORT)

. Mass casualty vehicles (MCV)

. Command and control (C2)

. Implementation of the joint emergency services interoperability principles (JESIP)

As part of the self-assessment NHS England define an area for a ‘Deep Dive ‘to be performed. The
deep dive does not contribute to the overall organisational EPRR assurance rating. There was no
requirement to undertake a deep dive in the 2025 submission. The 2024 EPRR annual deep dive
focused on cyber resilience.

The submission process with the providers, ICB and NHS England is shown in appendix 1.
Definitions for compliance levels are in appendix 2. Submission details are shown in appendix 3.

DELIVERING THE RIGHT CARE,

Page 3 of11 AT THE RIGHT TIME,
IN THE RIGHT PLACE;

EVERY TIME.



The Trust position is reported quarterly into EPRR Group, annually to the Board as per Core
Standard 3.

This table (1) shows the position in 2024 and 2025.

Table 1 - NWAS core standards submission 2024 and 2025

Focus 2024 2025

Amb.ulance 90% Substéntlally 93% Subst:?\ntlally

provider compliant compliant

Interoperability | 94% Substa'mtlally 90% Substzfmtlally
compliant compliant

The outcomes have been presented to all ICBs, submission to the commissioning area LHRP was
presented by our Executive Director of Operations. Lancashire and South Cumbria ICB have
presented to NHS England and received no challenges for NWAS.

The EPRR teams in the Northern Ambulance Alliance meet approximately quarterly to discuss
elements of the Core Standards. The ICBs are invited to the final meeting so they can gain support
from each other in terms of how to assess ambulance services. Yorkshire Ambulance Service (YAS)
and North East Ambulance Service (NEAS) both submitted 93% and were accepted by the ICBs.
The amount of check and challenge varied across the areas.

2. CORE STANDARDS PROCESS 2026
The EPRR Core Standards will be suppliedin July 2026 are expected to be the same as the previous

3 years. They are currently under national review but have not been provided for consultation or
initial assessment.

NWAS Head of Contingency Planning and ICB Head of EPRR (commissioners) have met to discuss
how to move forward with manageable assessment on an ongoing basis. They will meet once a
quarter to review some of the standards and agree them in batches. This will give time for
amendments or reconsideration of process.

3. EPRR CORE STANDARDS -POINTS OF NOTE

EPRR Core standard 3 requires the AEO to discharge their responsibility to provide EPRR reports
to the Board no less than annually. This was noted by the ICB as having room for improvement in
the 2025 submission. Through public Board minutes, the organisation should publicly state its
readiness and preparedness activities in annual reports within the organisations own regulatory
reporting requirements.

As a minimum they should include an overview on:

e training and exercises undertaken by the organisation

e summary of incidents (BC, critical, major) experienced by the organisation
e lessons identified and learning undertaken from incidents and exercises

e compliance inrelation to the annual assurance process

Itisrequested the EPRR Group and Q&P Committee consider how best to provide this information
to the Board.
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Standard 6 (continuous improvement) has been raised with all the ICB heads of EPRR for
consideration in the LHRPs. There is a lack of consistency in how organisations are sharing the
lessons which makes a regional challenge to provide evidence showing ‘participation within a
regional process for sharing lessons with partner organisations. The Trust also need to consider
how learning is shared internally and who the audience is.

Standard 37 and 38 (LHRP and LRF) — The strategic/executive level meetings are all well attended.
There is currently no process in the trust to collate what is being discussed at each LRF and LHRP
to ensure that attendees and the AEO are clear and up to date.

Resilience Team now sit on the DSPT (standard 49) working group and are looking at how Digital
impacts business continuity and vice versa.

Plans need to be made to audit the Trust BC process (standard 51). Head of Contingency spoke to
NHS England and MIAA regarding this. MIAA said, if used, they would audit the Trust against the BC
policy which should satisfy the requirement for 'an independent business continuity management
auditreport’ but it would not be measured against ISO 22301 or NHS England BC Toolkit audit. NHS
England said it is up to the Trust if it feels comfortable that this is in enough depth to provide
assurance.

Standard 53 (assurance regarding suppliers BC plans) continues to be challenging as the suppliers
provide plans but there is currently no process in place to assure/test them. Procurement are
working to address this.

ICC have recently formed an EPRR Oversight group to manage their approach and align actions
with the requirements of the Core Standards, CQC and other audit tools. It is inits infancy, the TOR
has been agreed, there is representation from across ICC and the Resilience Team.

They are looking at options for tracking testing in one place with the potential to run a dashboard
for assurance. A testing SOP is in draft to set out the process. It is possible that this could be
utilised for wider tracking of testing and outcomes across the Trust to show when plans have been
usedin aresponse to anincident and create feedback as part of the PDSA cycle.

It was noted in the Oversight group that a process for exercises is needed. This willinclude how ICC
commit to exercises and are involved in the planning, how and where it is carried out and the
facilitation process. This will run alongside the exercise SOP held by Resilience, and they will work
in tandem.

4. INTEROPERABILITY CORE STANDARDS —POINTS OF NOTE

Standard C24 requires commanders to complete CPD in line with technical information sheets
(TIS). There currently isn't a TIS for Strategic, NHS ECU are reviewing this as part of their updated
strategy. The process for monitoring the quality of commander portfolios is under review by CARE
(standard C27).

Standard J5 requires a// frontline responders to attain and maintain a basic knowledge and
understanding of JESIP. Standard J13 requires the maintenance of training records which show
90% of operational and control room staff are familiar with JESIP and can construct a METHANE
report. In line with the MIAA audit actions, the Resilience Team are looking at the sources of data
available to show how many of the staff have access to this knowledge through training and
exercises. It is unlikely that every member of staff will have covered JESIP (note the rationale for
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accepted levels of mandatory training attendance) but it is expected be more than those
completing the awareness module on ESR.

5. RISKCONSIDERATION

The Trust's contingency planning arrangements and capabilities assist in providing evidence of
compliance with our duties under the CCA (2004), the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2010 and the NHS England Emergency Preparedness, Resilience and
Response (EPRR) Framework together with other legislation such as the Corporate Manslaughter
and Corporate Homicide Act 2007 and the Human Rights Act 1998.

NWAS Resilience is also a key component of the NHS Ambulance Standard Contract and is
governed by the NHS England & Improvement Emergency Preparedness, Resilience and Response
(EPRR) Core Standards which are revised annually. Non-compliance with the minimum core
standards could lead to a reduction in confidence from NHS England, NWAS Board, stakeholders
and the public. It could also mean that the Trust are not working in a way conducive to effective
planning and response.

6. EQUALITY/ SUSTAINABILITY IMPACTS
None.

7. ACTION REQUIRED

The Board of Directors is asked to:

e Beassured that the submission to the ICB and NHS England was on time, accepted, and
shown as substantially compliant with the Core Standards.

e Beadvised that the process for assurance for 2026 is underway.
e Review how information regarding EPRR is provided to the Board (Core Standard 3).

e Review options for BC audit (Core Standard 51).
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Appendix 1

R By 3 October 2025 By 31 Oct 2025 By 25 Nov 2025 By 14 Nov 2025
e Submission 1CB Review Submissions (LHRP submission) (NHS E submission)
Undertake Self-assessment

JEHTE
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Appendix 2

Compliance for each standard is defined as:

Compliance level Definition

Fully compliant Fully compliant with the core standard.

Mot compliant with the core standard.

Partially compliant The organisation’'s EPRR work programme demonstrates
evidence of progress and an action plan is in place to achieve
full compliance within the next 12 months.

Mot compliant with the core standard.

Non-compliant In line with the organisation's EPRR work programme,
compliance will not be reached within the next 12 months.

Full and partial compliance of a standard does not have a sliding scale, for example if a planiis in
place but has not been tested, or if it was in draft at time of submission, this would be partial
compliance.

Organisational rating is defined as follows:

Organisational rating Criteria

The organisation is fully compliant against 100% of the
relevant NHS EPRR Core Standards

The organisation is fully compliant against 89-99% of the
relevant NHS EPRR Core Standards

The organisation is fully compliant against 77-88% of the
relevant NHS EPRR Core Standards

Substantial

Partial

The organisation is fully compliant up to 76% of the
e relevant NHS EPRR Core Standards

It was noted in the LHRP Executive level meetings that large changes in percentage are not
always seenin the label it is given. This means Trusts are keen to have the full detail (percentage,
change, label) provided in reports to give clarity and context.

NHS England require presentation and discussion of the outcomes at a public Board meeting
prior to submission and publication in the annual report within the organisation’s own reporting
requirements. They accept that the submission dates are not always in line with Board meetings
but request the date that it will occur to be noted in the submission paperwork.
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Appendix 3 ICB reporting of NWAS figures 2025

EPRR Core Standards 2025-26 (10 Domains, 58 standards)
Lancashire and
North West Ambulance Service self-assessment South Cumbria

Integrated Care Board

7 | 9 | 20 | 22 | 26 | 3 | 3
-_-------
3 1 24 | 28 | 35

a6 | e
E 25 | 2 | o | w0 | e | e
-

30

31 42 49
e

Partially
e NWAS x 4 52

NWAS self-assessed as "Substantially compliant’, 5 4
NWAS standard overall compliance of 93%

Domains

D1: Governance | D2: Duty to assess risk | D3: Duty to maintain plans | D4: Command & control | DS: Training & exercising
D6: Response| D7: Warning & informing | D8: Cooperation | D9: Business continuity | D10: CBRN [ )
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EPRR Core Standards 2025-26 (Interoperable Capabilities)
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EPRR Core Standards 2025-26 Lancashire and
North West Ambulance Service Overall compliance Eﬂ;:‘;‘ﬁgﬂ?gﬂ

Overall Ratings for 2023/24, 2024/25 & 2025/26

23/24 24/25 25/26

Overall compliance: S S
Percentage compliance: 41% 90% 93%
Standards ‘Fully compliant’ 24 52 54
Standards ‘Partially compliant’: 34 6 4 Overall Compliance Ratings
0 0 0 100%
S: SUBSTANTIAL 89-99%
P: PARTIAL . 77-88%

N: NON-COMPLIANT 76% or less
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North West

Ambulance Service
NHS Trust

DATE Wednesday, 25 March 2026

SUBJECT Learning from Deaths - Summary Report and Dashboard Q2 2025/26

PRESENTED BY Dr Chris Grant — Executive Medical Director

PURPOSE Assurance

NG 7. iIc) @l Quality Strategy

BOARD ASSURANCE EAY! SRO2 L1 | SRO3 L1 | SRO4 L1 | SRO5 U

AL SRos | O |SRo7 | O |SRo8 | O |SRo9 | O [SR10| O
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ACTION REQUIRED The Board of Directors is asked to:

e Support the quarterly dashboard (Appendix A) as the report
to be published on the trust public account as evidence of
the trust’'s engagement with the formal process of Learning
from Deaths.

e Acknowledge the impact of the SJR process in identifying
opportunities for improving care.

e Supportthe disseminationprocess as describedin Section 2

EXECUTIVE SUMMARY The Trustisrequiredto publish onits publicaccounts a quarterly and
then an annual summary of learning.

The Q2 dashboard (Appendix A) describes the opportunities to
learn from deaths. The main concerns raised internally and
externally identified in DatixCloudIQ (DCIQ), were attributed to
problems in Integrated Contact Centres (ICC) and Paramedic
Emergency Services (PES), specifically with call handling and
dispatch errors, equipment malfunction, and care and treatment.
Of the concerns closed, there were no incidents where causal
factors were identified by the investigator.

The peer review process now encompasses ICCs and the trust is
fully compliant with the national framework. The key areas for
improvement in this quarter were focused on call taking — both
within ICC and clinical delivery. Individual errors in call taking were
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seen, butin small numbers so no significant themes were found.
The quality of patient records has dropped this quarter, with 44%
receiving a "poor” or “very poor” rating, compared to 33% in the
previous quarter. Only one case received a “good” rating for
documentation. This element of the SJR review process continues
to be highlighted in all reports and with senior clinical colleagues as
an area for improvement.

The panel continues to welcome observers to help raise awareness
of the process and embed learning from the peer reviews. In Q2,
the panel welcomed 14 observers from all areas of the trust.

Under-reported figures, due to changes in module search criteria
occurred in this reporting period. A solution has been
implemented, ensuring that deaths in care are now reliably flagged
tothe Learning from Deaths team. Early Q3 data appears accurate,
and a contingency extraction method is available to identify any
miscoded cases. Continued monitoring of this change will continue
into Q4 before full assurance is expected.

Close liaison with clinical panel members has continued, ensuring
panels remain quorate and appropriately composed to facilitate
comprehensive case review and moderation. All cases within scope
for this quarter have been successfully reviewed and moderated.

PREVIOUSLY Quality and Performance Committee
CONSIDERED BY Date Monday, 23 February 2026
Outcome Accepted
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1. BACKGROUND

The purpose of this report is to meet the requirements of the ‘National guidance for Ambulance
Trusts on Learning from Deaths: A framework for NHS ambulance trusts in England on identifying,
reporting, reviewing and learning from deaths in care’ as referenced in the Trust Learning from
Deaths Policy.

Appendix A is a summary dashboard of the Q2 2025/26 Learning from Deaths review, and it is
proposed this document is published on the trust'’s public accounts by 1 April 2026 in accordance
with the national framework and trust policy. The dashboard includes output from moderation
panels held following the structured judgement reviews (SJRs) for Q2. Learning from the panels is
discussed later in this paper.

Learning from deaths is an integral part of informing and developing the safest possible systems
for the delivery of care to our patients. NWAS must identify suboptimal care and support the
identification of areas for improvement. The methodology is available on request from the clinical
audit team at Learning.FromDeaths@nwas.nhs.uk.

2. LEARNING FROMDEATHS COHORT SUMMARY

The number of patients whose deaths were identified as in scope for review was 34 (25
concerns raised in Datix and 9 sampled for SJR).

Deaths raised in DCIQ Discussion

The data regarding DCIQ concerns was last accessed on 02/10/2025. 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:

e 13internal concerns were raised through the Incidents module (Events).
e 11 external concerns were raised through the Patient Experience module
(Feedback).

One concernraised both internally and externally

Internal Concerns

Of the 13 internal concerns, 5 were reviewed and closed. In no case did the
investigation find that the trust had contributed to the patient’s death.

External Concerns

Ofthe 11 external concerns that have beenreported, 7 are stillin 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.
4 concerns have been closed with no causal factors identified.
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Outcomes from concerns raised

The outcomes and actions from outstanding concerns will be reported by the patient safety team
oncetheinvestigationsare complete. The themesidentified fromthe closed concerns can be found
below.

DCIQ Updates

During Q2, issues were identified in the extraction of data relating to deaths from the DCIQ
system. These issues resulted in the reported figures appearing lower than in previous Q2
reporting periods. The discrepancy was linked to recent changes within the DCIQ modules, which
altered the search criteria used to identify relevant cases and affected both the completeness and
reliability of the extraction.

A solution has now been developed collaboratively with the DCIQ team, and the module leads for
both Complaints and Incidents. This solution is designed to ensure that any known deathsin care
are appropriately and reliably flagged to the Learning from Deaths team. Early indications suggest
that the Q3 data appears accurate. In the event that numbers drop unexpectedly, the DCIQ team
is able to run an alternative listing report to identify and “mop up” any cases that may have been
miscoded, thereby ensuring continued accuracy and completeness of reporting.

To help prevent similar issues in the future, a formal change request process has been introduced.
This will improve communication and raise awareness of upcoming developments within specific
modules, allowing for better preparation and impact assessment across affected teams.

SJR Stage 1 Outcomes

Nine 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).

Seven patients received appropriate care or above. The mid-range statement of ‘adequate’
practice is defined as the expected practices and procedures in compliance with guidance. Any
practice identified as beyond expected practice is defined as 'good.’ Any practice identified as not
reaching expected practice is defined as ‘poor.’

Two cases were identified as needing second stage review. The second stage review concluded
that both deaths were not avoidable. The care experienced by these patients in terms of patient
assessment and management plan were below expected levels. As in previous quarters, any
information that would be beneficial to the crew that attended the incident is fed back. This
includes both areas for improvement and examples of good practice identified during case
reviews. Feedback is delivered through the Sector Clinical Leads to ensure they maintain
visibility of incident related learning within their respective sectors. This approach supports
continuous learning, promotes reflective practice, and reinforces positive clinical behaviours
across the workforce.

Duty of Candour is considered in all cases that the panel deem appropriate, particularly with any
cases that have a Stage 2 outcome. The relevant clinical and ICC leads are notified along with the
Patient Safety Learning Team for oversight.
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SJR & Concerns Learning Themes

Detailed learning themes for concerns and SJRs can be found in the dashboard (Appendix A) and
the Infographic (Appendix B). A summary of the themes which identified areas for improvement
includes:

ICC:

e Callnotre-triaged when new symptoms were described
¢ Incorrect coding of call

e Missed allocation of an appropriate vehicle

e Limitedinformationregarding clinical assessment/examination
e Equipment failures reported

e Quality of EPR

e Poor communication with patients and families

Trust:
e Delaysinallocationon category 2 calls whichexceeded expected dispatchtimes. Itis
noted that this is at a similar level to the previous quarter

In this quarter there were also some areas of good practice identified within the SJR review
process. These include:

PES:
e Goodrecognition and escalation of a critically unwell patient
e Patient-centred decisions around frailty, comorbidities, and history

General Areas for Improvement

Additional learning themes were also identified within the reviews that received an ‘Adequate’
rating. Whilst these were not necessarily ‘Poor’ or ‘Good’ themes, they were recurrently seenin
reviews throughout Q2 and demonstrate where additional learning can be found, as well as
highlighting more good practice. These include:

Areas forimprovement:

e EPRtiles not completed when appropriate

e Frailty and pain scores not recorded within observations

e Incomplete observations

e Issues within cardiac arrest documentation (e.g. % oxygen documented, LUCAS
utilisation)

Good practice:

e Clear and detailed worsening advice documented
e Gooddetail regardingrisks associated with patient refusing ED admission
¢ Clinicians using holistic decision making and advocating for patients’ best interests
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OUTCOME OF LEARNING THEMES

A commitment to disseminating and promoting good practice has been made by the clinical
leadership team through the regional and local area learning forums (ALFs) and individual frontline
staff. The Q2 Learning from Deaths infographic (Appendix B) will be shared with the clinical
leadership team.

The opportunities forimprovement identified as general themes from the Datix review and more
specifically from the SJR review will be taken to ALFs.

Observers will be invited to SJR panels from all departments of the trust. We have recently had
observers from ICCs, corporate teams and operational staff, and feedback from observers has
continued to be positive.

Observers have noted that the SJR reviewers showed knowledge and professionalism whilst trying
to recognise good practice and provide constructive criticism. They also noted the importance of
writing a clear and detailed EPR and stated that they would take that into their own practice going
forward. It was also noted that there were rich discussions where everyone was welcome to state
their opinion to ensure we had covered all aspects of the case.

3. RISKCONSIDERATION

There are no riskimplications 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.

