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Item 
No. 

Time Item Paper Purpose Lead 

Board Governance  

44/23 10.00 Welcome and Apologies for absence  - DA 

45/23 10.01 Declarations of interest To Note DA 

46/23 10.02 Minutes of the previous meeting: 03 August 2023 Decision DA 

47/23 10.03 Matters arising (Action log) Decision PL 

48/23 10.05 Chair’s Report  Information DA 

49/23 10.15 Audit & Risk Committee Report Information MW 

50/23 10.25 Chief Executive’s Report Information  SW 

Strategy      

51/23 Primary Board Papers a) Board Assurance Framework  
b) Integrated Quality Report 

Responsive Care – Delivering modern healthcare for our patients 

52/23 10.40 Operational Performance & 
Efficiency  

Board Story   EW 

Winter Plan EW 

Call Answer Performance  EW 

Sustainability & Partnerships – Developing partnerships to collectively design and develop innovative and 
sustainable models of care 

53/23 11.15 Achieving Sustainability / 
Working with Partners 

Strategy Development – Clinical Case for Change DR 

Partnerships Report   DR 

Finance Report   SS 

FIC Report  HG 