4. EQUALITY/ SUSTAINABILITY IMPACTS
No equality or sustainability implications have been raised as a concern from this report

5. ACTIONREQUIRED
The Board of Directors is asked to:

e Support the quarterly dashboard (Appendix A) as the report to be published on the trust
public account as evidence of the trust’'s engagement with the formal process of Learning
from Deaths.

e Acknowledge the impact of the SJR process in identifying opportunities for improving
care.

e Support the dissemination process as described in Section 2
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g from Deaths Dashboard Q2 25/26
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Datix Category Type (Of closed incidents, as determined by the investigator) Q2 25/26 PES: ICC:
Equipment + Delay in allocating available resources - vehicle
Equipment: Clinical * Schiller issue - reading rhythm despite pads not with long ETA allocated, closer vehicles became
being attached available but were not allocated
« Lifepak - issue with being unable to get « Call not triaged correctly for a patient with
capnography readings during ALS (x3) shortness of breath, call therefore was coded
Care & Treatment incorrectly
Care & Treatment * Call not triaged correctly - EMA should have re-
« Potential incorrect grade of staff dispatched triaged when new symptoms were described at
« Patient airway temporarily blocked by dislodged the end of the call
teeth during ALS Trust
* Delay in attending correct destination due to * Category 2 delays: 40mins - 1hr 20 (x5)
difficulties in communication between vehicles
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Problem with patient disposition:

Figure 4

Problem with call taking/response allocation:
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NWAS Learning from Deaths Dashboard Q2 25/26
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Evidence of Poor/Very Poor Practice

Evidence of Poor/Very Poor Practice
Problem with call taking and/or Problem with assessment, investigation or
response allocation: diagnosis - Clinical Delivery: Problem with call taking and/or response _ N
*  Not enough probing by EMA around the Clinician missed the opportunity to upgrade allocation
patients level of consciousness, EMA didn't the call to a category 1 during triage
ask to speak to the patient directly Problem with assessment, investigation or
EMA didn't call the patient back with wait diagnosis - 1

times and specific worsening advice when | poor Quality of EPR (x4)
the line cleared at the end of the call

Table 7

Evidence of Good/Very Good Practice

Evidence of Good/Very Good Practice
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on Management _ 1 * Involvement of those important to the patient, with holistic conversations noted
*  Patient centred decisions around frailty, comorbidities and history

other [N 1 Additional t & plan:
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and plans _ 1 ICC disposition management:
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Good Quality of EPR (x1)

Table 8
Figure 8



All Deaths with Concerns raised in DCIQ (Internal & External)

Q2 25/26
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LEARNING FROM DEATHS

Q2 2025/26 REPORT

DEATHS WITH CONCERNS RAISED IN DATIX

North West
Ambulance Service

Concerns with casual factors

/) Internal Concerns Categories from closed internal

@ No of Incidents @ No of Incidents Closed* |nC|dentS

® Of closed, death likely due to the service provided by the trust

13
n
5
. :

Internal Concerns External Concerns

Equipment: Clinical

Care & Treatment

*None of the closed incidents had causal factors identified
Learning from Parar(nedic): Emergency Service |l Other Learning Opportunities
PES

Problem with treatment & management plan:
¢ Potentialincorrect grade of staff dispatched

Learning over time

e The number of category 2
delays has increased slightly

Learning from ICC:
e Delayin allocating available

¢ Patient airway temporarily blocked by
dislodged teeth during ALS

¢ Delayinattending correct destination due to

difficulties in communication between
vehicles

Equipment:

¢ Schillerissue - reading rhythm despite pads

notbeing attached
¢ Lifepak -issue with being unable to get
capnography readings during ALS (x3)

resources - vehicle with
long ETA sent and closer
resources not re-allocated
Call not triaged correctly for
a patient with shortness of
breath

Call not triaged correctly -
should have re-triaged
when new symptoms were
presented at the end of the

call
¥

since Q1 - 5 delays reported
compared to 2 inthe
previous quarter

There continues to be
reports of equipment
issues

The overall number of datix
incidents fitting the LfD
criteria has dropped in this

T

Structured Judgement Reviews (SJRs)

Patient Demographics

67%Female
89% of the
samplewere
over 65 years
old

33%Male
e Majority of patients
ethnicity recorded as
6 7% White (BrItISh)

33% Not Documented

Incident Demographics

Number of SIR deaths by area

Cumbeia & Greater
Lancashire Manchester

Cheshire &
Pt sy side

Number of SIR deaths by deprivation index
1 = most deprived, 10 - least deprived

2 2
1 1 1 1 | 1
1 2 3 4 (] 7 B

For more information contact: Learning.FromDeaths@nwas.nhs.uk




Structured Judgement Reviews (SJRs)

Deathsin Scope [ Deaths Reviewed J§ SJR Stage 1 Care Assessment

@© Adequate @ Poor

Re-contact within 24hrs Total sample 4 No causal factors identified

‘ 3 N=9

Excluded from review Uncertain poor practice led

Category 3/4 Deaths
toharm

‘ 0 Not moderated =0

Category 1/2 Delays Included for review

[ J 6 n-= 9** July August September
a **77.8% had no causal factors identified

SJR-Themes Stage 2 -Findings Stage 2 -Findings
-5, Problemwith calltaking Problem with call taking and/or Problem with assessment,
: ; and/orresponseallocation response allocation: investigation or diagnosis -
0-..-0 ¢ Not enough probing by EMA Clinical Delivery:
around the patients level of ¢ Clinician missed the

:;‘s’:::::::hpaﬁe“t consciousness, EMA didn't ask opportunity to upgrade the call

D to speak to the patient directly to a category 1 during triage
EMA didn't call the patient

back with wait times and
Problem of any oth . . . .
c;ct’egorr';{ (ngglfity oferEPR) specific worsening advice Poor Quality of EPR (x4)
5 N when the line cleared at the
end of the call

&

SJR GENERAL LEARNING THEMES

Areasforimprovement ‘@ Good Practice < \/

¢ Incomplete observations e Good detail regarding risks associated with
EPR tiles not completed when appropriate patient refusing ED admission

e Frailty and pain scores missing from observations ¢ Clear and detailed worsening advice

¢ Issues with cardiac arrest: no LUCAS available on documented
scene, no APP available to attend scene, no e Crew advocating for patients best interests and
oxygen documented during ALS using holistic decision making

SJRACTIONS SJRIMPROVEMENTS

C o) ¢ Tocontinue to circulate learning points from Learning from

/ Deaths to all staff networks and learning forums

e Tocontinue to work with the PSIRF team to triangulate
learning themes and identify areas forimprovement

e Tocontinue to welcome observers fromall areas of the trust
tothe monthly panels -in Q2 14 colleagues attended and

participatedin discussions

Positive feedback to be given to crew
Learning feedback to be given to crew
Dispatch decisions to be reviewed
Clinical delivery triage call to be audited and fed back
EMA call audit requested and outcome fed back to staff
member




North West

Ambulance Service
NHS Trust

ESCALATION AND ASSURANCE REPORT

Report from the Quality & Performance Committee

r:::;:; Monday, 23 February 2026
e Prof AEsmail (Chair) Non-Executive Director Quorate | Yes
e DrAChambers Non-Executive Director

Members | Ms A Cooper Non-Executive Director

present e MsCTodd Non-Executive Director
e MsAWetton Director of Corporate Affairs
e MrD Ainsworth Director of Operations
e DrCGrant Medical Director

Key escalation and discussion points from the meeting

ALERT:

e The Committee were advised of ongoing technical issues with the SafeCheck system,
affecting the Infection Prevention and Control and Medicines Management reporting,
limiting the ability to provide assurance in those areas.

ADVISE:

e The Q&P Dashboard highlighted:

o Care and treatment remained the most common theme for patient incidents and
the highest overall reported incident

o TheHearand Treat (H&T) rate for January was 18% and See and Treat (S&T) was
26%, equating to a non-conveyance rate of 44%. The Trust was ranked 5th for

H&T and 10th for S&T.

o Category 1long-waits have decreased by approximately 40% compared to
January 2025

o Category 2 long-wait incidents have decreased by 7.6% compared to January
2025

e The Committee received the EPRR Annual Assurance report, noting that the Trust
submission was on time, accepted, and shown as substantially compliant with the Core
Standards.

e The Committee received the comprehensive reports for the following items and noted
their progression for consideration to the Board:

o Bi-Annual Safeguarding Report
o Infection Prevention and Control Report and BAF
o Learning from Deaths Q2 2025/26

DELIVERING THE RIGHT CARE,
INTHE RIGHT TIME.

Page 1 of2 ATTHE RIGHT PLACE:
EVERY TIME.



ASSURE:

The Q&P Committee received the following reports for assurance:

Board Assurance Framework Q3
Complaints Assurance Report Q3 2025/26
CQC Update

Improvement Quarterly Report

Medicines Management Q3 2025/26
Clinical Audit Plan Q3 2025/26

RISKS

Risks discussed:
e Strategic Risks aligned to the Committee SRO1, SR03, SRO6.

New risks identified:
e None identified.

DELIVERING THE RIGHT CARE,

IM THE RIGHT TIME,

Page 2 of 2 ATTHERIGHT PLACE;
EVERY TIME.



North West
Ambulance Service
NHS Trust
REPORT TO THE BOARD OF DIRECTORS
DATE Wednesday, 25 March 2026
SUBJECT Our Strategy and Strategic Plans 2026 - 2031
PRESENTED BY Mike Gibbs, Director of Strategy & Planning
PURPOSE Decision
H\ QORI 7N IAcA A All Strategies
BOARD ASSURANCE SRO1 SR0O2 SRO3 SR04 SRO5
FRAMEWORK (BAF) RS SRO7 SRO8 SRO9 SR10

Compliance/ Quality
: : Cyber Securit People
Risk Appetite Regulatory Outcomes y ity P
Statement
. Financial/ Value . .
(Decision Papers Only) X | Reputation Innovation
for Money

The Board of Directors are asked to:
e Approve the Trust Strategy 2026-2031 and its strategic
direction.
e Approve the four supporting Strategic Plans as the
framework for delivery over the next five years.

ACTION REQUIRED

DELIVERING THE RIGHT CARE,

AT THE RIGHT TIME,

Page 1of7 IN THE RIGHT PLACE;
EVERY TIME.



This paper presents the Trust Strategy 2026-2031 and four
supporting Strategic Plans for Board approval. The strategy
establishes the Trust's long-term direction, priorities and
ambition, supported by aligned plans which set out how each
strategic aim will be delivered.

The strategy and plans have been developed through a
structured programme of work since January 2025,
incorporating engagement with staff, patients, Board
members and system partners.

The key shift from previous approaches is the introduction of a
coherent multi-year planning framework, with clear alignment
between strategy, strategic plans and the annual planning
process. This provides a stronger line of sight from long-term
ambition through to deliverable priorities and assurance.

EXECUTIVE SUMMARY

The supporting Strategic Plans translate each strategic aim
into defined objectives, deliverables and a rolling three-year
roadmap. The Annual Plan 2026-27 represents the first year of
delivery.

Elements of the delivery architecture, including the detailed

measurement framework and enabling plans, will continue to
be refined through established governance processes.

The Board of Directors is asked to approve the Trust Strategy
2026-2031 and the four supporting Strategic Plans.

PREVIOUSLY Trust Management Committee, Resources Committee
CONSIDERED BY
Date 18/03/2026 and 19/03/2026
Outcome Recommended for approval at Board

DELIVERING THE RIGHT CARE,

AT THE RIGHT TIME,

Page 2 of 7 IN THE RIGHT PLACE;
EVERY TIME.



1.1

1.2

1.3

1.4

2.1

2.2

Page 3 of 7

BACKGROUND

The strategy redevelopment programme commenced in January 2025 to
refresh the Trust's strategic direction and supporting plans. The outcome is a
five-year Trust Strategy and four aligned Strategic Plans, supported by a
structured delivery and assurance framework.

The scope of the programme included the review of the existing strategy,
development of revised strategic aims and objectives, and the establishment of
a multi-year planning approach linking strategy to delivery.

Development has been informed by targeted engagement with staff, patients,
Board members and system partners, alongside analysis of organisational
performance, system context and future challenges

Appendix A summarises the structured approach undertaken (diagnose,
design, develop and embed).

OUR STRATEGY 2026 -2031

The Trust Strategy 2026-2031 (Appendix B) sets the long-term direction,
ambition and priorities for the organisation.

The strategy provides a clear framework for decision-making and resource
prioritisation over the next five years, aligned to national policy direction and
system priorities It is structured around four key components:

e Understanding our context - organisational position, system environment,
and strategic challenges

e OQur strategic direction - purpose, values, vision and four strategic aims,
including measures of success

e Core themes - health inequalities, equality, diversity and inclusion, and
improvement, embedded across all aims

e Delivery framework - how the strategy will be implemented, monitored and
assured

Collectively, these components provide a clear line of sight from strategic
ambition through to delivery and assurance.

DELIVERING THE RIGHT CARE,

AT THE
INTHER

RIGHT TIME,
IGHT PLACE;
EVERY TIME.



3. STRATEGIC PLANS

3.1 The four Strategic Plans (Appendices C-F) translate the Trust Strategy into
deliverable priorities and define how each strategic aim will be achieved.

3.2 Each plan aligns directly to one of the four strategic aims:

e (Quality Plan

e People & Culture Plan

e Clinical Response Plan

e Future Sustainability Plan

Collectively, these components provide a clear line of sight from strategic
ambition through to delivery and assurance.

3.3 Each plan sets out strategic objectives, key deliverables and a rolling three-year
roadmap to support sequencing, prioritisation and multi-year planning. The
Annual Plan 2026-27 represents year one delivery and is directly derived from
the priorities set within the Strategic Plans

3.4 Four enabling plans (Digital; Estates, Fleet and Facilities; Improvement;
Environmental Sustainability) underpin delivery and will be finalised through
committee governance processes.

4. LAUNCH AND EMBED ACTIVITIES

4.1 Following Board approval, a structured programme of communication and
engagement will support the launch and embedding of the strategy and plans.

4.2 Initial activity will focus on leadership alignment and ensuring clear translation of
the strategy into directorate, team and individual objectives.

4.3 Engagement will be undertaken with staff and system partners to reinforce
strategic priorities and expectations.

4.4 A pulse survey will be conducted following the initial embed phase to assess staff
awareness and understanding.

4.5 All activity will be delivered in line with governance requirements, including pre-
electionrestrictions.

DELIVERING THE RIGHT CARE,

AT THE RIGHT TIME,

Page 4 of 7 IN THE RIGHT PLACE;
EVERY TIME.



5.1

5.2

5.3

6.1

7.1

7.2

7.3

8.1

Page 5 of 7

DELIVERY ASSURANCE

A structured delivery and assurance framework will support implementation of
the strategy.

Planning Group will provide oversight of progress against the strategic aims,
with updated terms of reference aligned to the new framework. Quarterly
assurance reporting will be provided to Trust Management Committee and
Resources Committee, with escalation of risks and exceptions through the
Board Assurance Framework and Board reporting.

Executive SRO accountability will be aligned to each strategic aim.
A time-limited Measurement and Assurance Task and Finish Group is developing

the overarching framework for measuring progress and impact. Outputs from
this work will inform future reporting and assurance processes.

RISK CONSIDERATION

Delivery of the strategy carries a number of inherent risks, including
organisational capacity and prioritisation, financial sustainability, workforce
availability, and dependency on system partners.

These risks are reflected within the Board Assurance Framework and will be
monitored through the strategic delivery and assurance processes.

No new or immediate risks are identified for escalation at this time.
EQUALITY/ SUSTAINABILITY IMPACTS

A combined Equality and Quality Impact Assessment (EQIA) process has been
undertaken for the strategy and supporting plans.

Stage 1 assessments have been completed and reviewed through a multi-
disciplinary panel, with Stage 2 assessments undertaken where required.

This process has provided assurance that equality, quality and health inequalities
considerations are embedded within the strategy and plans.

ACTION REQUIRED

The Board of Directors are asked to:

- Approve the Trust Strategy 2026-2031, including its strategic direction,
aims and content.

DELIVERING THE RIGHT CARE,

AT THE
INTHER

RIGHT TIME,
IGHT PLACE;
EVERY TIME.



- Approve the four supporting Strategic Plans as the framework for delivery
over the next five years.

DELIVERING THE RIGHT CARE,

AT THE RIGHT TIME,

Page 6 of 7 IN THE RIGHT PLACE;
EVERY TIME.



Appendix A - Strategy redevelopment process

Phase Question Activities Outputs
Diagnose e Where are we now? Engagement with staff, patients and e Confirmed current state
e People senior leads e Agreedscope
Oct 2024 - e Context SWOT e Draft design principles
June 2025 e Measurement PESTLE
Data analysis
Design e Where dowewanttobe? Consolidation information from e Confirmed design principles
diagnose phase e Consensus building plan
June-Dec Design and initiate consensus building | ¢ Communications and engagement plan
2025 approach ¢ Initiation of Equality impact assessment
Stakeholder analysis process
Engagement with strategic planleads | ¢ Measurement approach defined
Develop e Howdo we get from where we Board and TMC engagement e Trust Strategy
are now to where we want to Develop documentation e Strategicplans
Nov 2025 - be? Annual planning e Completedimpact assessments
Feb 2026
Embed and e What have we learnt? Launch and embed activities as per e Continued learning andintelligence
evaluate e Through the strategy communications plan
development process Strategy development process
April 2026 e About theimpact of delivery evaluation
onwards of the strategy via strategy Initiation of strategy assurance
assurance process
DELIVERING THE RIGHT CARE,
AT THE RIGHT TIME,
Page7 of 7 IN THE RIGHT PLACE;

EVERY TIME.
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Delivering the right care,
at the right time,

in the right place;
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Foreword from our Chair and Chief Executive

Every day, thousands of people across the North West rely on us at some of the most critical moments of their lives. It is a responsibility we hold with
respect for the trust placed in us. Our new North West Ambulance Service strategy for 2026—2031 has been shaped by the insight, experience and ambition
of our people, patients, volunteers and partners, and reflects what matters most to those we serve.

Despite significant pressure across the urgent and emergency care system, we have delivered meaningful progress. We

have strengthened the quality and safety of our care, improved access to our services, and invested significantly in our
workforce. The integration of our 999 and NHS 111 contact centres, the expansion of clinical

pathways and the growth of our digital capability have created stronger foundations for the future.
These achievements belong to our 7,500 colleagues and more than 1,200 volunteers whose dedication
to helping people when they need us most never wavers.

As we look ahead, we do so with realism and optimism. Demand for urgent and emergency care continues to
rise, inequalities across our region remain stark, and national policy is shifting towards more community-based,
connected and digital, data and technology enabled models of care. As the only regional provider working across
five integrated care systems, we have a unique leadership role in shaping how urgent and emergency care evolves
over the next five years.

Our refreshed strategy sets out four clear aims:

Provide outstanding, inclusive care for everyone we serve.

Build a safe, supportive and inclusive culture.

Deliver a responsive care model through strong partnerships.

Embed continuous improvement and innovation for a sustainable future.

These aims reflect what our patients and staff told us they value: safe and compassionate care, a positive culture,
coordinated services, and a commitment to learning, sustainability and innovation.



Tackling health inequalities is central to this strategy. The diversity and complexity of the North West means that where people live, work and grow up still
shapes their health outcomes. Our new Health Inequalities Framework will guide how we target our efforts and work with partners to ensure access,
experience and outcomes improve for those who need us most.

We also recognise that our people are at the heart of achieving our ambition. This strategy reinforces our commitment to their wellbeing, development and
representation, ensuring everyone feels valued, supported and able to thrive.

By 2031, our ambition is clear: to be a trusted, high-performing and forward-thinking ambulance service that delivers safe, inclusive and person-centred
care, works seamlessly with partners, and remains sustainable for the long term. We want to thank everyone who contributed to shaping this strategy. Your
insight has informed a shared vision for the future - one we are proud to lead.

Together, we will continue to help people when they need us most.

Julia Mulligan, Chair Salman Desai kam, Chief Executive
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About us

Clinical Safety

Research and Development
Public Health and Prevention
Freedom to Speak Up
Medicines Governance and Optimisation

iy

(% PEOPLE

Clinical Audit
Clinical Learning and Improvement
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Legal Services

Corporate Governance

Incidents and Risk Management
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Health and Safety

Violence Prevention and Reduction
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Paramedic Emergency Service IMPROVEMENT
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We are a team of more than 7,500 people working in 300 different roles.

Most of us work directly with patients; supporting people when they call 999 or 111, responding to emergencies, and helping them get safely to and from
hospital appointments.

Others work behind the scenes, providing expertise and vital services to make sure all parts of the organisation are well-run and have the right support.

Our teams:

Service Delivery — Paramedic Emergency Service, Community First Responders, Patient Transport Service, Resilience and Integrated Contact Centres
Quality, Innovation and Improvement — Metal Health, High-Intensity Users, Safeguarding, Infection Prevention and Control, Improvement and
Regulatory Compliance.

Clinical — Clinical Safety, Research and Development, Public Health and Prevention, Freedom to Speak Up, Medicines Governance and Optimisation,
Clinical Audit, and Clinical Learning and Improvement.

Finance — Finance, Procurement, Estates, Fleet and Facilities Management, Clinical and Digital Information, Data Insights and Intelligence, and
Information Governance.

People — Education and Training, Learning and Organisational Development, Human Resources, and Staff Experience and Culture.

Corporate Affairs — Legal Services, Corporate Governance, Incidents and Risk Management, PALS and Resolutions, Health and Safety, and Violence
Prevention and Reduction.

Strategy and Partnerships — Communications, Patient Engagement, Charity, Strategy and Planning, Programme Management Office, Partnership
and Integration, and Urgent and Emergency Care Improvement.

We operate from over 100 sites across the North West with over 1000 vehicles.

We have more than 1,200 volunteers, including some who respond to emergencies in their communities and others who help vulnerable people get to and
from important hospital and clinic appointments.



The service we provide

Contact Assessment Response
1.87 million 111 calls 1.7 million 111 assessments 308,480 patients discharged at scene
1.43 million 999 calls 164,000 patients care resolved over (see and treat)
1.53 million PTS contacts the phone (hear and treat) 604,176 patients conveyed to ED

40,273 conveyed to non-ED
1.4 million PTS journeys

) 1.7 mitlion A

assessments@

tJn 164,000
hear & treat
patients

1.43 million

999 calls

1.53 million
L4 PTS contacts

1.87 million
111 calls

Assessment

see & treat patlents conveyed

patients = conveyed tonon-ED
toED




Where we are today

Our population and geography

We serve a population of over 7.5 million people across 5,400 square miles in the communities of Cumbria, Lancashire, Cheshire, Merseyside, Greater

Manchester and Glossop (Derbyshire). We cover a mix of major cities, towns, coastal and rural communities.

The factors that might impact on health and social care needs are different in each area we cover.

10

Cumbria and Lancashire
North Cumbria

510,680 population

2 placed based partnerships
1 trust

9 primary care networks

Lancashire and South Cumbria
1,443,153 population

4 place based partnerships

5 trusts

42 primary care networks

Cheshire and Merseyside
2,615,425 population

9 placed based partnerships
17 trusts

50 primary care networks

Greater Manchester
3,082,709 population

10 placed based partnerships
9 trusts

65 primary care networks



Health inequalities in the North West*

The diversity in our region makes the North West a unique place to live but also presents some challenges. We know from our data that the overall health
of our region’s population has a huge effect on demand for our services.

In the North West, 32% of people live in the most deprived communities in England which impacts health outcomes, healthcare experiences and life

expectancy than the general population.

Life expectancy is significantly lower than the national average in areas such as Blackpool and Knowsley. People in these communities are more
likely to suffer from long-term illnesses or have higher need for emergency care services.

The North West has a higher prevalence of chronic conditions, and a larger percentage of its population with Long Term Conditions (30%) compared
to all other regions.

Demographic changes*
19% of the North West population are aged 65+ (nearly 1.4m people).
By 2040, the 65+ population in the North West is likely to increase by 36% to 1.8m people.
People aged 90+ will have increased by 93%

What this means

These inequalities and demographic changes put extra pressure on health services, including ambulance services, as demand is often greater in deprived
areas.

We are seeing rising urgent care demand, increasing clinical complexity and greater variation across communities.

By actively addressing health inequalities, we can help improve patient outcomes, reduce pressure on emergency services, and support a more sustainable
healthcare system.

*Sources: North West Analysis (2024), State of Health Ageing in the North West (2022).



Progress against our 2022-2025 strategy

What have we achieved?

For our patients

Over the last three years, we have delivered meaningful improvements to the experience and outcomes of the people we serve.
Key highlights include:

Integrated 111 and 999 triage systems

Improved call handling and response performance

Expanded community referral pathways

Above national average performance in Ambulance Clinical Quality Indicators

Increased opportunities for patients and public engagement

For our people

We have continued to invest in and support our people, ensuring colleagues have the skills, confidence and

leadership they need to deliver excellent care. Key highlights include:
New leadership structures and Area Directors introduced
CPD and Learning Hub launched
Violence Prevention Team established

OFSTED rated our education provision as Good

Launch of sexual safety campaign and anti-racism statement



For our organisation and system partners

We have continued to develop into a more collaborative and future-focused organisation. Key highlights include:
Stronger partnerships across five Integrated Care Systems
Mobile data and vehicle solutions implemented
Smart programme pilots and digital innovation initiatives

Nationally recognised performance through the NHS Oversight Framework

These achievements provide a strong platform, but the health and care environment is changing rapidly and new challenges are
emerging.




Forces shaping our strategy

We operate in a rapidly changing health and care environment. A combination of population need, system pressures and national reform is reshaping how
urgent and emergency care must be delivered across the North West. These forces will shape our role over the coming years.

Population health and inequalities

The North West experiences some of the highest levels of deprivation and poorest health outcomes in England. Higher prevalence of long-term conditions
and lower life expectancy increase demand for urgent and emergency services.

Growing and ageing population

The number of people aged 65 and over is expected to increase by 36% by 2040. Older populations are more likely to live with multiple long-term
conditions, increasing the complexity of care.

Urgent and emergency care system pressure

Demand for urgent and emergency care continues to rise while capacity across hospitals,
community services and primary care remains constrained.

National reform and changing care models

The NHS 10 Year Health Plan sets out three major shifts:
Hospital — Community

Analogue — Digital

Treatment — Prevention

Digital and data opportunity

Advances in digital technology and analytics enable:

Improved clinical decision support

Better demand insight

More coordinated care pathways.



Workforce Sustainability

Like the wider NHS, ambulance services face recruitment, retention and wellbeing challenges, requiring a skilled, flexible and resilient workforce.

Together, these forces are reshaping the role ambulance services play in urgent and emergency care. We must continue to evolve -
strengthening partnerships, improving how patients access care and developing new ways of working to meet the needs of the
population we serve




The strategic challenge

The forces shaping urgent and emergency care create a set of strategic challenges for us. To meet the needs of the population we serve, we must evolve
how we deliver care, work with partners and use our resources.

Demand is increasing faster than system
capacity

Demand for urgent and emergency care
continues to grow while capacity across
hospitals, primary care and community
services remains constrained. This places
sustained pressure on ambulance response
and patient flow.

Greater collaboration is required across
systems

Working across multiple systems within a
complex and evolving health and care
landscape. Partnership working will be
essential to improve pathways, reduce

variation and support integrated urgent and

emergency care.

The role of ambulance services is expanding

Ambulance services are increasingly expected
to act as system co-ordinators, helping
patients access the most appropriate care
rather than defaulting to hospital conveyance.

Digital and data capability will become critical

Workforce sustainability

Changing models of care require a flexible and
skilled workforce able to adapt to change and
supported by a culture which enables them to
deliver the highest quality of care.

Better use of digital, data and technology tools
and clinical decision support will be essential
to anticipate demand, support clinicians and
improve patient outcomes.

Delivering sustainable services

We must continue improving quality,
productivity and innovation to ensure services
remain sustainable in a financially constrained
NHS.

In response to these challenges, this strategy sets out our purpose, our vision for the future and the strategic aims that will guide how we

evolve over the coming years.




Our strategic
direction



Our strategy 2026 - 2031
Our purpose

We have kept our purpose statement and values unchanged in the updated strategy because they continue to provide a clear anchor for everything we do,
reminding us why our organisation exists and what unites us across all roles and services.

Whatever our role, we all share a common purpose:

To help people when they need us most.

We aim to achieve the best possible physical and mental health outcome for each person
who needs us.

We will provide high-quality emergency care to save lives and make a difference to people with
life-threatening illnesses or injuries.

For those with less serious conditions, we will tailor our response to each person's needs. This
may include urgent clinical assessment, advice over the phone, referring them elsewhere or
alternative transport for scheduled appointments.




Our values

Wl &

Working together
Being at our best
Making a difference

Working together

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

Being at our best

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

Making a difference

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

Our values are the behaviours that underpin all that we do. They describe how we should approach our work. They can be found in our systems and
processes, from appraisal paperwork to planning tools for large-scale projects for change.

Putting our values into practice supports us to provide compassionate care and improve outcomes and experiences for our people, patients and
communities.



Our vision

In 2022 we set out our vision to deliver the right care, at the right time, in the right place; every time. We include a vision statement because it provides a
clear picture of the future we are working towards, helping to align our priorities, guide long-term decision-making and ensure that our collective ambition
remains the driving force behind our actions.

Through our engagement on this strategy refresh, our staff and patients told us that they felt this vision statement remained relevant and therefore we
have kept it the same but broken down each element to demonstrate what our ambition is between now and 2031.

Delivering the right care, at the right time, in the right place; every time.

Patients receive care that is safe, Patients receive a rapid and More patients receive care in the Our services are reliable,

effective and personal. Our teams reliable response when they need most appropriate setting. We will consistent and sustainable.

have the skills, tools and urgent help. We will meet or work with partners to reduce Continuous improvement and

information needed to make the exceed national standards for unnecessary emergency innovation will help us deliver

best clinical decisions. emergency response and NHS department attendance. high-quality care across the
111. region.

Where we want to be in 2031

By 2031, we will be a trusted provider and partner in urgent and emergency care, working closely with others to design services that are responsive and
focused on patients. We will keep learning and improving every step of the way.



Our strategic aims

To achieve our vision, we will focus on four strategic aims that will guide our priorities and decisions over the next five years.

@ Provide outstanding, inclusive care for everyone we serve.
Build a safe, supportive and inclusive culture together.
Deliver a responsive care model through partnerships.

Embed continuous improvement and innovation for a sustainable future.

Together, these aims will help us create a service that is trusted, inclusive, and ready for the future. By improving patient care, supporting our workforce,
strengthening partnerships, and embedding innovation, we will deliver better outcomes for the communities we serve and ensure our services remain
sustainable for years to come.



Aims

Provide outstanding, inclusive care for everyone we serve

What is our ambition for 2031

We will provide consistently high-quality, safe and compassionate care for our communities, reducing unwarranted variation and tackling health
inequalities. Our population will experience timely access to care, strong clinical outcomes and a service that listens and improves using their feedback.

What are our areas of focus

Safety

Deliver our Patient Safety Incident Response Framework (PSIRF) priorities and reduce avoidable harm.

Effectiveness

Improve clinical outcomes and raise performance to the top quartile of ambulance quality indicators.

Health inequalities

Identify and address areas where patients experience sub-optimal care due to recognised health inequalities and take targeted, measurable
remedial action.

Patient experience

Drive year-on-year improvement in experience alongside ongoing engagement with communities and volunteers to help co-design services.
How will we measure progress

Safety

30% reduction in avoidable harm (notifiable incidents) across PSIRF priorities; learning actions completed and sustained.

Effectiveness

Performance in Ambulance Clinical Quality Indicators (ACQls) and other clinical indicators in the top quartile; fewer unwarranted variations
across geographies and clinical groups.

Health inequalities

Reduction in identified outcome and access gaps for priority population and clinical groups; evidence of targeted interventions and impact
reviews, improve against AACE maturity assessment tool.

Patient experience



>5% improvement in FFT/complaints compliments ratio and thematic improvements from patient feedback; response and resolution times.



Build a safe, supportive and inclusive culture together
What is our ambition for 2031

Our leaders create a compassionate, inclusive and supportive workplace culture, where everyone has a voice, can be at their best and is supported to
improve and develop.

What are our areas of focus

Attraction and welcome

Attract and retain a representative workforce with effective onboarding and sustained support.

Leadership and management

Develop confident and inclusive leaders with the skills and tools to lead through complexity; use digital tools to release time.
Developing for the future

Develop high quality, accessible opportunities for career development and progression, supported by high-quality education and CPD, embrace
future roles and changing care delivery models.

Wellbeing, culture and inclusion

Develop an inclusive, supportive and safe culture across the employee lifecycle.

Listening and involvement

Staff and learners are active partners in improving how we work and the care we provide.

How will we measure progress

Attraction and welcome

Increase in ethnic minority representation to 10% workforce, reduce Workforce Race Equality Standard (WRES) shortlisting to appointment
indicator to below 1.25, streamlined recruitment processes and improved retention in first year of appointment.

Leadership and management

Increased levels of representation of women and ethnic minorities in leadership positions, staff survey leadership scores in top 3 in sector, 90%
compliance with leadership induction, increased uptake of coaching and mentoring.

Developing for the future

Ofsted exceptional rating for 3 out of 5 standards, staff survey ‘We are always learning theme’ in top 3 in sector, learning evaluation measures,
traffic to learning hub increased.



Wellbeing, culture and inclusion

NHS Staff Survey ‘We are Safe and Healthy’ theme and experience of negative behaviours in top 3 in sector; absence reduced to 5%, improving

staff safety culture and narrowing of Workforce Race Equality Standard (WRES) and Workforce Disability Equality Standard (WDES) staff
experience indicators to below 5%.

Listening and involvement

NHS Staff Survey ‘Engagement’ and ‘Morale’ themes in top 3 in sector, continuous improvement in learner feedback.



Deliver a responsive care model through partnerships

What is our ambition for 2031

We will optimise our delivery model and work closely with partners so that care is coordinated, equitable and responsive to population needs.

What are our areas of focus

Contact

Deliver an integrated, technology-enabled contact model that improves accessibility, reduces inequality, and enhances efficiency and patient
experience.

Assessment

Deliver safe, consistent, and personalised triage and assessment that identifies risk early, reduces variation, and ensures patients receive the
right care first time.

Response

Deliver a resilient, efficient, and patient-centred response model that uses technology, workforce optimisation, and system collaboration to
provide the right care, in the right place, at the right time.

How will we measure progress

Core standards

Meet and sustain all national performance standards for urgent and emergency response, patient transport and Emergency Preparedness,
Resilience and Response (EPRR).

Flexible care delivery model

Capacity sustainably meets changing demand, reduced waiting times, improved accessibility to our services, increased productivity and
resilience within our operational model, sustained resource optimisation.

Clinical assessment

Optimised clinical decision making and risk stratification, increased agility of clinical workforce.

Hospital to community

Increase in access to and use of alternative care pathways, technology-enabled direct booking, information sharing, increase in
telephone/virtual triage and treatment and sustained reduction in unnecessary conveyance to emergency departments (EDs).






Embed continuous improvement and innovation for a sustainable future

What is our ambition for 2031

We will embed a culture of learning and improvement that drives productivity and delivers clinical, operational, workforce, financial and environmental
sustainability.

What are our areas of focus

Improvement focused

Embed a consistent improvement management system that connects strategy, priorities and operations; build improvement capability from
Board to frontline.

Value for money

Secure long-term financial sustainability and deliver high-value, cost-effective services through strong financial governance and disciplined
investment.

Digital, data and Technology enabled

Create a sustained digital shift by using trusted digital tools, strong data, and innovation to improve services.

Environmentally sustainable

Progress towards achieving net zero carbon by 2040 through delivery of our Green Plan.

How will we measure progress

Improvement focused

Improved NHS IMPACT self-assessment, increased uptake of improvement training, increase in adoption of improvement tools and methods.
Value for money

Delivery of recurrent financial savings included in the medium-term financial plans, reduce non-recurrent measures in CIP programmes.
Digital, data and Technology enabled

Improved digital literacy, increased access to and use of data insights, more resilient and reliable digital foundations including management of
digital disruption and cyber risks, digital tools supporting safer care, clinical decisions and improved patient outcomes.

Environmentally sustainable

Year-on-year improvement against Green Plan indicators.



Core themes



Introducing our core themes

Our strategic aims are underpinned by three core themes that guide our decision making and shape our services. The themes are health inequalities,
equality, diversity and inclusion, and continuous improvement. They are not standalone priorities but are integral to every strategic aim and objective:
shaping how we design our services, utilise our resources and measure our success. Each strategic plan will consider and address these core themes.

Tackling health inequalities is a national priority and each strategic plan will address how we can reduce gaps in access,
experience and outcomes, ensuring all the communities we serve can benefit from improved health and wellbeing. Our
new Health Inequalities Framework will inform this work and provides direction for each of the strategic plans.

We are committed to an active approach to equality, diversity and inclusion where it informs our service design and the
equity of the care we provide. Taking visible and meaningful steps to eliminate discrimination; to improve the diversity of
our thinking through better representation in our workforce and to create an inclusive environment which enables our
people to be at their best.

We strive to become an improvement organisation, meaning that we will empower our people to apply improvement

methods to continuously learn, adapt and enhance the quality of our care and services. This improvement approach will
> become the method or ‘the how’ through which we deliver our strategic aims and the detail of ‘the what’ we will
improve should be embedded into every strategic plan.



Theme 1: Health inequalities

Equality
of access
@.0@0

20% most dcpnved Le Uﬂﬂg di “b"““ Homeolessness

Inclusion Health Groups

for ourresponse HEALTH INEQUALITIES
FRAMEWORK

Clinical Groups

®a2n®

People who wait

Mental

health Maternity

Re sp«atory Car dov scular



Reducing health inequalities

Our Health Inequalities Framework explains where we think we can make the biggest difference. It’s based on evidence, data and conversations with the
people we serve and work with.

The framework follows the CORE20PLUSS principles, and presents the vulnerable groups for targeted and coordinated action:
Equality of access

The ambulance service is the access point for urgent, emergency and planned care, and we need to ensure that our population feels safe to access
our care and there are no barriers (such as communication difficulties) which might affect the quality of service we provide.

Clinical groups

Aligned to CORE20PLUSS, ICB priorities across our region, and our top-demand reasons — frailty, respiratory disease, mental health, cardiovascular
disease and maternity. These are the clinical areas where we feel we can have the most impact on health inequality over the period of this strategy.

Inclusion health groups

Identifying unwarranted variation and working with our system partners on initiatives which support patients living in areas of highest deprivation,
calling us with end-of-life care needs, patients with learning disabilities and neurodiversity, children and young people, and patients facing
homelessness.

Culturally aware care and patient experience

We need to ensure that our people are confident and competent to deal sensitively with the individual needs of their patients. We will also actively
engage with our patients to listen and learn from their experiences.

Importantly, we need to continue to work in collaboration with our system partners to achieve these.



Theme 2: Equality, diversity and inclusion

Creating a truly inclusive culture for our workforce is critical to delivering high quality inclusive care and improving health inequalities. This core theme
identifies two underpinning priorities for improvement: improving representation and inclusive culture.

Core to delivery of improvement in these areas is the effective capture and analysis of diverse data and the use of impact assessment tools to identify and
eliminate inequality. These principles and tools will underpin our approach across all our strategic plans.

Improving representation

To deliver high quality inclusive care we need a workforce which reflects
the diversity of our population at all levels. This enhances the diversity

and creativity of our thinking, helps us to deliver social value and improves

the life opportunities for our communities.

Our data tells us that our workforce does not represent our community
profile, especially in relation to race, and that staff with different
backgrounds and genders are not fairly represented in leadership
positions. Our recruitment processes are not always valuing diversity, and
our people do not feel that career progression is fair.

Our priorities in this area are therefore:
Representative recruitment

Improving the attraction of diverse groups; eliminating
discrimination in our recruitment processes and taking positive
action to improve representation.
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Fair career progression

Improving development opportunities for all; ensuring our processes for career progression are fair and equitable; removing barriers to

progression; increasing flexibility in leadership roles.

Community engagement

Actively promoting careers within our communities; creating employment opportunities for under-represented groups.



Building an inclusive culture

Our aim is to develop an environment where diversity is truly valued. We recognise that discrimination exists in society, in
our workplaces and in healthcare. Our commitment is to take proactive steps to address inequalities. The creation of an
inclusive culture where everyone can thrive, is a responsibility shared by everyone at NWAS.

Our data currently tells us that the experiences of our staff with different protected characteristics (such as age, gender,
disability and sexual orientation) is different. Exposure to negative experiences such as bullying, harassment,
discrimination or sexual misconduct remains too high. Turnover in some groups is higher than the average. Entry into
management processes such as discipline and performance management is higher for people from ethnic minority
backgrounds and disabled staff. This leaves some of our people feeling under-valued and unfairly treated. They cannot give
their best to patients unless the culture and environment support them and value them.

Our priorities in this area are therefore:
Inclusive leadership and allyship

Our leaders should be visible role models for inclusion and act as positive allies. Inclusion needs to be at the heart of our
leadership development, building confidence and competence to support their diverse teams. We also need to hold our
leaders to account for the environments they create.




Reducing negative behaviours

We will continue to build confidence in speaking up; taking positive action to address negative behaviours such as bullying and harassment;
sexual safety and discrimination.

Reducing discrimination in processes
We will actively measure the differing impacts of our processes and take steps to address inequalities which are identified.
Anti-racist

We aim to bring our anti-racism statement to life. To confront racism in any form. To actively identify, challenge and change policies, systems,
attitudes and beliefs that perpetuate racist ideas and actions.

Diverse staff voices

We will engage our staff in change and the decisions that affect them; ensuring that the voices of all groups are actively sought out and that our
staff networks are vibrant and supported.



Theme 3: Improvement

Embedding an improvement culture

Improvement should be a core theme across all our strategic aims because it
helps us create an organisation where everyone feels able to make a positive
difference in their everyday role. When improvement is part of how we
work, not an isolated project or specialist activity, we build a culture where
ideas are encouraged, problems are solved early, and better ways of working
spread naturally across teams and services.

Making improvement a core theme also means we can develop capability
from the Board to frontline colleagues, giving everyone the skills, confidence
and tools to make changes that benefit patients, our people and the wider
system. When leaders model and support this approach, and teams feel
empowered to test ideas and learn from experience, improvement becomes
something we all share and contribute to.

Embedding improvement across all our aims also helps us work more
consistently. A single, shared way of approaching change, supported by good
data, clear priorities and simple methods, makes it easier to align efforts,
build on what works and ensure progress is sustained. This strengthens

collaboration across services and helps us use our resources more effectively.

Above all, having improvement as a core theme supports a culture of
continuous learning and curiosity. It enables us to keep adapting, keep
getting better, and keep focusing on what matters most for our patients, our
people and the communities we serve.

o

Leadership
Behaviours

Strategic
Alignment

Capability
Building

Over the next five years, we will make continuous improvement part of how we work at NWAS, so we can deliver our ambitions and provide the best

possible care for patients.

Our improvement journey will move through four stages:



Set a clear vision for improvement, with visible leadership commitment.
Build the skills, tools and support our people need to improve services and deliver meaningful change.
Make changes to how we operate based on improvement expertise.

Embed improvement into everyday practice, so it becomes part of our culture and the way we work.



How we will
deliver our
strategy




Implementation and delivery
Our five-year strategy outlines where we are now, where we want to be and the areas we want to focus on to achieve our vision. We all share responsibility

for the aims and must work together to achieve success.

We have four strategic plans which each align to one aim and provide detail on specific delivery objectives and key measures of success. These plans also
include a roadmap which shows the sequencing of objectives and outcomes over the next three to five years.

We also have enabling plans which crosscut several or all our aims. These plans focus on digital, estates and fleet, improvement and environment. They
outline more specific pieces of work which will be undertaken to help support delivery of our plans.

The NHS England medium term plan is a mandated external submission which is refreshed ou
r

annually. It uses key information from our strategic plans plus updated modelling

strategy
assumptions to provide triangulated view of delivery and assurance that we will achieve key
performance targets.
Each year, we will develop an annual plan which shows what the projects, milestones and
measures will be for the coming year. This plan will also assess whether we have the right
capacity, expertise and resource to deliver our objectives. The annual plan should also be
used to shape directorate, team and individuals' objectives and ensure we’re all working
towards a shared set of priorities.
We must have a way of providing assurance back through our Board of Directors that we are
making year-on-year progress towards achieving our strategy.

Delivery of the strategy will be overseen through our governance framework. Progress against strategic objectives will be monitored
through the Board Assurance Framework, performance reporting and regular strategy delivery reviews. The Board of Directors and its
committees will receive routine updates on progress, risks and delivery milestones to ensure the strategy remains on track.




Appendices



Appendix 1: How we developed our strategy
Working with our stakeholders

It’s essential that our strategy reflects the diverse perspectives of our stakeholders, including staff, patients, and system partners. To achieve this, we
collaborated with key leads to identify the most effective ways to engage these groups and ensure the strategy is truly representative.

To support the development of the strategy, we undertook targeted engagement with key stakeholders. This included a combination of structured
workshops, focused discussions, and one-to-one sessions designed to build on themes identified during the diagnostic phase.

Workshops were held to discuss the following themes: people, digital, staff safety, patient safety, and health inequalities.

Further targeted engagement - Additional discussions with subject matter experts explored emerging priorities such as environmental sustainability, our
future care delivery model, value for money, quality, and infrastructure requirements.

Leadership engagement - Strategic input was also gathered through focused discussions with our senior leadership group, executives and non-executive
directors.

External engagement - We have shared our draft strategic ambition with partners from across our geographical footprint to ensure that we are aligned and
clear on how trusted partnerships will support delivery of our strategy.

In total, the sessions engaged a broad range of stakeholders, including over 270 colleagues from across key areas and system partners, ensuring diverse
perspectives were represented throughout the process.

Using insights from our stakeholders we have developed a refreshed set of strategic aims which reflect the major themes identified through consensus
building. These aims have been re-tested with stakeholders to ensure they resonate with the organisation’s purpose, vision, and values and that they
provide a clear framework for our underpinning strategic plans.



Appendix 2: Glossary of terms

Our strategy

Term

Purpose statement

Values

Vision

Strategic aim

Strategic plans

Term

Strategic objective

Deliverables

Measures of success

Definition

A purpose statement is a clear, concise sentence that explains
why something exists or is being done.

Our values underpin everything that we do and guide our
people, decisions, actions and behaviours.

A vision is a clear statement of what an organisation or person
strives to achieve in the future.

Our strategic aims are long-term, yet high-level goals which will
translate vision into tangible reality.

Definition

Each plan outlines a set of specific, measurable objectives that
supports the delivery of the organisation's strategic aims.

Activities which will ultimately deliver an objective.

Sets out how we will measure achievement of our strategic
objectives.

Example

To help people when they need us most.
Working together, being at our best, and making a difference.

To deliver the right care in the right place at the right time; every
time.

Deliver outstanding, inclusive care for everyone we serve.

Example

Attract and recruit a representative workforce, providing effective
onboarding and support to retain them.

Deliver a talent management framework to enable us to grow

our talent.

Improvement against workforce race equality workforce
indicators.



Annual plan

Term

Annual priorities

Other key terms

Term

ICB

Place based
partnerships

Primary care networks
(PCNs)

Core20PLUS5

Definition

Summarises the organisations delivery priorities for each financial
year and aligns with workforce, financial and operational planning

assumptions.

Definition

Integrated Care Boards are statutory NHS organisations responsible for
planning, funding and coordinating health services within a defined

local area.

These are collaborative groups involving a range of health and care
providers within a local area who collectively influence population
health and wellbeing.

Example

Embed new operational leadership structures and ensure leaders
have the skills to deliver their roles effectively.

Example

Our service covers five ICBs - Cheshire and Merseyside, Greater
Manchester, Lancashire and South Cumbria, North Cumbria and
Derby and Derbyshire (Glossop).

Partners include NHS organisations, local authorities, voluntary
and community organisations, social care providers and other
public sector partners.

PCNs bring together general practices (GPs) with other health services There are 166 PCNs across the North West footprint.

to improve access and provide more integrated care for local
populations.

Core20PLUSS is a national NHS England approach to inform action to

reduce healthcare inequalities at both national and system level.

Core20: identify the most deprived 20%in the
population.

PLUS: Locally identified groups who experience poorer access or
outcomes.

5: five key priority clinical areas identified for accelerated
improvement.
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Delivering the right care,
at the right time,
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Foreword

This strategic quality plan describes our ambition to continuously improve the quality of the services that patients and those close to them experience.
Building on the positives of the previous three-year quality strategy, this plan aims to embed quality improvement and learning as the way we, NWAS, do what
we do. At its core this means focussing on getting the basic of our care right every time: our response, the timeliness and the patient experience. This is not
to acknowledge that in challenging circumstances and in complex situations we may not always get things right first time but we have a commitment to hold
up the mirror to ourselves and to drive improvement through learning and an unstinting focus on doing what is right for the patients we serve across the

North West.

In order to ensure that any changes we are making are good changes- in the interests of those we serve, this plan details our themed programmes of work
over the next five years and aligns our ambitions against the Trust strategic aim of delivering outstanding, inclusive care for everyone we serve. In order for
our care to be judged as outstanding we commit to systematically addressing areas of avoidable harm in our patient care and improve the clinical outcomes
and patient experience to be amongst the best nationally. We want our care to be inclusive to all and this means a focus on reducing health inequalities
where these are within our control which is also detailed within this plan. We recognise the constraints on a publicly funded service and this quality plan is
underpinned by principles of clinical effectiveness and operational efficiency.

It is no mistake that content overlaps with other strategic plans as a quality focus is core to all that we will do, similarly our ambition to be a learning and
improvement organisation guides how we will deliver this plan and is also underpinned by elements of the people plan. This strategic plan therefore supports
the clinical response plan and uses a quality lens to describe what we are committed to delivering over future years.

Elaine Strachan-Hall
Director of Quality, Innovation and Improvement
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Executive summary

This summary provides a consolidated overview of the Quality Strategic Plan for 2026—2031, bringing together NWAS’s commitments to improving patient
safety, clinical effectiveness, patient experience and reducing health inequalities. It outlines how NWAS will strengthen its safety culture, reduce avoidable
harm, improve outcomes across major clinical pathways, and embed patient voice and continuous improvement into everyday practice. By aligning these
programmes of work to the organisation’s strategic aim of providing outstanding, inclusive care for everyone we serve, this plan sets out a clear, systematic

roadmap for achieving consistently high-quality care across all services.

The plan also describes how NWAS will use data, learning and improvement methodologies to drive change, how cross-cutting themes such as health
inequalities and EDI will shape delivery, and how quality will act as the lens that underpins all strategic and operational decision-making. Over the next five
years, this plan will guide the Trust’s priorities, interventions and measures of success to ensure care is safer, more effective and more inclusive for all

communities.
The plan is structured around 4 strategic objectives:
» Objective 1: Reduce avoidable harm by 30% for PSIRF priorities

» Objective 2: Improve the effectiveness of care by prioritising improvement activity for patients who experience sub-optimal care because of
recognised health inequalities.

» Objective 3: We will improve the clinical outcomes for our patients to be in the top quartile of ambulance quality indicators

» Objective 4: We will drive continuous enhancements in patient experience by ensuring the patient voice is central to shaping and improving clinical
services, achieving a 5% uplift in experience and embedding meaningful patient involvement across improvement activity.
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Our strategy development process

Our 2026-2031 strategy was shaped through wide range engagement with our staff, volunteers, patients, and partners, alongside a diagnostic review of our
current position. Using this as a guide, we designed our strategic aims.

At its heart, the strategy defines our shared purpose: helping people when they need us most. Guided by this, our vision is simple and remains the same -
providing the right care, at the right time, in the right place, every time.

This year, we will continue working with stakeholders to keep our strategy relevant and up to date against the current context.
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Strategic framework

Our
strategy

Strategic plans

Enabling plans

NHS England Medium Term Plan

Annual plans

Assurance and accountability
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Our five-year trust strategy outlines where we are now, where we want to be and
the areas we want to focus on to achieve our vision. We all share responsibility
for the aims and must work together to achieve success.

We have four strategic plans which each align to one aim and provide detail on
specific delivery objectives and key measures of success. These plans also include
a roadmap which shows the sequencing of objectives and outcomes over the
next three to five years.

We also have enabling plans which cross-cut several or all our aims. These plans
focus on digital, estates and fleet, improvement and environment and outline
more specific pieces of work which will be undertaken to help support delivery
of our plans.

The NHS England medium term plan is a mandated external submission which is
refreshed annually. It uses key information from our strategic plans plus updated
modelling assumptions to provide triangulated view of delivery and assurance
that we will achieve key performance targets.

Each year, we will develop an annual plan which shows what the projects,
milestones and measures will be for the coming year. This plan will also assess
whether we have the right capacity, expertise and resource to deliver our
objectives. The annual plan should also be used to shape directorate, team and
individuals' objectives and ensure we’re all working towards a shared set of
priorities.

We must have a way of providing assurance back through our Board of Directors
that we are making year-on-year progress towards achieving our strategy.



Our strategic aims

Our trust strategy has been designed around four clear aims that will guide everything we do over the next five years. Each aim sets out what we want to
achieve, the priorities we will focus on, and the measures we will use to track success. Together, these aims will help us create a service that is trusted,
inclusive, and ready for the future. This Quality Plan aligns primarily to our first aim: ‘provide outstanding, inclusive care for everyone we serve’ and provides
detail on the specific delivery objectives and key measures of success which we’ll focus on over the next five years.

BUILD DELIVER EMBED
Strategic . . . . Embed continuous improvement
. - Build a safe, supportive and Deliver a responsive care model . . - .
aims . . . and innovation for a sustainable
inclusive culture together through partnerships
future
. . . . Our leaders create a We will strengthen and develo . .
We will provide high-quality, safe . . ) . 8 P We will embed a culture of learning
. compassionate, inclusive and our operating model and work . .
bition f and compassionate care for all our . . and improvement that drives
Ambition for supportive workplace culture, closely with partners to ensure

productivity and delivers clinical,
operational, workforce, financial
and environmental sustainability.

2031 communities, continuously
improving to reduce unwarranted
variation and health inequality.

where everyone has a voice, can  care is coordinated, equitable and
be at their best and is supported responsive to population needs.
to improve and develop.

. Outstanding care — what we Inclusive culture — how we . . .
Headline rovide ti Stents and create the environment for Care model — how we organise and  Continuous improvement — how
description P P N collaborate to meet need. we evolve and secure the future.
communities. success.
» Safer care * Improved culture * Delivery of core standards . Improvement-focused
Strategic * More effective care * Better place to work * Contribution to 3 shifts . RetF:I)uced waste
outcomes / * Better patient experience * More representative (10YP) «  Dicitallv enabled
benefits + Reduced health workforce *  Flexible and adaptive model grtatly .
) " . * Environmentally sustainable
inequalities *  Workforce fit for future * Trusted partner
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Cross cutting themes — health inequalities, equality, diversity & inclusion & improvement

Our strategic plans are supported by cross-cutting themes that guide our decision making and shape our services. The themes are health inequalities, equality,
diversity and inclusion, and continuous improvement. They are not standalone priorities but are integral to every strategic objective, shaping how we design

our services, utilise our resources and measure our success. Each strategic plan will outline how they will consider and address these key themes.

Tackling health inequalities is a national
priority and our plan will address how we can
reduce gaps in access, experience and
outcomes, ensuring all the communities we
serve can benefit.

Through this plan we will focus on the inclusive
groups outlined within the health inequalities
framework to guide future work on clinical
effectiveness. This will ensure future
improvement focuses on reducing unwarranted
variation in access, experience and outcomes.
By targeting priority population group and
improving our understanding of inequalities,
the plan will strengthen to inclusivity and

effectiveness of care.
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We are committed to an active approach
to equality, diversity and inclusion and it
is a fundamental underpinning focus of
this plan.

EDI principles shape how services are
designed, how patient voice is heard and
how staff are supported. The plan
strengthens equitable communication,
ensures learning from diverse patient
groups and staff informs improvement,
and reinforces inclusive leadership
behaviours that contribute to safer, more
compassionate care. Our approach to
delivering the plan will consider
opportunities to be actively anti-racist and
will seek to identify and eliminate
discrimination in our processes.

O & ©-»

We strive to become an improvement
organisation.

Continuous improvement is the method
through which this plan is delivered. The
plan embeds PSIRF learning cycles, clinical
supervision, use of real-time data, and
systematic feedback loops so that teams
can identify variation, learn from incidents
and make changes that lead to safer, more
effective and more consistent care.



Quality Strategic Plan

Future
Sustainability

h_,m

People &
Culture

Clinical
Response
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Background and progress so far
Previous strategic focus & intent

The previous Quality Strategy (2023—2026) was designed to support the Trust’s overarching vision of delivering the right care, at the right time, in the right
place, every time. Its intent was to embed a culture of continuous improvement and ensure care was consistently safe, effective, and patient-centred.

The strategy focused on three core pillars:

» Safety First: Building the safest possible system for 999, 111, and PTS patients by reducing avoidable harm, strengthening safety culture, and
implementing the Patient Safety Incident Response Framework (PSIRF).

* Highly Effective Care: Improving clinical outcomes through evidence-based practice, reducing unwarranted variation, and achieving stretch targets for
Ambulance Clinical Quality Indicators (ACQls), particularly for cardiac arrest and stroke.

* Patient-Centred Partnerships: Ensuring patients were active partners in care design, expanding engagement through the Patient and Public Panel, and
embedding shared decision-making into clinical practice.

The strategy also committed to digital enablement, SMART innovations, and quality management systems to underpin improvement, alongside a strong
emphasis on equality, diversity, and inclusion.

Since the Quality Strategy was developed, the NHS has laid out its 10-year plan and explicitly identified three shifts (hospital to communities, analogue to
digital and from sickness to prevention) each of which underpin the development of this local quality strategy (plan). The NHS 10 year plan also makes
reference to the development of a national Quality Strategy by the National Quality Board which is likely to refer to a providing a safe, effective and positive
experience for patients, with the expectation that quality of care is inextricably linked to access and value. This plan aligns with these expectations and gives
an overview of how NWAS will go about making these a reality for the people we serve.
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Delivery and progress achieved to date

Over the past few years, the Trust has delivered significant progress aligned to its ambition of providing safe, effective, and patient-centred care:

Safety Culture & Insight: Embedded safety culture surveys across all services, introduced real-time safety dashboards, and strengthened partnerships
for shared learning.

Implemented the Patient Safety Incident Response Framework and appointed Patient Partners into our governance structures.

Highly Effective Care: Improved compliance with Ambulance Clinical Quality Indicators (ACQls), particularly for cardiac arrest and stroke care. Reduced
unwarranted variation in treatment and outcomes, and advanced care for maternity, mental health, and frailty.

Digital & SMART Innovations: Rolled out SMART notice boards and undertaken test of concept for elements of a SMART station and SMART vehicles
programme, driving efficiency and safety. Enhanced digital systems for EPR, enabling real-time measurement of safety and effectiveness.

Patient-Centred Partnerships: Expanded Patient & Public Panel to nearly 300 members, embedded patient stories into governance, and strengthened
co-design approaches. Increased engagement through FFT, complaints, and social media feedback.

Learning & Improvement: Established the Improvement academy, built Power Bl dashboards for performance monitoring, and started the journey to
deliver improvement capability across teams.

What remains to be addressed

This Quality strategic plan builds on the previous quality strategy and encapsulates the aims and ambitions to safeguard and systematically improve the
quality of the services we offer over the next 5 years.

While significant progress has been made, there are opportunities to use a sustained focus to achieve our ambition of delivering outstanding, inclusive care.
Moving forward, we need to strengthen consistency in care delivery, embed a mature safety culture, and tackle health inequalities. Patient voice must
become a standard part of service design, and we must build improvement capability at scale to ensure continuous learning and innovation across all teams.

Key Areas:
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* Embedding safety improvement culture: Identifying and addressing key areas that could lead to patient harm. Building our safety culture, moving from
measurement to full cultural maturity, ensuring psychological safety and proactive risk management

* Consistency in safe and effective care delivery: Reduce unwarranted variation across pathways, especially for people with mental health needs, frailty,
maternity, and complex respiratory and cardiovascular needs.

* Health inequalities: Address gaps in access and outcomes for vulnerable groups through targeted improvement programmes.

* Patient voice at scale: Ensure that patient feedback influences care delivery and that we co-design the expansion of feedback mechanisms to ensure
diverse representation and real-time influence on service design and delivery.

* Improvement capability: Build critical mass of staff skilled in improvement science and sustain collaboratives at scale.

This plan draws from other strategic plans, particularly the clinical response plan and the people plan and addresses the thematic elements of quality showing
clear alighment to overarching objectives and priorities. Annual dependency and resource mapping will enable the scheduling of key workstreams.
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Strategic context
National direction

The national Quality Strategy is likely to focus on ensuring patients have a safe, effective and good experience of care with the following explanation

Safe — care that is delivered in a way that minimises things going wrong and maximises things going right; continuously reduces risk, empowers, supports and
enables people to make safe choices and protects people from harm, neglect, abuse and breaches of their human rights; and ensures improvements are made
when problems occur.

Effective —care that is informed by consistent and up-to-date high-quality training, guidelines and evidence; designed to improve the health and wellbeing of a
population and address inequalities through prevention and by addressing the wider determinants of health; delivered in a way that enables continuous
guality improvements based on research, evidence, benchmarking and clinical audit.

Positive experience — care that is responsive, personalised and caring — shaped by what matters to people, their preferences and strengths; care that
empowers people to make informed decisions and design their own care; coordinated; inclusive and equitable; and care that is delivered with compassion,
dignity and mutual respect.

Beyond these must do expectations however, quality is of care is inextricably linked with access and value and the National Quality Strategy is likely to set
out an approach to improving quality with as much rigour as access, performance, finance and use of resources, and also consider them together ‘in the
round’ identifying where the strategy needs to feed into wider strategic work. This approach recognises that quality care is better value for money, and that
financial and operational decisions must be informed by a clear focus and clarity on quality risks and inequalities impact, including any adverse impacts. The
National Quality strategy will take into consideration:

a. Access: as a pre-requisite for quality. Access impacts on all 3 dimensions of quality — effectiveness, safety, experience. Maintaining a relentless focus on
improving access is therefore central to meeting our quality duty. The quality strategy will consider where issues in access are impact quality and ensure this is
fed into the 10 Year Health Plan approach, particularly the vision working group considering how to deliver the statement “I can access the high quality and
effective care | need, when and where | need it”.

b. Value: quality of care at every level can increase value including through technical efficiency (eg at a clinical level by reducing errors or readmissions for
example) and allocative efficiencies (eg at a population level by maximising health gain). There is a role for integrated care boards (ICBs) as strategic
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commissioners to support quality through a shift of care upstream and commissioning for quality and maximising value in terms of health gain. The quality
strategy should ensure it considers and aligns with the operating model to achieve this.

The national and regional ask of ambulance services is to deliver the constitutional expectations of timeliness of services for CAT 1-4 whilst maintaining or
improving the ambulance quality indicators

Category 1: Mean response time under 7 minutes and 90% of calls reached within 15 minutes.
Category 2: Mean response time under 18 minutes and 90% within 40 minutes.
Category 3: 90% of calls responded to within 120 minutes.
Category 4: 90% of calls responded to within 180 minutes.
ACQls include both:
*  AmbSYS (system indicators): response times, call answer performance, handover delays, and other operational standards.
*  AmbCO (clinical outcomes): measures such as ROSC, STEMI and stroke pathway performance, trauma outcomes, and sepsis indicators.

Together, the constitutional standards and ACQls define the national expectations for safe, timely, effective ambulance care and form the basis for our
commitment to achieving top-quartile patient outcomes.

This national direction underpins the mission of NWAS to provide the right care at the right time in the right place.

Internal direction

NWAS has been recognised as one of the top performing ambulance trusts via the NHS Oversight Framework. NWAS strategic plan outlines the ambition to be
the best or amongst the best provider of ambulance services so that the patients we serve can be confident of consistent help when they need it most.
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Introducing the plan

There is a clear need for a dedicated Quality Strategic Plan to ensure that quality is an underpinning principal at the heart of everything we do. This plan sets
out our ambition to improve patient safety, clinical effectiveness, outcomes, patient experience whilst systematically addressing key areas of health inequality.
The healthcare landscape is evolving rapidly, with increasing complexity in patient needs, regulatory requirements, and system integration. Recent learning
from incidents, variation in outcomes, and national priorities such as the Patient Safety Incident Response Framework (PSIRF) highlight the urgency of a
coordinated approach. This plan provides a structured overview of how we will reduce avoidable harm, reduce unwarranted variation, and embed continuous
improvement and strengthen safety culture across all services, ensuring we deliver outstanding, inclusive care for every patient.

This plan has been developed through a number of workshops, both organisation wide and within the Quality directorate where we have considered our
ambition and our commitments to specific programmes of work which address the four strategic aims whilst focusing on the delivery of outstanding, inclusive
care for everyone we serve.

Alignment with the Trust strategy and planning framework

The Quality Strategic Plan is fully aligned with the Trust’s overarching purpose of delivering the right care, at the right time, in the right place, every time. It
directly supports the four strategic aims whilst focusing on the delivery of outstanding, inclusive care for everyone we serve.

* Provide — Quality initiatives focus on reducing unwarranted variation, improving clinical outcomes, and embedding patient-centred care, ensuring
outstanding care for everyone we serve.

* Build — By fostering a strong safety culture and inclusive approach, the plan contributes to creating a safe, supportive environment for staff and
patients.

* Deliver — Through partnerships and collaborative improvement programmes, the plan strengthens care models and ensures equitable, coordinated
services.

* Embed - Continuous improvement is at the heart of the Quality Plan, driving innovation in safety, effectiveness, and patient experience to secure
sustainable progress.

The plan sits within the Trust’s strategic framework, aligning with the annual business plan and supporting enablers such as EDI, Digital and Health
Inequalities. It complements other strategic plans by providing the quality lens that underpins all service delivery
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Strategic objective & high-level deliverables
Objective: 1
We will reduce avoidable harm by 30% for our PSIRF priorities.

The ambulance service exists to help people when they need it most which includes responding to a very broad scope of incidents and situations and an
increasingly complex set of individual patient conditions requiring excellent assessment and communication skills and the proportionate and effective delivery
of first contact care. Although many of our pathways are established in nationally verified guidance we know that there are situations where we do not get it
right and harm may occur. To deliver outstanding care for everyone we must identify what contributes to avoidable harm and take steps to address these
systematically. This objective sets an ambitious target to reduce avoidable harm by a significant proportion in order to deliver outstanding care for everyone.

High-level deliverables

1. We will identify the main contributors to avoidable harm by strengthening our safety data and triangulating a range of insights across the trust
including a focus on near misses and low harm events.

2. We will progress the improvement priorities of the PSIRF Framework to focus early year attention on the priority areas of cardiac arrest, harm related
to non-conveyance and pre-hospital maternity and newborn care.

3. We will review and improve compliance with the NHS England National Standards of Cleanliness and establish improved cleaning performance by
applying functional risk categories to vehicles and Trust premises. We will carry out robust audits to monitor this to ensure a 5% improvement on
average audit scores.

4. We will review the approach to quality data for the organisation, building data science capability.

5. Design and implement a digital safeguarding referral system that streamlines reporting, improves data quality and timeliness, strengthens multi-
agency information sharing and enhances organisational assurance. This will include robust quality oversight and staff support to ensure safeguarding
concerns are identified, escalated and monitored consistently and effectively across the organisation.

6. Develop our programme of Senior Leadership walkarounds to align with annual plans.
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7. We will progress the development of the ‘Early Warning System’ to look for patterns across data sets that could indicate a risk to patient safety and
guality and take early remedial action to address risk.

8. We will improve tracking and monitoring of medicines using digital solutions to reduce risks in current systems and processes including digital stock
pharmacy management system and electronic controlled drugs register.
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Obijective: 2

Improve the effectiveness of care by prioritising improvement activity for patients who experience sub-optimal care as a result of recognised health
inequalities.

Outstanding care is effective care and the effectiveness of care can be impacted by inequalities in the way the care is delivered or unwarranted variation which
may not cause harm but is less effective than it could be. As an ambulance service we have the privilege of attending people in their own homes and
therefore, we have opportunities to make every contact count and to improve the inclusivity of our care by addressing inequalities in practice or access using
improvement methodologies to run successive PDSA’s or tests of change. By exploring key areas of our activity in relation for patients who experience sub-
optimal care as a result of recognised health inequalities we can use this insight into any areas of deficit to prioritise remedial action in a targeted and
measurable manner.

High-level deliverables

1. Review inequalities and outcomes for people with Mental Health needs, identifying key opportunities for making every contact count and identify
process measures of impact. Following scoping we will identify an appropriate percentage improvement expected from the delivery of the remedial
activity and demonstrate improved outcomes for our patients.

2. Review inequalities and outcomes for people with Frailty, identifying key opportunities for making every contact count and identify process measures
of impact. Identify key interventions to test and skill staff in key every contact count interventions. Following scoping we will identify an appropriate
percentage improvement expected from the delivery of the remedial activity to enable us to monitor the effectiveness of our activity and demonstrate
improved outcomes for our patients.

3. Review inequalities and outcomes for pregnant mothers, identifying key opportunities for making every contact count and identify process measures
of impact. Identify key interventions to test and where indicated skill staff in key interventions. Following scoping we will identify an appropriate
percentage improvement expected from the delivery of our remedial activity to enable us to monitor the effectiveness of our activity and demonstrate
improved outcomes for our patients.

4. Review inequalities and outcomes for people with Respiratory needs, identifying key opportunities for making every contact count and identify process
measures of impact and identify key interventions to test. Following scoping we will identify an appropriate percentage improvement expected from
the delivery of the remedial activity and demonstrate improved outcomes for our patients.
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5. We will review inequalities and outcomes for people with cardiovascular disease, identifying key opportunities for making every contact count and
identify process measures of impact. Identify key interventions to test. Following scoping we will identify an appropriate percentage improvement
expected from the delivery of the remedial activity and demonstrate improved outcomes for our patients.

6. We will review inequalities and outcomes for people with LD&A, identifying key opportunities for making every contact count and identify process
measures of impact. Identify key interventions to test. Following scoping we will identify an appropriate percentage improvement expected from the
delivery of the remedial activity and demonstrate improved outcomes for our patients.

7. We will improve our ethnicity capture as per requirements of NHSE ethnicity recording improvement plan. Following scoping we will identify an
appropriate percentage improvement expected from the delivery of the remedial activity and demonstrate improved outcomes for our patients.
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Obijective: 3

We will improve the clinical outcomes for our patients to be in the top quartile of ambulance quality indicators

In ambulance service the effectiveness of care can be measured by the outcome of interventions such as resuscitation and the application of standardised
pathways or care bundles. However, there is not a comprehensive set of outcomes by which to measure outstanding care and therefore the first requirement
will be to scope the measures by which the outcomes of contact, assess and respond elements can be measured. Subject matter experts will contribute to
driving forward improvements in services towards outstanding inclusive care. This strategic objective also includes plans to review our quality control and
guality assurance mechanisms firstly to improve our governance and oversight and secondly to reduce the audit burden where appropriate.

High-level deliverables

1.

Adopt and integrate the A-EQUIP (Advocating and Educating for Quality Improvement) model for the clinical work force ensuring all clinicians have
regular access to supportive, developmental and restorative supervision.

Scope the opportunity for improvement in each of the AQl

Progress the 'what good looks like' dashboard

Explore technology options to better support High Intensity Users

Evaluate and redesign the quality assurance and quality control mechanisms to better support improvement

Procure and embed a replacement clinical audit tool that enables us to use learning and insight to enhance clinical effectiveness and improve
performance against ACQls

Complete the roll out of Defibrillator Replacement Project (Phase 3) to ensure that patients receive effective and reliable care.
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Objective: 4

We will drive continuous enhancements in patient experience by ensuring the patient voice is central to shaping and improving clinical services, achieving
a 5% uplift in experience and embedding meaningful patient involvement across improvement activity.

Outstanding care is characterised by an excellent patient experience and we know from patient feedback that their experience of our services is impacted by
the timeliness of our response but also by the effective and compassionate communication with our staff. In order to deliver an outstanding experience for

everyone we will seek to increase the feedback particularly from hard to reach groups and identify specific improvements that will improve how patients
experience our care

High-level deliverables

1. Share learning from patient experience, particularly from underrepresented groups, working with other teams to inform greater insights and target our
improvement opportunities at opportunities to improve how people experience our care.

2. Review the current use of patient feedback by area and service line together with any potential barriers or misperceptions and strengthen the patient
voice and focus in our improvement activity to identify specific areas of patient and public feedback.

3. Expand our patient and public involvement

4. Design and implement a measurement system to assess the level of patient experience involvement and the timeliness of the involvement.
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What does success look like?

Alignment to strategic aims Embed continuous improvement and innovation for a sustainable future

Measures 1. 30% decrease in NWAS attributed to avoidable harm

2. 5%-6% increase in patient experience

3. Improvements in Frailty assessment, by X

4. Reduction in health inequalities for patients with mental health care needs

5. Improvements in compliance with cardiovascular care and respiratory pathways

6. Reduction of harm in pre-hospital maternity and newborn care

What will look different? Patients, families and staff will have increased confidence that care is consistently safe, with fewer incidents of avoidable
harm and stronger learning embedded across services.

Patients will feel listened to, respected and involved in decisions about their care, with more consistent, compassionate
interactions throughout their contact with NWAS. Improvement activity will be shaped by the patient voice.

Older and frail patients will receive earlier, more accurate identification of frailty, leading to more personalised care, better
decision-making and improved outcomes.

Patients with suspected cardiovascular conditions will experience more timely, evidence-based assessment and treatment,
improving outcomes and reducing unwarranted variation in care.

Mothers, babies and families will experience safer, more reliable care, with staff feeling confident and supported to deliver
high-quality maternity and newborn interventions in pre-hospital settings.
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Sequencing

Obie P e ed e avoldable

3 0 0% tor o PSIRF prio e
We will identify the main
contributors to avoidable harm and
progress improvement programmes
to deliver a sustainable reduction in
harm events.

We will progress the thematic
reviews and improvement priorities
of the PSRIF Framework to focus
early year attention on the priority
areas of cardiac arrest, harm related
to non-conveyance and pre-hospital
maternity and newborn care.

We will review and improve the
organisational approach to IPC
including establishing and auditing
new cleaning standards

Explore technology options to better
support High Intensity users

Strengthen safeguarding
arrangements for those we serve by
interagency communication and
collaboration and improving
recognition and onward referral for
those in need

Implement senior leadership
walkarounds
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Progress the early warning system

Improve tracking and monitoring of
medicines using digital solutions to
reduce risks in current systems and
processes (YR1 = digital stock
pharmacy mgmt system and
electronic controlled drugs register
FBC)
Objective 2: We will improve the
effectiveness of care by prioritising
improvement activity for patients
who experience sub-optimal care as
a result of recognised health
inequalities.

Mental Health

Frailty

Pregnant mothers

Respiratory

Cardiovascular

LD&A

Improve our ethnicity capture
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Adopt and integrate the A-EQIP
(Advocating and Educating for
Quality Improvement) model for the
clinical work force to ensuring all
clinicians have regular access to
supportive, developmental and
restorative supervision.

Scope the opportunity for
improvement in each of the AQlI
Progress the ‘what good looks like’
dashboard

Explore technology options to better
support High Intensity users
Redesign the quality assurance and
quality control mechanisms to better
support improvement

Produce and embed a replacement
clinical audit tool that enables us to
use learning and insight to enhance
clinical effectiveness and improve
performance against ACQls
Complete the roll out of Defibrillator
Replacement Project (Phase 3) to
ensure that patients receive effective
and reliable care.
Objective 4: We will drive continuous
enhancements in patient experience

by ensuring the patient voice is
central to shaping and improving
clinical services, achieving a 5% uplift
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in experience and embedding

meaningful patient involvement
across improvement activity.
Share learning from patient
experience, particularly from
underrepresented groups, working
with other teams to inform greater
insights.

Review the current use of patient
feedback by area and service line
together with any potential barriers
or misperceptions.

Design and implement a
measurement system to assess the
level of patient experience
involvement and the timeliness of
the involvement.
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Glossary of terms

Definition Example
Trust strategy
Purpose statement A purpose statement is a clear, concise To help people when they need us most
sentence that explains why something exists or
is being done.
Vision A vision is a clear statement of what an To deliver the right care in the right place at the right time; every time
organisation or person strives to achieve in the
future.
Values Our values underpin everything that we do and | Working together, being at our best, and making a difference
guide our people, decisions, actions and
behaviours.
Strategic aim Our strategic aims set the direction of travel Deliver outstanding, inclusive care for everyone we serve
for the organisation and translate the vision
into action.
Strategic plans
Strategic objective Each plan outlines a set of specific, measurable | Attract and recruit a representative workforce, providing effective
objectives that supports the delivery of the onboarding and support to retain them
organisation's strategic aims.
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Deliverables Activities which will ultimately deliver an Deliver a talent management framework to enable us to grow our talent
objective.

Measures of success Sets out how we will measure achievement of | Improvement against WRES workforce indicators
our strategic objectives.

Annual plan

Annual priorities Summarises the organisations delivery Embed new operational leadership structures and ensure leaders have the
priorities for each financial year and aligns with | skills to deliver their roles effectively.

workforce, financial and operational planning
assumptions.
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Foreword

The People and Culture Strategic Plan outlines how we will achieve the Trust’s strategic aim of “Build a safe, supportive and inclusive culture together”.
Through the delivery of this plan, we will ensure our patients experience outstanding care from colleagues who reflect the diverse communities we serve,
have a voice that is heard, are able to reach their full potential and are part of a compassionate, inclusive and supportive workplace.

We have listened to our people who have told us where we need to do more and the plan describes our focus on five key areas - Attraction & Welcome;
Leadership & Management; Developing for the future; Wellbeing, Culture & Inclusion and Listening to staff. We will deliver change and innovation across the
board from using the latest technology to build our administrative infrastructure to implementing clearly defined career and leadership development
opportunities that start on day one and continue throughout people’s employment journey with us.

All of this work sits within a rapidly changing regional and national environment. Our plan will need to align with the outputs from the Ten-Year Plan and the
national Workforce Plan whilst upholding our commitment to the People Promise work we have already begun.

Our people are at the centre of this plan. Their voices have been heard and are reflected in our priorities. Through supporting their development and
recognising their commitment, we will continue to deliver outstanding patient care across the North west.

Lisa Ward
Director of People & Culture
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Executive summary

The People & Culture Strategic Plan (2026—2031) sets out how NWAS will achieve the strategic aim to “Build a safe, supportive and inclusive culture
together.” Rooted in engagement with our people, the plan outlines how we will create an environment where colleagues feel valued, supported, and
empowered to deliver exceptional care.

The plan focuses on five priority areas: Attraction & Welcome; Leadership & Management; Developing for the Future; Wellbeing, Culture & Inclusion; and
Listening to Staff. Each is designed to enhance the employee experience across the entire lifecycle. It builds on strong progress made through the previous
strategy, including strengthened leadership development, improved retention, enhanced wellbeing support, and more inclusive cultural foundations.

Across the next five years, our work will ensure we attract and retain a representative workforce, build confident and inclusive leaders, provide high-quality

learning and career pathways, embed a culture that prioritises wellbeing and psychological safety, and strengthen how we listen and respond to staff
feedback.

The plan is structured around five strategic objectives:
» Objective 1: Attraction and Welcome — Attract and recruit a representative workforce, providing effective onboarding and support to retain them

Objective 2: Leadership and Management — Develop confident and inclusive leaders who respond effectively to complexity and support staff to thrive

Objective 3: Developing for the Future — Provide high-quality, accessible development and career progression opportunities

Objective 4: Wellbeing, Culture and Inclusion — Build an inclusive, supportive and safe culture across the employee lifecycle

YV V V VY

Objective 5: Listening to Staff — Build a listening culture where staff and learners are active partners in improvement

This plan will provide further detail on what our strategic objectives and delivery priorities will be over the next five years, as well as the underpinning
measures of success.
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Our strategy development process

Our 2026-2031 strategy was shaped through wide range engagement with our staff, volunteers, patients, and partners, alongside a diagnostic review of our
current position. Using this as a guide, we designed our strategic aims.

At its heart, the strategy defines our shared purpose: helping people when they need us most. Guided by this, our vision is simple and remains the same -
providing the right care, at the right time, in the right place, every time.

This year, we will continue working with stakeholders to keep our strategy relevant and up to date against the current context.
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(2026-2031)

1) Diagnostic
4) We setour 4 review (External
new strategic aims context & current
aims)

2) Staff / patient /
3) Consolidation partner
engagement



Strategic framework

Our
strategy

Strategic plans

Enabling plans

NHS England Medium Term Plan

Annual plans

Assurance and accountability
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Our five-year trust strategy outlines where we are now, where we want to be and
the areas we want to focus on to achieve our vision. We all share responsibility
for the aims and must work together to achieve success.

We have four strategic plans which each align to one aim and provide detail on
specific delivery objectives and key measures of success. These plans also include
a roadmap which shows the sequencing of objectives and outcomes over the
next three to five years.

We also have enabling plans which cross-cut several or all our aims. These plans
focus on digital, estates and fleet, improvement and environment and outline
more specific pieces of work which will be undertaken to help support delivery
of our plans.

The NHS England medium term plan is a mandated external submission which is
refreshed annually. It uses key information from our strategic plans plus updated
modelling assumptions to provide triangulated view of delivery and assurance
that we will achieve key performance targets.

Each year, we will develop an annual plan which shows what the projects,
milestones and measures will be for the coming year. This plan will also assess
whether we have the right capacity, expertise and resource to deliver our
objectives. The annual plan should also be used to shape directorate, team and
individuals' objectives and ensure we’re all working towards a shared set of
priorities.

We must have a way of providing assurance back through our Board of Directors
that we are making year-on-year progress towards achieving our strategy.



Our strategic aims

Our trust strategy has been designed around four clear aims that will guide everything we do over the next five years. Each aim sets out what we want to
achieve, the priorities we will focus on, and the measures we will use to track success. Together, these aims will help us create a service that is trusted,
inclusive, and ready for the future. This People and Culture Plan aligns primarily to our second aim: ‘build a safe, supportive and inclusive culture together’
and provides detail on the specific delivery objectives and key measures of success which we’ll focus on over the next five years.

BUILD DELIVER EMBED
Strategic . . . . Embed continuous improvement
. - Build a safe, supportive and Deliver a responsive care model . . - .
aims . . . and innovation for a sustainable
inclusive culture together through partnerships
future
. . . . Our leaders create a We will strengthen and develo . .
We will provide high-quality, safe . . ) . 8 P We will embed a culture of learning
. compassionate, inclusive and our operating model and work . .
bition f and compassionate care for all our . . and improvement that drives
Ambition for supportive workplace culture, closely with partners to ensure

productivity and delivers clinical,
operational, workforce, financial
and environmental sustainability.

2031 communities, continuously
improving to reduce unwarranted
variation and health inequality.

where everyone has a voice, can  care is coordinated, equitable and
be at their best and is supported responsive to population needs.
to improve and develop.

. Outstanding care — what we Inclusive culture — how we . . .
Headline rovide ti Stents and create the environment for Care model — how we organise and  Continuous improvement — how
description P P N collaborate to meet need. we evolve and secure the future.
communities. success.
» Safer care * Improved culture * Delivery of core standards . Improvement-focused
Strategic * More effective care * Better place to work * Contribution to 3 shifts . RetF:I)uced waste
outcomes / * Better patient experience * More representative (10YP) «  Dicitallv enabled
benefits + Reduced health workforce *  Flexible and adaptive model grtatly .
) " . * Environmentally sustainable
inequalities *  Workforce fit for future * Trusted partner
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Cross cutting themes — health inequalities, equality, diversity & inclusion & improvement

Our strategic plans are supported by cross-cutting themes that guide our decision making and shape our services. The themes are health inequalities, equality,
diversity and inclusion, and continuous improvement. They are not standalone priorities but are integral to every strategic objective, shaping how we design
our services, utilise our resources and measure our success. Each strategic plan will outline how they will consider and address these key themes.

>

Tackling health inequalities is a national
priority and our plan will address how
we can reduce gaps in access,
experience and outcomes, ensuring all
the communities we serve can benefit.

We will deliver:
Attraction activities that are embedded
in our work with communities
* Increases in cultural competence in the
delivery of care
A preventative approach to wellbeing &
attendance
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&>

We are committed to an active approach
to equality, diversity and inclusion and
it is a fundamental underpinning focus

of our plan.

Through this plan, we will deliver:
* Increases in diverse representation at
all levels through fair attraction, career
progression and community
engagement
* Increases in cultural competence of
staff and leaders
* A culture which is more inclusive —
reducing negative experiences,
narrowing experience gaps, reducing
discrimination
*  Progress towards the organisation
being actively anti-racist
* Continued support for diverse voices to
be heard

¢ »

We strive to become an improvement
organisation — meaning that we will
empower our people to apply
improvement methods to continuously
learn, adapt and enhance the quality of
our care and services.

We will:
* Make improvement behaviours a core
expectation for all leaders
*  Build improvement capability and an
improvement professional road map to
support all levels of the organisation
* Use improvement methodology to
support the delivery of effective and
sustainable change in delivery of this
plan



People & Culture Strategic Plan

Future
Sustainability
> Quality
@ -
5D
%

People &
Culture

Clinical
Response
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Background and progress so far

The Trust’s People Strategy (2023—2026) set out our ambition to ‘Be a brilliant place to work for all’.

Over the lifespan of this strategy, we made significant progress. To support our aim to develop compassionate leadership, we have seen our foundation
leadership development offer refreshed and mandated. Large scale organisational change for PES and ICC has been supported through revised leadership
recruitment approaches and leadership induction delivered to over 400 new leaders. A talent management programme for aspiring leaders has successfully
launched, alongside formalising of development routes into operational leadership.

Our commitment to improving culture was demonstrated through our Stop, Speak, Support sexual safety campaign and more latterly the launch of our anti-
racism statement. These have been supported through leadership events and additional learning for all our people, and this remains a focus for this strategic
plan. We have revised approaches to investigations, improved timeliness and enabled improvements to flexible working, reasonable adjustments and
maternity.

We have continued to enable our people to reach their potential. Our onboarding and induction approaches have also been refreshed. Apprenticeship
numbers continue to grow, and OFSTED have rated our provision as Good. We have enhanced the way we listen to and keep our learners safe. The support
offered by our Widening Access and Positive Action teams to internal staff and local communities has continued to grow. The CPD and Learning Hub is now
firmly established and is an actively used resource for learning and development.

Our Staff Networks are flourishing, helping us to improve our levels of representation across the workforce and influencing policy and practice. We have
invested in support to tackle violence prevention, launched new Occupational Health support and seen significant improvements in attendance.

We have exceeded our targets for appraisals and mandatory training, significantly improved retention and seen positive improvements in staff survey results.

All of this work represents significant achievement and is a reflection of the hard work of our teams across the trust. We will build on these solid foundations,
embedding good practice and continuing to innovate.
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Strategic context
National and regional direction

The 10-year plan and its supporting workforce plan, offers a vision for the transformation of NHS services. We have to remain agile and flexible to respond to
the opportunities it offers, enabling our workforce to develop new skills, transition to new roles and work collaboratively with partners to deliver change.

National programmes of work are anticipated to impact on People Plans. They provide the opportunity to enhance consistency of experience and benefit from
best practice. Examples include the NHS Leadership and Management Framework, national People Policies, review of statutory and mandatory training,
employment standards and reform of terms and conditions.

The Culture Review of Ambulance Services report and recommendations also remains a guide for our work towards a more inclusive and safer cultural
environment. This plan will build on the foundations we have already established, and it will align and reflect national and regional strategies and drivers. The
plan will drive the transformation of how we access and deliver people services and support the organisation’s ability to listen, learn and improve.

Digital commitments for staff set out in the 10-year plan will also influence NWAS plans. In particular, the period of the strategy will see the implementation
of the new workforce solution, national job evaluation system and the staff app.

The way in which people services are delivered is also evolving through national work around the Target Operating Model, harnessing digital technology and
shared service arrangements to maximise ease of access, self service and efficiency.

Internal strategic direction

Whilst significant steps forward were made with the previous people strategy, there is more work for us to do. Through the staff survey, staff networks and
workforce metrics, our people have told us where we need to focus our efforts:

* Negative experiences at work remain too high and confidence in speaking up still needs to grow

* Our processes do not always feel fair to staff, particularly their experience of career progression

* Our equality data shows differential experiences and potential discriminatory practice

» Staff are keen to develop and progress but want greater transparency and access to development opportunities
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* Staff want to be involved, be listened to and want to be able to influence the work they do and how they do it
* When things go wrong our staff want to be supported

* We have five different generations in the workforce with different aims, aspirations and ways of working

* We are often reactive to deterioration in wellbeing, rather than focusing on prevention

The NHS People Promise sets out ambitions for what people working in the NHS should expect to experience in work. These ambitions, alongside our own
values of Making a Difference, Being at our Best and Working Together, underpin the People and Culture Plan.
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Introducing the plan

The People and Culture Strategic Plan will contribute to the delivery of the all the trust strategy aims, as it will support our people to enable them to deliver
what is needed by our patients and communities as we move through the changes expected in the NHS.

However, the plan will have a particular focus on the delivery of the strategic aim:
Build a safe, supportive and inclusive culture together.
We will achieve this through a focus on:

* Attraction and welcome

* Leadership and management

* Developing for the future

*  Wellbeing, culture and inclusion

* Listening to staff

Equality, Diversity and Inclusion

Equality, Diversity and Inclusion is a central theme that cuts across our Trust Strategy and all our Strategic Plans. It is a fundamental underpinning focus of the
People and Culture Plan. It does not stand alone as a priority area as it is essential that it is considered as part of the implementation of the whole strategic
plan. However, there are key areas in which this plan is expected to deliver EDI improvements over the course of its implementation:

* Increases in diverse representation at all levels through fair attraction, career progression and community engagement
* Increases in cultural competence of staff and leaders
* A culture which is more inclusive — reducing negative experiences, narrowing experience gaps, reducing discrimination

* Progress towards the organisation being actively anti-racist
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® Continued support for diverse voices to be heard
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Strategic objective and high-level deliverables
Objective: 1
Attraction and welcome - attract and recruit a representative workforce, providing effective onboarding and support to retain them

We want to attract the best talent, give them a sense of belonging and connection with the organisation from their first day and inspire them with an exciting
future with NWAS which means that they stay. We want the experience of recruitment and onboarding to be positive, streamlined and easy to navigate. We
want to eliminate the discrimination in our processes and embed our recruitment in the communities that we serve.

High-level deliverables
1. Increased BME representation across our workforce
2. Deliver a comprehensive onboarding and induction programme
3. Attraction activities embedded in our work with communities
4. Effective support for the first 12 months of joining the trust

5. Improving recruitment processes and applicant experience
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Obijective: 2

Leadership and management - develop confident and inclusive leaders who have the skills and tools to respond to complexity and enable our staff to reach
their potential

We want our leaders to understand and embrace their responsibilities to our people. We want them to be confident, skilled and visible in creating an inclusive
culture, where staff feel safe and reach their potential. We commit to developing our leaders to operate in a complex and evolving environment. Through
national digital tools we aim to transform people processes to increase self-service and to release administrative time.

High-level deliverables
1. Fitfor purpose leadership and management development aligned with national expectations

2. Make improvement a core expectation for all leaders through embedding improvement behaviours into leadership development, appraisal,
recruitment and job descriptions

3. Comprehensive and effective coaching and mentoring offer
4. What Good Looks Like Framework for holding leaders to account
5. Increased diversity of leaders and leaders equipped to create inclusive environments

6. Reduce administration burden for staff and managers through digital development and process improvement
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Objective: 3

Developing for the future - develop high quality, accessible opportunities for ongoing development and career progression which meet the aspirations of
individuals and support improved patient care

We want all our staff to be able to see their future and how to get there, whether that’s career opportunities or being the best that they can be in their
current role. We want this to be a learning and improvement organisation where people take responsibility for their learning and we enable them to access
the resources and support to succeed. We want our education and learning delivery to be first class. We want to equip our staff with the knowledge and skills
to embrace future roles and changing demands.

High-level deliverables
1. Visible career pathways and signposted support
2. Atalent management framework to enable us to grow our talent
3. Development of skills and roles fit for the future
4. Continuing professional development for all
5. Developing cultural competence

6. Building improvement capability
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Objective: 4

Wellbeing, culture and inclusion - continue to develop a culture that is inclusive, supportive, safe and responsive to the needs of staff across the employee

lifecycle

We want to provide the building blocks to support staff through their employee lifecycle. To provide access to high quality wellbeing resources and support;
to be flexible when life presents challenges; to provide options to balance work and home life; to make a difference to the working lives of staff. We want to
continue to create an environment which is inclusive, actively anti-racist and which feels safe. We want to reduce experiences of violence and aggression and
make sure that the right support is in place where staff experience this. In return we expect staff to engage with the options available, take steps to support

their own wellbeing and recognise the balance needed to deliver services to patients.

High-level Deliverables

1.

2.

Developing the confidence and practice to be actively anti-racist

Creating an environment which is psychologically & sexually safe

Relevant & accessible mental health and wellbeing offer

Preventative approach to wellbeing & attendance

Improve outcome and safety measures regarding physical and verbal abuse
Strengthen staff safety culture and reporting

Fair and consistent experiences at work

Improved work-life balance

Operational working practices which balance the needs of patients and staff
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Objective: 5

Listening to staff - build a listening culture where staff and learners are active partners in improving how we work and provide care

We want staff to feel involved and able to influence the way in which they work. We want staff to have regular and meaningful conversations with their
leaders. We want staff to feel confident to speak up, to make suggestions, to be listened to and to receive timely feedback. We want to work proactively with
trade union partners and directly with staff to improve what we do and how we work.

High-level deliverables

1.

2.

3.

Effective appraisal and staff conversations

Increased opportunities for staff engagement and partnership working to shape and influence what we do and how we work
Implementation of recognition framework

Improved learning and feedback loops

Increased opportunities for learner voice to be heard and for it to influence the way education and learning is delivered

Developing the effectiveness of teams
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What does success look like?

Attraction & Welcome

Strategic

Leadership &

Developing for the

Well-being, Culture &

Listening to Staff

Objective
Measures

Descriptors of
what feel
different
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To increase:

BME representation

to 10% of the

Management
To improve:

Levels of
representation of

Future

To improve:

OFSTED rating
to exceptional

Inclusion
To improve:

Staff survey ‘we
are safe and

To improve:

Staff survey
‘engagement &

workforce women and BME for 3 out of 5 healthy theme’ morale themes’
To improve staff in leadership standards and experience of totop 3in

* Application to positions * Staff survey ‘we negative sector
shortlisting & * Staff survey are always behaviours to top * Learner
Shortlisting to leadership scores learning theme’ 3 in sector feedback about
appointment to top 3 in sector totop3in * Retention in PTS/ their
metrics * Evaluation sector ICCs/ Corporate experiences

* Retention in first feedback on * Staff survey teams * Staff survey -
year leadership improvement To reduce: Speaking up

* Candidate & development question above * Absence rates to measures
recruiting To increase: average 5%
management * Uptake in coaching * Learning * Violence &
feedback and mentoring evaluation aggression

To reduce: * Compliance with measures * Pay gaps

*  WRES shortlisting to leadership To increase: *  WRES/WDES gaps
appointment induction to 90% * Uptake of in experience
indicator to below learning offers indicators to
1.25% * Trafficto below 5%

* Time to recruit Learning Hub

e Co- e Visibly diverse role e All staff know e Staff are e Staff have
ordinated/impactful models and leaders the career confident that regular and
positive actions to e Coaching and pathways open concerns will be meaningful

mentoring is to them and conversations
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attract and recruit
BME staff.

Faster recruitment
with great
communication.

New starters have a

sense of belonging
from day 1.

New starters have
access to all the
resources,
information and
support needed to
support them to
thrive.
Reduced/no
disparity in the
appointment of
White and BME
applicants

accessible to all
leaders

All new leaders
complete a
leadership
induction

Leaders can
demonstrate the
contribution they
make to a positive
and inclusive
culture.

Leaders are
confident to have
difficult
conversations and
challenge poor
behaviours
Services are
responsive and
accessible,
designed to reduce
time spent
processing.
Improvement is
fundamental to the
way we lead.

how to access
support to
achieve their
goals.

Staff feel
confident that
career
development
and progression
is fair

Staff are
confident to
deliver care in
an inclusive and
culturally
competent way
There is a
shared
ownership for
development
Educational
venues are fit
for purpose
Staff are
confident to
apply
improvement
methodologies
to their work.

listened to and
acted upon.
Staff are able to
recognise the
factors impacting
on their own
wellbeing and
take steps to
address or seek
support.
Leaders feel
confident to have
honest
conversations
about wellbeing
Flexible working
is a normal part
of working life
Staff feel safe in
work

The organisation
is actively anti-
racist and
challenges
discrimination

with their line
manager.
Leaders take
the opportunity
to recognise the
contribution of
staff

Staff are
involved in the
decisions
affecting them
and feel able to
contribute to
improvements
Learners’
experience is
positive and
safe

Staff see how
their voice
makes a
difference

A recognition
framework
which helps
staff to feel
valued by
managers
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Sequencing
Objective 1 2026
Increasing BME representation
Improving processes & applicant experience
Attraction & Welcome Comprehensive onboarding & induction
Attraction activities are embedded in our work with communities
Support in first 12 months
Objective 2 2026 2027
Leadership & management development

Coaching & mentoring

Leadership & Management

Increased diversity of leaders equipped to create inclusive environments
Reduce administration burden for staff and managers
Make improvement a core expectation for all leaders

Objective 3 2026 2027

Visible career pathways

Growing our talent

Developing for the future Developing cultural competence
Continuing professional development for all
Skills & roles fit for the future
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Objective 4

Wellbeing, Culture & Inclusion

Objective 5

Listening to Staff

Anti racism

Psychologically & sexually safety

Relevant & accessible mental health and wellbeing offer

Preventative approach to wellbeing & attendance
Improve measures regarding physical and verbal abuse

Strengthen staff safety culture and reporting

Fair and consistent experiences at work

2027

Effective appraisal & staff
conversations

Staff engagement & partnership working
Recognition framework

Improved learning and feedback loops

Developing teams

Learner voice
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Glossary of terms

Definition

Trust strategy

behaviours.

Purpose A purpose statement is a clear, concise sentence that explains why something exists or is To help people when they need us most

statement being done.

Vision A vision is a clear statement of what an organisation or person strives to achieve in the To deliver the right care in the right place at the
future. right time; every time

Values Our values underpin everything that we do and guide our people, decisions, actions and Working together, being at our best, and making a

difference

Strategic aim

Strategic
objective

Our strategic aims set the direction of travel for the organisation and translate the vision
into action.

Each plan outlines a set of specific, measurable objectives that supports the delivery of the
organisation's strategic aims.

Deliver outstanding, inclusive care for everyone
we serve

Strategic plans

Attract and recruit a representative workforce,
providing effective onboarding and support to
retain them

Deliverables

Activities which will ultimately deliver an objective.

Deliver a talent management framework to
enable us to grow our talent

Measures of
success

Sets out how we will measure achievement of our strategic objectives.

Improvement against WRES workforce indicators
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Annual plan

Annual Summarises the organisations delivery priorities for each financial year and aligns with Embed new operational leadership structures and
priorities workforce, financial and operational planning assumptions. ensure leaders have the skills to deliver their roles
effectively.
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Foreword

As we look ahead to the next five years, this Clinical Response Strategic Plan sets out how we will continue to improve the care we provide to patients across
the North West. Our service has come a long way in recent years, with stronger clinical models, closer integration across 111, 999 and PTS, and better support
for our clinicians to make safe, prompt decisions. This progress provides a solid foundation for the future, but we know there is more to do.

Demand for ambulance services is rising, patients’ needs are becoming more complex, and expectations of what ambulance trusts can deliver are changing.
We are increasingly required not only to respond, but to coordinate and guide care across the whole system. To meet this challenge, we need a clear and
shared direction for how we deliver contact, assessment and response in a way that is safe, consistent, and equitable for every community we serve.

This plan brings our clinical and operational ambitions together into one coherent framework. It describes how we will strengthen early clinical decision
making, expand alternatives to hospital care, build a resilient and skilled workforce, and use digital tools and data to improve outcomes. Most importantly, it
sets out how we will ensure patients receive the right care, in the right place, at the right time, every time.

We are grateful to colleagues across clinical, operational and support services who have shaped this work, and to our partners who will continue to play a vital
role in delivering it. This plan marks the next stage in our journey to provide outstanding, inclusive care and to support the health and wellbeing of the
communities we serve.

Dan Ainsworth
Director of Operations

Chris Grant
Executive Medical Director
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Executive Summary

The Clinical Response Strategic Plan sets out how NWAS will evolve the delivery of urgent and emergency care over the next five years. It provides a clear

strategic framework for strengthening our contact, assessment and response model so that patients consistently receive the right care, in the right place, at
the right time.

With our previous strategy, NWAS has made significant progress in improving the way patients access and receive care. The integration of NHS 111, 999 and
Patient Transport Services, alongside stronger clinical leadership and improved triage processes, has enhanced the organisation’s ability to respond to demand
and deliver safe, timely care. These developments have enabled more patients to be assessed, treated or referred without conveyance to hospital and have
strengthened NWAS's role within the wider urgent and emergency care system.

However, demand for ambulance services continues to grow and patient needs are becoming more complex. Pressures across the wider health and care
system continue to affect patient flow and access to appropriate pathways. While national policy also increasingly expects ambulance services to act not only
as responders but as coordinators and navigators of care across the system.

This plan sets a clear direction for how NWAS will strengthen clinical decision-making, improve consistency in patient pathways, and expand alternatives to

hospital care. It focuses on developing a clinically led, digitally enabled model that supports early assessment, effective care coordination and responsive
operational delivery.

Ultimately, this plan establishes the foundations for a more integrated, resilient and patient-centred care delivery model, aligning clinical and operational
priorities deliver safe, equitable and sustainable urgent and emergency care across the North West.

The plan is structured around three strategic objectives:

» Objective 1 (Contact): Deliver an integrated, technology-enabled contact model that improves accessibility, reduces inequality, and enhances efficiency
and patient experience

» Objective 2 (Assessment): Deliver safe, consistent, and personalised triage and assessment that identifies risk early, reduces variation, and ensures
patients receive the right care first time.

» Objective 3 (Response): Deliver a resilient, efficient, and patient-centred response model that uses technology, workforce optimisation, and system
collaboration to provide the right care, in the right place, at the right time.
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Our strategy development process

Our 2026-2031 strategy was shaped through wide range engagement with our staff, volunteers, patients, and partners, alongside a diagnostic review of our
current position. Using this as a guide, we designed our strategic aims.

At its heart, the strategy defines our shared purpose: helping people when they need us most. Guided by this, our vision is simple and remains the same -
providing the right care, at the right time, in the right place, every time.

This year, we will continue working with stakeholders to keep our strategy relevant and up to date against the current context.

Strategy Launch
(2026-2031)

1) Diagnostic
4) We set our 4 new review (External
strategic aims context & current
aims)

2) Staff / patient /

3) Consolidation partner
engagement
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Strategic framework

Our
strategy

Strategic plans

Enabling plans

NHS England Medium Term Plan

Annual plans

Assurance and accountability
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Our five-year trust strategy outlines where we are now, where we want to be and
the areas we want to focus on to achieve our vision. We all share responsibility
for the aims and must work together to achieve success.

We have four strategic plans which each align to one aim and provide detail on
specific delivery objectives and key measures of success. These plans also include
a roadmap which shows the sequencing of objectives and outcomes over the
next three to five years.

We also have enabling plans which cross-cut several or all our aims. These plans
focus on digital, estates and fleet, improvement and environment and outline
more specific pieces of work which will be undertaken to help support delivery
of our plans.

The NHS England medium term plan is a mandated external submission which is
refreshed annually. It uses key information from our strategic plans plus updated
modelling assumptions to provide triangulated view of delivery and assurance
that we will achieve key performance targets.

Each year, we will develop an annual plan which shows what the projects,
milestones and measures will be for the coming year. This plan will also assess
whether we have the right capacity, expertise and resource to deliver our
objectives. The annual plan should also be used to shape directorate, team and
individuals' objectives and ensure we’re all working towards a shared set of
priorities.

We must have a way of providing assurance back through our Board of Directors
that we are making year-on-year progress towards achieving our strategy.



Our strategic aims

Our trust strategy has been designed around four clear aims that will guide everything we do over the next five years. Each aim sets out what we want to
achieve, the priorities we will focus on, and the measures we will use to track success. Together, these aims will help us create a service that is trusted,
inclusive, and ready for the future. This Clinical Response Plan aligns primarily to our third aim: ‘deliver a responsive care model through partnerships’ and
provides detail on the specific delivery objectives and key measures of success which we’ll focus on over the next five years.

BUILD DELIVER EMBED
Strategic . . . . Embed continuous improvement
. - Build a safe, supportive and Deliver a responsive care model . . - .
aims . . . and innovation for a sustainable
inclusive culture together through partnerships
future
. . . . Our leaders create a We will strengthen and develo . .
We will provide high-quality, safe . . ) . 8 P We will embed a culture of learning
. compassionate, inclusive and our operating model and work . .
bition f and compassionate care for all our . . and improvement that drives
Ambition for supportive workplace culture, closely with partners to ensure

productivity and delivers clinical,
operational, workforce, financial
and environmental sustainability.

2031 communities, continuously
improving to reduce unwarranted
variation and health inequality.

where everyone has a voice, can  care is coordinated, equitable and
be at their best and is supported responsive to population needs.
to improve and develop.

. Outstanding care — what we Inclusive culture — how we . . .
Headline rovide ti Stents and create the environment for Care model — how we organise and  Continuous improvement — how
description P P N collaborate to meet need. we evolve and secure the future.
communities. success.
» Safer care * Improved culture * Delivery of core standards . Improvement-focused
Strategic * More effective care * Better place to work * Contribution to 3 shifts . RetF:I)uced waste
outcomes / * Better patient experience * More representative (10YP) «  Dicitallv enabled
benefits + Reduced health workforce *  Flexible and adaptive model grtatly .
) " . * Environmentally sustainable
inequalities *  Workforce fit for future * Trusted partner
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Cross cutting themes — health inequalities, equality, diversity & inclusion & improvement

Our strategic plans are supported by cross-cutting themes that guide our decision making and shape our services. The themes are health inequalities, equality,
diversity and inclusion, and continuous improvement. They are not standalone priorities but are integral to every strategic objective, shaping how we design
our services, utilise our resources and measure our success. Each strategic plan will outline how they will consider and address these key themes.

Reducing health inequalities is a national priority.
Therefore, our contact, assessment and response
processes must be more consistent, accessible, and
fair for all communities.

Our focus is on removing barriers to care, reducing
unwarranted variation, and improving outcomes for
groups who face greater risks or poorer access. We
will use data, partnership working and inclusive
practice to ensure our model supports those who
need us most.

Our commitment includes:

* Improving accessible communication and
reducing language barriers.

*  Ensuring consistent pathways across all
localities.

*  Using data to identify and address inequity.
*  Supporting staff to deliver culturally
competent, inclusive care
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We are committed to an active approach to equality,
diversity and inclusion where it informs our service

design, supports our delivery, and improves the equity of

the care we provide.
Our commitment includes:

*  Seeking opportunities in delivery of the plan to
be actively anti-racist.
*  Seeking to identify and reduce discrimination in
our contact, assessment, and response
processes.
*  Engaging with diverse patient, staff and
community groups to inform our models of care
and improve our delivery and representation.
*  Working to improve representation, so those
delivering our care mode are reflective of the
communities they serve
e Ensuring our leaders visibly and proactively
consider equality, diversity and inclusion in the
development and delivery of the plan.

& »

Our focus is on practical, evidence-based changes
that support frontline decision-making, reduce
variation and enhance flow. By making improvement
a routine part of clinical and operational practice, we
can respond faster, work more efficiently, and deliver
better outcomes.

Our commitment includes:

=  Using real-time data and insight to target
variation.

=  Equipping teams with simple, effective
improvement tools.

=  Testing and scaling changes that improve
safety and flow.

=  Working with partners to streamline
pathways and reduce friction in the system.



Clinical Reponse Stategic Plan

Future
Sustainability

Quality

Clinical
Response

People &
Culture
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Background and progress so far
Previous strategic focus and intent

The Trust’s Service Development Strategy (2023—2026) built on the foundations established by the Urgent and Emergency Care Strategy (2019). Together,
these strategies set out a clear intent to bring NWAS operational service lines closer together, including NHS 111, 999, Emergency Operations Centres,
Paramedic Emergency Services, Patient Transport Services, and volunteer responder models. The focus was on improving how patients access care,
strengthening clinical assessment and decision-making, and integrating systems, leadership, and management arrangements so that patients receive the right
care in the right place, regardless of how they contact the service.

Delivery and Progress achieved to date

Over the lifespan of the previous strategy, NWAS has delivered significant progress. NHS 111, 999 and Patient Transport Services have been integrated into a
single, more efficient contact centre model, supported by new clinical assessment and leadership structures. This has delivered measurable improvements in
call handling performance, including increased calls answered within 60 seconds, reduced call abandonment and improved 999 call pick-up times. Clinical
models have also evolved, with increasing use of triage and treatment over the phone, strengthened clinical supervision, and expanded referral pathways into
community and specialist services. As a result, more patients are now safely managed without conveyance to hospital, supported by access to virtual wards,
urgent community response and condition-specific pathways.

What remains to be addressed

While strong progress has been made, not all ambitions of the previous strategy are fully realised. Variation remains in access to alternative pathways, system
integration, and flow across the NWAS footprint, and hospital handover delays continue to impact operational delivery in some areas.

The previous strategy also did not set out a single, explicit articulation of the future care delivery model across contact, assessment, and response. As
expectations of ambulance services continue to evolve, there is a need to consolidate learning to date and provide a clearer, Trust-wide strategic framework
for patient care.

This Clinical Response Strategic Plan builds on the foundations and learning from previous strategies. It provides a single, coherent framework to describe how
care will be delivered across NWAS, bringing together clinical and operational objectives and creating shared ownership of future direction.

The plan establishes the basis for further development by clinical and operational leaders and will be refined through ongoing engagement with system
partners to ensure alignment and deliverability
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Strategic context

Internal direction

Strong foundations and improving performance

NWAS enters this planning period as a high-performing ambulance trust, with strong foundations across contact, assessment, and response. Significant
progress has been made through the integration of NHS 111, 999 and PTS, delivering improved access, resilience, and patient experience.

Performance in call handling and urgent response places NWAS as the leading ambulance trust nationally.

Clinical models continued to evolve, with increasing use of Hear & Treat and See & Treat approaches, improved clinical validation, and expanded access to
community and specialist pathways. These developments have enabled more patients to receive safe, effective care without conveyance to the hospital and
have strengthened NWAS's role within the wider urgent and emergency care.

Rising demand, system pressure and changing expectations

Demand for ambulance services continues to rise in both volume and acuity, driven by population ageing, increasing multi-morbidity, health inequalities and
constrained capacity across community, primary and acute services. Persistent system pressures, including hospital handover delays and variable access to
alternative pathways, continue to impact patient flow and operational performance.

At the same time, national policy is redefining the role of ambulance services. NWAS is increasingly expected to act as a system coordinator and navigator,
supporting care closer to home, protecting emergency capacity and improving system flow. While current models have delivered improvement, they are not
sufficient on their own to meet future expectations at scale without a clear, strategic approach to care delivery.
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National and regional direction

The national and regional ask of ambulance services

National policy and commissioning direction is clear that ambulance services must play a pivotal role in stabilising and transforming urgent and emergency
care systems. The NHS 10 Year Health Plan, Medium Term Planning Framework and ambulance service specification set expectations that ambulance services
will move beyond a predominantly transport-based model to act as system coordinators, navigators, and senior clinician decision-makers.

Key national priorities include improving response for the sickest patients, with an explicit ambition to achieve a Category 2 mean response time of 18
minutes, alongside a sustained reduction in avoidable emergency department attendance. Ambulance services are expected to significantly increase the
proportion of patients safely managed through remote clinical models, on-scene decision-making, and referral into community-based care.

Regionally, the focus is on consistency, collaboration, and neighbourhood health delivery. Ambulance trusts are expected to reduce unwarranted variation,
support system flow, and work as anchor partners within Integrated Care Systems to improve access, equity, and outcomes.

What it means for NWAS over the next few years

For NWAS, this direction requires a deliberate evolution of our care delivery model. We must continue to protect and improve emergency response for life-
threatening incidents, while expanding our capability to assess, treat and resolve a greater proportion of urgent care safely outside of the hospital.

This will require further growth in Hear & Treat and See & Treat models, consistent access to alternative pathways across the footprint, and strengthened
senior clinical decision-making supported by digital tools and shared records. It also demands closer alignment with community, primary care, and mental
health partners to ensure pathways are available, trusted, and responsive.

Over the next few years, NWAS must balance short-term performance delivery with longer-term transformation, building the workforce capability, digital
infrastructure and systems relationships required to deliver sustainable, equitable care at scale while supporting ambitions and the Trust’s strategic aims.

Introducing the plan
Why this Plan? Why Now?
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A clear need for a dedicated Clinical Response Plan

This Clinical Response Strategic Plan has been developed to respond to the changing role of ambulance services and the increasing complexity of the urgent
and emergency care system. While previous strategies have delivered strong operational integration and performance improvement, further progress requires
a more explicit, Trust-wide articulation of how care will be delivered, coordinated, and sustained over the next five years.

Without a clear strategic direction, there is a risk that future improvement becomes fragmented, reactive, and constrained by system variation, limiting the
Trust’s ability to sustain performance, reduce unwarranted variation and deliver equitable outcomes for all communities in our footprint.

Alignment with the Trust strategy and planning framework

This plan is one of four integrated Trust strategic plans and forms a core component of the Trust’s planning framework. It provides the lens through which the
Trust’s quality, people and culture, finance, digital, sustainability, improvement and estates strategies are aligned and operationalised in support of the Trust’s
four strategic aims: Deliver, Build, Provide and Embed.

The plan sets strategic direction rather than detailed solutions. It stabilises the principles, priorities and sequencing required to evolve care delivery models in
a clinically led, operationally credible and system-aligned way, ensuring NWAS continues to deliver the right care, in the right place, at the right time — every
time.
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Responsive care model
Our strategic aim is to provide a responsive care model through partnerships

Our 25/26 Annual Plan contains a key service delivery strategic objective: “Understand our current care delivery model through the eyes of the patient,
highlighting opportunities to shape our future care delivery model and establishing a plan for implementing those changes in the next 3-5 years.” Working to
achieve this objective, our draft care delivery model has been developed in partnership with operational and clinical teams and shared with wider teams at
our Strategy Development Away Day in October 2024. The model will be further developed and tested during Year 1 of this strategic plan.

The model is informed by the following guiding principles:

CONTACT ASSESSMENT RESPONSE
Immediate life :
4= Emergency Rapid
o NOI‘t‘I;iCalIgnelcal threat Appropriate e e Ce:[sc:nse
i . enicle
% Always require conveying Urgent Care .
— transport - Community
ot resource Patient First
r Face to Face Transport Responder
%o & for | NWAS clinician | +/- Alternate Response
o Clinical o |[_3ssessment — + Critical Care
o . ) ey | Partner clinician | * HART
A validation §= ;C: * Specialist Resource
3 8E —
i = % Referral Care co-ordination &
= © @ alternative pathways
[«}] o ©
2 £
© S Ambulance
Q. i - Taxi Non-ED
PTS - " Advice & axi .
booking B clinical
v advice & Send to -
a call closed partner and ITK / Digital transfer
*Interactive Voice Response close
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Our future delivery model will be: Clinically led and digitally enabled; integrated and collaborative; equitable and inclusive; efficient and sustainable; patient-
centred and outcome-focused.
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Strategic Objective and High-level Deliverables
Objective: Contact

Deliver an integrated, technology-enabled contact model that improves accessibility, reduces inequality, and enhances efficiency and patient experience.

In 3-5 years, contacting our service will be more accessible and integrated. Patients will have multiple ways to reach us—phone, digital channels, and
accessible tools—without language or literacy being a barrier. Our contact centres will operate as one integrated system, supported by connected digital
platforms and Al technology, ensuring faster responses and better resource management. Staff will work within an integrated structure with the right
infrastructure, information and support. This means patients get the right help quickly, safely, and without unnecessary delays, improving experience and
outcomes for all.

High-level Deliverables
1. Integrate contact centre infrastructure to optimise estate and enable seamless operations.

2. Connect core digital systems to improve data flow, operational efficiency, and strategic insight, this includes working with system partners to improve
interoperability and enhance patient care.

3. Complete Al options appraisal (covering data modelling, resource optimisation, natural language processing) and implement findings to enhance
service efficiency.

4. Reduce inequality by removing language barriers through technology solutions, including digital translation tools, to improve safety, experience, and
outcomes — this will be achieved by working with ambulance sector partners to deliver a telephony platform that is fit for the future.

5. Expand accessibility by introducing additional digital access channels beyond telephone which will reduce inequities in access to our services.
6. Embed new structures and workforce management tools to sustain integrated ways of working and culture.

7. Optimise Patient Transport Services (PTS) contact model in line with new contract requirements (TBC).

Objective: Assessment

Deliver safe, consistent, and personalised triage and assessment that identifies risk early, reduces variation, and ensures patients receive the right care first
time.

Page 17 of 26



In 3-5 years, our assessment process will be smarter, faster, and more personalised. Al and advanced decision support will help us identify the sickest patients
immediately, while robust protocols and shared systems will reduce variation and risk. Clinicians will work flexibly—remotely and on-scene—supported by
advanced practitioners for complex cases. Patients will experience seamless care transfers through integrated pathways and digital solutions, and our
approach will actively reduce health inequalities by focusing on prevention, not just treatment. This means safer decisions, fewer unnecessary referrals, and
better outcomes for every patient.

High-level Deliverables
1. Optimise our model to ensure high-risk patients are identified quickly through improved clinical risk stratification, Al and advanced decision support.
2. Optimise secondary triage and assessment through an agile, remote clinical workforce and advanced practitioners for complex cases.
3. Enhance clinical frameworks (incl. IFT/HCP) to ensure responses are proportionate to patient need, not call origin.
4. Expand and integrate alternative pathways (SPOAs, UCRs, CAS) with partners, supported by digital solutions for seamless care transfer.
5. Co-design integrated urgent and emergency care pathways with system partners, including trusted assessor models and shared accountability.

6. Enhance clinical assessment through remote consultations, integrated shared care records, and streamlined direct booking to improve patient
experience and care coordination.

7. Target health inequalities by optimising assessment and proactive interventions for priority groups, shifting from reactive to preventative care.

Objective: Response

Deliver a resilient, efficient, and patient-centred response model that uses technology, workforce optimisation, and system collaboration to provide the
right care, in the right place, at the right time.

In 3-5 years, our response model will be more agile, resilient, and connected. Automated dispatch and advanced rostering will ensure resources are deployed
efficiently, while a future-focused workforce model and integrated volunteer roles will maximise capacity. We will act as a true system connector, working with
partners to keep patients closer to home and reduce unnecessary hospital admissions. Our model will consistently meet national standards, adapt to demand
throughout the year, and remain robust in the face of major incidents. This means patients receive timely, appropriate care wherever they are, supported by a
system that works seamlessly together.

High-level Deliverables
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1. Automate dispatch processes to improve productivity and optimise face-to-face response.

2. Conduct a comprehensive demand and capacity review (111, 999, PTS) to align resources with demand across the lifecycle of the strategy.
3. Embed advanced rostering technology to maximise workforce utilisation and responsiveness.

4. Review and optimise workforce model to ensure the right roles and resources for patient needs.

5. Enhance volunteer model to integrate more effectively with the care delivery model.

6. Strengthen our role as a system navigator by collaborating with partners to optimise alternatives to emergency departments where conveyance is
necessary.

7. Consistently meet ARP Category 2 standards by 2028/29, leveraging pre-dispatch opportunities.

8. Ensure resilience through EPRR planning, embedding robust processes for emergency preparedness and response. This will include working with
partners to exercise and learn.
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What does success look like?

Strategic

Objective

Contact

Assessment

Response

What will look
different in
future?

Patients will be able to
contact us when they need
us, via a channel that meets
their needs, and without any
barriers.

Our call handling across 111,
999, and transport services,
will be fully embedded and
will be able to flex to the
changes in levels of demand.

Our contact centre staff will
work in an environment that
supports delivery of the
contact and assessment
elements of our operational
model.

At the point of call, we will be
able to identify those patients
that are the sickest and need
the most urgent response.

Where patients don’t have a
life-threatening emergency, we
will assess their needs, with
technology, with non-clinical
triage, and with a range of
clinicians to find the right
solution for their need.

Where patients may be better
served by alternatives to an
ambulance response, we will
have integrated alternative
pathways, including digital
referral, into care provided by
our partners.

We will have the right resources, in the right place, at the right time to meet
the patient demand across the North West.

Where someone is having a life-threatening emergency, we will dispatch the
closest available resource with the skills required to save a life as quickly as
possible.

Where someone is having a life-threatening emergency, we will also dispatch
any specialist resources required to manage their care.

Where the needs of the patient are less acute, we will find the right response,
which may be sending a clinician for face-to-face assessment, providing
support over the telephone, or referring them into another health or social
care service.

When a significant incident occurs in the North West, we will have the right
staff trained to respond: to provide care to patients, to manage the scene of
the incident, and to work closely with our partners in the NHS and the other
emergency services.

Volunteers will be at the heart of our model of response to patients who are

in need, especially those with a life-threatening emergency.
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Sequencing

Objective: Contact

Deliver an integrated, technology-
enabled contact model that improves
accessibility, reduces inequality, and
enhances efficiency and patient
experience.

2026/27 2027/28 2028/29

Integrate contact centre infrastructure to optimise estate and enable seamless operations.

Connect core digital systems to improve data flow, operational efficiency, and strategic insight, this includes

working with system partners to improve interoperability and enhance patient care.
Complete Al options appraisal
(covering data modelling,
resource optimisation, natural
language processing) and
implement findings to enhance
service efficiency.

Reduce inequality by removing
language barriers through
technology solutions, including
digital translation tools, to
improve safety, experience, and
outcomes — this will be achieved
by working with ambulance sector
partners to deliver a telephony
platform that is fit for the future

Expand accessibility by introducing additional digital access channels
beyond telephone which will reduce inequities in access to our services

Optimise Patient Transport
Services (PTS) contact model in
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Objective: Assessment

Deliver safe, consistent, and
personalised triage and assessment
that identifies risk early, reduces
variation, and ensures patients receive
the right care first time.

Objective: Response

Deliver a resilient, efficient, and
patient-centred response model that
uses technology, workforce
optimisation, and system collaboration
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line with new contract
requirements (TBC)
2026/27 2027/28 2028/29

Optimise secondary triage and
assessment through an agile,
remote clinical workforce and
advanced practitioners for
complex cases
Enhance clinical frameworks (incl.
IFT/HCP) to ensure responses are
proportionate to patient need, not
call origin.
Expand and integrate alternative pathways (SPOAs, UCRs, CAS) with partners, supported by digital solutions
for seamless care transfer.
Co-design integrated urgent and emergency care pathways with system partners, including trusted assessor
models and shared accountability
Enhance clinical assessment through remote consultations, integrated
shared care records, and streamlined direct booking to improve patient
experience and care coordination.
Target health inequalities by optimising assessment and proactive
interventions for priority groups, shifting from reactive to preventative
care.
2026/27 2027/28 2028/29
Automate dispatch processes to
improve productivity and optimise
face-to-face response.




to provide the right care, in the right
place, at the right time.

Embed advanced rostering
technology to maximise workforce
utilisation and responsiveness.
Review and optimise workforce
model to ensure the right roles
and resources for patient needs.

Strengthen our role as a system

navigator by collaborating with

partners to optimise alternatives
to emergency departments where

conveyance is necessary
Consistently meet ARP Category 2 standards by 2028/29, leveraging pre-dispatch opportunities
Ensure resilience through EPRR planning, embedding robust processes for emergency preparedness and
response. This will include working with partners to exercise and learn.
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Glossary of terms

Definition

Example

Trust strategy

Purpose statement

A purpose statement is a clear, concise
sentence that explains why something exists or
is being done.

To help people when they need us most

Vision A vision is a clear statement of what an To deliver the right care in the right place at the right time; every time
organisation or person strives to achieve in the
future.

Values Our values underpin everything that we do and | Working together, being at our best, and making a difference

guide our people, decisions, actions and
behaviours.

Strategic aim

Strategic objective

Our strategic aims set the direction of travel
for the organisation and translate the vision
into action.

Strategic pla

Each plan outlines a set of specific, measurable
objectives that supports the delivery of the
organisation's strategic aims.

Deliver outstanding, inclusive care for everyone we serve

ns

Attract and recruit a representative workforce, providing effective
onboarding and support to retain them
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Deliverables

Activities which will ultimately deliver an
objective.

Deliver a talent management framework to enable us to grow our
talent

Measures of success

Sets out how we will measure achievement of
our strategic objectives.

Improvement against WRES workforce indicators

Category 1 (Cat 1)

Life Threatening

Immediately life-threatening illnesses or
injuries requiring an instant response, often
involving resuscitation.

Examples: cardiac arrest, ineffective breathing, airway obstruction.

Category 2 (Cat 2)

Serious conditions that are not immediately
life-threatening but need rapid assessment

Examples: stroke, heart attack, major trauma, diabetic emergencies.

Emergency and/or urgent transport.

Category 3 (Cat 3) Urgent but not immediately life-threatening Examples: abdominal pain, uncomplicated diabetic issues.
conditions. Patients often require treatment to

Urgent relieve suffering, either at home or via
appropriate referral.

Category 4 (Cat 4) Non-urgent problems requiring clinical Examples: minor injuries, diarrhoea/vomiting, uncomplicated falls,

Less Urgent

assessment (telephone or face-to-face) and
sometimes transport within a safe timeframe.

unexpected deaths.
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Category 5 (Cat 5) Category 5 appears in NHS Data Dictionary Examples: routine transfers, non-urgent healthcare professional
coding but is not part of the national 999 requests, or “other” calls not requiring a time-critical response.
ambulance response categories.

Used for very low-acuity, routine, or
non-urgent cases, often in healthcare
professional requests or internal processes
rather than public 999 calls.

Routine / Non-urgent

Annual plan

Annual priorities Summarises the organisations delivery Embed new operational leadership structures and ensure leaders have
priorities for each financial year and aligns with | the skills to deliver their roles effectively.

workforce, financial and operational planning
assumptions.
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Foreword

As an organisation with a clear purpose—helping people when they need us most—we must ensure we are equipped to deliver safe, high-quality and
sustainable care both now and in the future. This Future Sustainability Strategic Plan brings together four essential components of our long-term resilience:
environmental sustainability, digital transformation, improvement, and financial sustainability. For the first time, these areas are aligned within a single plan,
strengthening how we make decisions, invest resources and deliver value for the communities we serve.

Over recent years we have built strong foundations. We have strengthened our digital infrastructure, developed a maturing improvement culture, invested in
modern and energy-efficient estates, and continued to deliver financial stability in a challenging national environment. These achievements reflect the
commitment and professionalism of colleagues across NWAS and provide a solid base for the next stage of our journey.

However, the scale and pace of change across healthcare demands that we think and work differently. Sustainability is no longer an isolated theme; it is a core
requirement of how we operate. This plan sets out a clear and coordinated approach to embedding improvement, reducing unwarranted variation,
modernising our digital capabilities, delivering on our pathway to net zero, and ensuring we remain a financially resilient organisation able to invest in the
future.

Central to this is our commitment to value for money and responsible stewardship of public resources. By improving productivity, using data and insight more
effectively, and making targeted investments in the right infrastructure, we can protect frontline services and support a model of care that is flexible,
responsive, and sustainable. Our financial decisions will continue to be rooted in strong governance, transparency, and long-term planning, ensuring we
deliver high-quality care in the most efficient way possible.

I am proud of the progress we have made and confident in our collective ability to deliver this plan. By working together, we can create a more resilient,
modern, and sustainable organisation—one that delivers the right care, in the right place, at the right time, every time.

Carolyn Wood
Director of Finance
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Executive summary

The Future Sustainability Strategic Plan for 2026—2031, brings together our commitments across improvement, digital, finance and environmental
sustainability. It outlines how NWAS will strengthen organisational capability, modernise digital foundations, secure long-term financial resilience and deliver
progress towards net zero. By aligning these elements to our strategic aims, the plan provides a clear roadmap for delivering a resilient, future-ready
organisation.

Building on strong foundations developed in recent years, the plan focuses on embedding an improvement culture, improving productivity, modernising our
digital and physical infrastructure, and accelerating progress toward net zero. By aligning these enablers into a single strategic plan, we aim to become a more
innovative, digitally enabled and sustainable organisation that continues to deliver high-quality care for the communities we serve.

The plan is structured around five strategic objectives:

>

vV V V

Y

Improvement Objective 1: Strengthen improvement capability

Improvement Objective 2: Create consistent improvement management system
Finance Objective 3: Secure long-term financial sustainability

Digital Objective 4: Create a sustained digital shift

Environmental Sustainability Objective 5: Deliver Green Plan and progress towards net zero

This plan will provide further detail on what our strategic objectives and delivery priorities will be over the next five years, as well as the underpinning
measures of success.
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Our strategy development process

Our 2026-2031 strategy was shaped through wide range engagement with our staff, volunteers, patients, and partners, alongside a diagnostic review of our
current position. Using this as a guide, we designed our strategic aims.

At its heart, the strategy defines our shared purpose: helping people when they need us most. Guided by this, our vision is simple and remains the same -
providing the right care, at the right time, in the right place, every time.

This year, we will continue working with stakeholders to keep our strategy relevant and up to date against the current context.

Strategy Launch
(2026-2031)

1) Diagnostic
review (External
context & current
aims)

4) We set our 4
new strategic
aims

2) Staff / patient /

3) Consolidation partner
engagement
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Strategic framework

Our
strategy

Strategic plans

Enabling plans

NHS England Medium Term Plan

Annual plans

Assurance and accountability
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Our five-year trust strategy outlines where we are now, where we want to be and
the areas we want to focus on to achieve our vision. We all share responsibility
for the aims and must work together to achieve success.

We have four strategic plans which each align to one aim and provide detail on
specific delivery objectives and key measures of success. These plans also include
a roadmap which shows the sequencing of objectives and outcomes over the
next three to five years.

We also have enabling plans which cross-cut several or all our aims. These plans
focus on digital, estates and fleet, improvement and environment and outline
more specific pieces of work which will be undertaken to help support delivery
of our plans.

The NHS England medium term plan is a mandated external submission which is
refreshed annually. It uses key information from our strategic plans plus updated
modelling assumptions to provide triangulated view of delivery and assurance
that we will achieve key performance targets.

Each year, we will develop an annual plan which shows what the projects,
milestones and measures will be for the coming year. This plan will also assess
whether we have the right capacity, expertise and resource to deliver our
objectives. The annual plan should also be used to shape directorate, team and
individuals' objectives and ensure we’re all working towards a shared set of
priorities.

We must have a way of providing assurance back through our Board of Directors
that we are making year-on-year progress towards achieving our strategy.



Our strategic aims

Our trust strategy has been designed around four clear aims that will guide everything we do over the next five years. Each aim sets out what we want to
achieve, the priorities we will focus on, and the measures we will use to track success. Together, these aims will help us create a service that is trusted,
inclusive, and ready for the future. This Future Sustainability Plan aligns primarily to our fourth aim: ‘embed continuous improvement and innovation for a
sustainable future’ and provides detail on the specific delivery objectives and key measures of success which we’ll focus on over the next five years.

BUILD DELIVER EMBED
Strategic . . . . Embed continuous improvement
. - Build a safe, supportive and Deliver a responsive care model . . - .
aims . . . and innovation for a sustainable
inclusive culture together through partnerships
future
. . . . Our leaders create a We will strengthen and develo . .
We will provide high-quality, safe . . ) . 8 P We will embed a culture of learning
. compassionate, inclusive and our operating model and work . .
bition f and compassionate care for all our . . and improvement that drives
Ambition for supportive workplace culture, closely with partners to ensure

productivity and delivers clinical,
operational, workforce, financial
and environmental sustainability.

2031 communities, continuously
improving to reduce unwarranted
variation and health inequality.

where everyone has a voice, can  care is coordinated, equitable and
be at their best and is supported responsive to population needs.
to improve and develop.

. Outstanding care — what we Inclusive culture — how we . . .
Headline rovide ti Stents and create the environment for Care model — how we organise and  Continuous improvement — how
description P P N collaborate to meet need. we evolve and secure the future.
communities. success.
» Safer care * Improved culture * Delivery of core standards . Improvement-focused
Strategic * More effective care * Better place to work * Contribution to 3 shifts . RetF:I)uced waste
outcomes / * Better patient experience * More representative (10YP) «  Dicitallv enabled
benefits + Reduced health workforce *  Flexible and adaptive model grtatly .
) " . * Environmentally sustainable
inequalities *  Workforce fit for future * Trusted partner
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Cross cutting themes — Health Inequalities, Equality, Diversity, Inclusion & Improvement

Our strategic plans are supported by cross-cutting themes that guide our decision making and shape our services. The themes are health inequalities, equality,
diversity and inclusion, and continuous improvement. They are not standalone priorities but are integral to every strategic objective, shaping how we design
our services, utilise our resources and measure our success. Each strategic plan will outline how they will consider and address these key themes.

> & G »

Tackling health inequalities is a national priority and We are committed to an active approach to equality, We strive to become an improvement
our plan will address how we can reduce gaps in access, diversity and inclusion and it is a fundamental organisation. Through this plan we will:
experience and outcomes, ensuring all the communities underpinning focus of our plan. Through this plan, we will:

we serve can benefit. Through this plan we will: * Embed a consistent improvement
* Reduce digital exclusion management system which embeds
* Improve the collection and utilisation of data to * Ensure diverse voices help shape our improvement improvement culture from strategy to
better understand variation activities operational delivery
* Embed an improvement culture which helps to * Improve data quality and insight to better *  Build organisational capability in using
identify and reduce variation in care understand inequalities improvement tools methods
* Continue to ensure we deliver social value «  Consider accessibility, fairness and equality in the « Embed ownership for improvement
through our future infrastructure investments design and delivery of improvement initiatives, across all levels of the organisation,
and work on environmental sustainability digital innovation and future investment decisions empowering people to translate ideas
* Ensuring our leaders visibly and proactively into meaningful change

consider equality, diversity and inclusion in the
delivery of the plan
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Background and progress so far

Over the past three years, we have had a Sustainability Strategy in place which provided strategic direction around improving environmental performance, our
infrastructure and our wider contribution to public health. As we set our strategic ambitions for 2026-2031 it is important we reflect on what we have
achieved so far.

Environmental Sustainability

Over the past three years, our sustainability strategy has strengthened our approach to environmental responsibility and enabled targeted investment in
modern, energy-efficient and resilient infrastructure. This progress has been guided by our Board-approved Green Plan, which sets out our pathway to
achieving net zero by 2040 for the emissions we directly control. The plan has helped embed sustainability into decision-making, improve carbon
management, and support the delivery of greener operations across our estate, fleet and services.

Digital foundations

Since 2019, our digital strategy has helped us establish stronger digital foundations and significantly expand digital innovation. We have strengthened core
infrastructure, modernised frontline devices, enhanced cyber security and improved connectivity across our estate. We advanced the Electronic Patient
Record, built a single digital portfolio, improved referral and directory systems and introduced new technology to support more integrated working across 999
and 111.

Since 2023, we have focused on improving digital governance and engagement. Colleagues from across the organisation now help shape and prioritise digital
developments, ensuring they reflect operational and clinical needs. The creation of a clinical informatics function means digital solutions better support
clinical safety, improve staff experience and enhance the quality of care.

Looking ahead, we want to become a digitally enabled organisation where technology and data reduce administrative burden, support better decisions and
improve the experience of patients and staff.

Our improvement journey

One of the most significant developments in recent years has been the growth of continuous improvement across the organisation. Through our Improvement
Academy, we have supported teams across our front line and corporate functions to build improvement skills and lead meaningful change. We invested in a
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central team to grow expertise, trained large numbers of colleagues in improvement science and delivered large-scale improvement programmes, including
successful work to improve hospital handover times.

This has strengthened our culture, supported innovation and been recognised nationally through patient safety and quality awards. We know building an
improvement culture is a long-term journey. The next stage of this strategy will focus on embedding consistency, using data and evidence more effectively and
ensuring improvement becomes an everyday part of how we work.

Financial sustainability

We remain in a strong financial position, even while operating within a wider system that is experiencing significant financial pressure. Our track record of
robust financial governance, stringent controls, and the consistent delivery of Cost Improvement Plans (CIPs) has ensured we maintain stability and use
resources responsibly. Strong budget management, clear accountability, and disciplined financial decision-making have enabled us to maintain frontline
services, invest in our estate and digital capabilities, and maintain organisational resilience. These foundations will remain critical as we progress a strategic
plan that emphasises sustainability, efficiency and long-term value.
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Strategic context
National and regional direction

National policy continues to set a strong and increasingly detailed direction for sustainability, improvement and digital transformation across the NHS.
Updated NHS Green Plan guidance reinforces the statutory requirement for every trust to develop and refresh a Board-approved Green Plan, ensuring each
organisation contributes to the NHS’s legally binding commitment to reach net zero for directly controlled emissions by 2040 and for wider emissions by 2045.
This national mandate places clear expectations on ambulance services to reduce emissions from fleet, buildings and operations, strengthen environmental
resilience, and improve the sustainability of service delivery.

Digital modernisation is also central to the NHS’s long-term direction. Recent updates to the NHS Long Term Plan emphasise the shift toward a
technology-enabled, data-driven and integrated health and care system, underpinned by investment in shared care records, improved digital architecture and
a federated data platform to support safer, more consistent care. For ambulance services, this means strengthening real-time data use, improving
interoperability across emergency and urgent care pathways, and supporting operational efficiency through better digital tools.

Continuous improvement is also now a core national expectation, reinforced through NHS IMPACT, which encourages organisations to apply a consistent,
organisation-wide approach to making things better. To do this well, improvement needs to be linked to good data, strong digital systems, and clear priorities
around sustainability and value.

We are also operating in a challenging financial environment, and the need for long-term financial sustainability is a key national priority. Bringing these areas
together helps us make better decisions about where we invest, how we use our resources and how we create long-term value for our communities.

By consolidating these elements into a single sustainability strategic plan, we can make sure our work is aligned, easier to understand and more effective. It
ensures our environmental ambitions, digital developments, improvement activity and financial decisions all support each other—creating a clearer path
toward a more resilient, modern and sustainable organisation.
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Strategic objective & high-level deliverables (Improvement)
Objective 1

Strengthen improvement capability across NWAS by developing skills, sharing ideas, celebrating success, and developing clearer routes for spread and
sustainability

Sustainable improvement depends on equipping people at every level with the skills, confidence, and permission to make change happen. At NWAS, we will
continue to invest and build upon the good progress in developing improvement capability across the organisation, providing training in core improvement
methods and change leadership. Building capability also means creating opportunities for colleagues to apply their skills in real life, supported by coaching,
peer networks, and access to data.

Feedback also highlights the need to strengthen how improvement activity is connected across NWAS, ensuring ideas, learning, and successes are visible and
improvement work is sustained. To support this, we will develop clearer and more systematic ways to gather colleagues’ improvement ideas and develop
clearer pathways for the spread and sustainability of improvement ideas. Recognising and celebrating achievements will remain an essential part of our
approach, reinforcing that colleagues’ contributions matter and helping to sustain momentum for improvement.

High-level deliverables

1. Deliver an evidence-based improvement capability framework. Provide accessible improvement learning for all colleagues embedding in a multi
approach programme of learning, and development of new products (e.g. Improvement fellowship model)

2. Establish a clear and practical model for how the geographically dispersed and diverse workforce can participate in improvement activity at all levels

3. Scope opportunities to externally accredit NWAS training (e.g. with a higher education partner) and expand opportunities for publishing, links to
research and formal recognition of improvement work

4. Create a structured, organisation-wide programme that sets out the principles, tools and pathways for spreading improvement across NWAS

5. Design and test a consistent organisation-wide process to capture improvement ideas
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Objective 2

Create a clear, consistent improvement management system that aligns strategy, priorities, and operations, demonstrating continued progress against the
NHS IMPACT framework

In 25/26 NWAS developed the NWAS Improvement enabling plan articulating our vision and approach to improvement. Through this work we aim to create a
clear, consistent management system with improvement at its core which provides the structure, tools, and processes needed to deliver organisational
objectives and embed learning at scale. By embedding improvement into strategic plannings, decision-making, and day-to-day operations, NWAS are creating
a consistent message: improvement is not a one-off project but a sustained, organisation-wide commitment to delivering better care and outcomes for the
patients we serve.

High-level deliverables

1. Scope, test and develop elements of the improvement management system, establish a faculty to oversee the work and across the 3 years of this
strategy develop the foundations of an improvement management system across NWAS.

2. Develop a framework for large-scale programmes to adopt improvement principles and review organisational practice to strengthen consistent use of
improvement methodology across documents and governance processes.

3. Organisational wide reassessment of NHS IMPACT (or equivalent) framework to determine NWAS level of improvement maturity and adapt the NWAS
Improvement Approach based on results. Process incorporated as part of a Board development programme
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Strategic objective & high-level deliverables (Finance)
Objective 3

Secure long-term financial sustainability through recurrent efficiencies, strong financial governance, and disciplined investment that delivers value for
money and cost-effective modern services.

This strategic objective is to secure long-term financial sustainability by embedding strong financial governance and maintaining a sustained focus on
productivity. We will do this by developing and delivering a continuous programme of productivity and efficiency initiatives that generate recurrent savings
and ensure our resources are utilised in a value-driven, cost-effective manner. This will be underpinned by improving financial capability at all levels of the
organisation and ensuring investment decisions are aligned to strategic priorities, supported by robust evidence-based business case processes.

High-level deliverables

1. Arecurrent sustainable financial position, achieved through annual delivery of a continuous programme of productivity and efficiency initiatives that
generate recurrent savings and reduce reliance on non-recurrent measures.

2. Strengthened financial governance and oversight, including improved forecasting, enhanced financial controls, with greater accountability across all
management levels.

3. Continue the development and delivery of a comprehensive financial training programme ensuring all budget holders can deliver cost-effective
services.

4. Prioritised investment planning that supports effective organisational modernisation (digital, workforce, fleet, estates).

5. Enhance data-driven decision-making through improved costing, analytics, benchmarking and digital finance tools.
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Strategic objective & high-level deliverables (Digital)
Objective 4
Create a sustained digital shift by using trusted digital tools, strong data, and innovation to improve services.

This objective focuses on creating a sustained digital shift across the organisation by embedding trusted, insight-driven and digitally-enabled ways of working.
By strengthening our digital foundations, improving how we use data to inform decisions, and accelerating innovation, we will modernise service delivery and
enable long-term, meaningful transformation

High-level deliverables
1. Maintain and strengthen our core digital foundations to secure stable, resilient and reliable digital services.
2. Improve the utilisation of data to make informed decisions.

3. Deliver a digital shift by accelerating transformation and innovation that modernises services and supports long term system change.
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Strategic objective & high-level deliverables (Environmental Sustainability)
Objective 5
Progress towards achieving net zero carbon by 2040 through delivery of our Green Plan.

Climate change poses a major risk to health and wellbeing, as well as a significant service delivery and financial threat to the NHS, impacting both
infrastructure and services for patients. To support the co-ordination of carbon reduction efforts across the NHS and the translation of this national strategy to
the local level NWAS has set out several key actions to deliver emissions reductions and support resilience to climate impacts over the next three years. This
timeframe is considered a minimum and should allow the plan to strike an appropriate balance between immediate emissions reductions in some areas,
alongside strategic development of capability in others.

High-level deliverables

1. Deliver specific actions outlined within the Green Plan which will drive improvements in environmental sustainability year on year.
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What does success look like?

Improvement
Alignment to strategic aims Embed continuous improvement and innovation for a sustainable future

Year on year improvement against NHS IMPACT self-assessment (or equivalent)

Year on year increase in number of colleagues who have undertaken improvement training

Year on Year increase in strategic programmes utilising framework/ improvement approach

Develop a measurement system, linked to NHS Staff survey to assess the NWAS improvement culture
Develop a measurement system, as part of the management system scoping work

Measures

ke wN e

What will look different? Improvement evolves from a series of one of projects to the way the organisation manages it priorities and operates.

Leaders will be equipped to champion improvement and decision-making will be more inclusive and data driven. Our
people will feel empowered, skilled, and equipped to drive meaningful improvements within their own areas,
strengthening our overall capacity to deliver sustainable, high-impact change. The voice of our patients and colleagues will
be central to shaping improvement, ensuring that changes reflect ‘what matters most’ to those closest to our services.

The cultural shift will strengthen NWAS’s ability to adapt quickly, maintain high standards, and deliver sustainable
improvements for patients and communities. This plan accelerates the progress already underway moving from strong
foundations to a maturing organisation-wide improvement culture that enhances learning and engagement, and where
improvement is ‘everyone's business’
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Finance

Alignment to strategic aims Embed continuous improvement and innovation for a sustainable future

Measures 1. Delivery of the recurrent financial savings included in the medium-term financial plans to achieve long term
financial sustainability.

2. Reduce the proportion of non-recurrent measures delivered in the CIP programmes.

3. All directorates meet agreed financial accountability standards, measured through performance reviews and
financial performance meetings

4. Completion rates of mandatory financial training for budget holders.

5. Development of high quality, robust capital and revenue business cases using public sector best practice Five Case
business case model, ensuring they are strategically aligned, economically viable, commercially feasible, affordable
and manageable to achieve best value and planned objectives.

6. Investments deliver planned financial benefits (productivity and cost reduction) within the agreed timeframes.

7. Increased utilisation of benchmarking and PLICS insights in decision making.

8. Annual improvements against model ambulance benchmarks, including costs per incident, fleet utilisation,
corporate benchmarking and workforce efficiency.

What will look different? e Budget Holders more accountable for their service costs, both in year and forecast positions, proactively managing
resources, strengthened by clear performance expectations.

e |dentification of productivity and efficiency schemes will no longer be seen as part of the development of the
annual plan.

e Recurrent efficiency improvements to become the norm, reducing reliance on non-recurrent measures to balance
the CIP plans.

e Allinvestment decisions and business cases will be produced consistently, in line with best practice.
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Digital

Alignment to strategic aims Embed continuous improvement and innovation for a sustainable future

Measures S. Improved staff digital literacy survey results (10%) Improved skill base of staff in new technology
10. Stable capacity to support improvement and innovation
11. Resilience and management of digital disruption and cyber risks

What will look different?

Digital tools support safer care, better clinical decisions and improved patient outcomes.

Staff are better supported by usable systems, high-quality data and improved clinical assurance.
Digital processes remove duplication and unnecessary manual activity, building capacity.

Staff feel confident and capable using digital systems to improve their work.

Staff have digital confidence to innovate without compromising BAU delivery.

Strong cyber resilience minimises disruption and protects patient care.
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Environmental Sustainability

Alignment to strategic aims Embed continuous improvement and innovation for a sustainable future

[\ CEI S

Year on year improvement against NWAS Green Plan and NHSE Net Zero by 2040 plan
Year on year improvements in technology for Fleet and the Estate that will drive scope 1 & 2 emissions reductions
Year on year increase in the number of staff trained in Carbon Literacy and behavioural change

Update performance through annual reporting, Greener NHSE returns and ERIC data

Ll

What will look different? The organisation will visible and tangible signs of environmental and sustainability improvements which can be traced
back to the baseline year of 2013. For a long time, the changes have been 'behind the scenes', such as improving
electricity supplies to sites, purchasing green energy from electricity tariffs and software to enable detailed examination of
energy, water and carbon. However, soon it will be more visible: solar panels now cover around 25% of our sites, all of our
RRVs are electric, 10%+ of the estates has moved away from gas to heat buildings and new smart LED lighting has been
installed in all major capital projects and retrospectively in over 20 sites.
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Sequencing

Improvement

Objective 1

Strengthen improvement capability
across NWAS by developing skills,
sharing ideas, celebrating success,
and developing clearer routes for
spread and sustainability

Objective 2

Create a clear, consistent
improvement management system
that aligns strategy, priorities, and
operations, demonstrating continued
progress against the NHS IMPACT
framework

2026/27 2027/28 2028/29

Deliver an evidence based improvement capability framework. Provide accessible improvement learning for all
colleagues embedding in a multi approach programme of learning, and development of new products (e.g.
Improvement fellowship model)

Establish a clear and practical model for how the geographically dispersed and diverse workforce can participate in
improvement activity at all levels

Create a structured, organisation-wide programme that sets out the principles, tools and pathways for spreading
improvement across NWAS

Design and test a consistent organisation-wide process to capture improvement ideas

2026/27 2027/28 2028/29

Scope, test and develop elements of the improvement management system, establish a faculty to oversee the work
and across the 3 years of this strategy develop the foundations of an improvement management system across
NWAS
Develop a framework for large-scale programmes to adopt improvement principles and review organisational
practice to strengthen consistent use of improvement methodology across documents and governance processes
Organisational wide reassessment of NHS IMPACT (or equivalent) framework to determine NWAS level of
improvement maturity and adapt the Improvement Approach based on results. Process incorporated as part of a
Board development programme
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Environmental Sustainability

Objective 1 2026/27 2027/28 2028/29

FS1 - Progress towards achieving net
zero carbon by 2040 through delivery
of our Green Plan.

Deliver specific actions outlined within the Green Plan which will drive improvements in environmental sustainability
year on year.
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Glossary of terms

Definition

Trust strategy

Purpose statement A purpose statement is a clear, concise To help people when they need us most
sentence that explains why something exists or
is being done.
Vision A vision is a clear statement of what an To deliver the right care in the right place at the right time;
organisation or person strives to achieve in the | every time
future.
Values Our values underpin everything that we do and | Working together, being at our best, and making a
guide our people, decisions, actions and difference
behaviours.
Strategic aim Our strategic aims set the direction of travel Deliver outstanding, inclusive care for everyone we serve
for the organisation and translate the vision
into action.
Strategic plans
Strategic objective Each plan outlines a set of specific, measurable | Attract and recruit a representative workforce, providing
objectives that supports the delivery of the effective onboarding and support to retain them
organisation's strategic aims.
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Deliverables Activities which will ultimately deliver an Deliver a talent management framework to enable us to
objective. grow our talent

Measures of success Sets out how we will measure achievement of | Improvement against WRES workforce indicators
our strategic objectives.

Annual plan

Annual priorities Summarises the organisations delivery Embed new operational leadership structures and ensure
priorities for each financial year and aligns with | leaders have the skills to deliver their roles effectively.
workforce, financial and operational planning
assumptions.
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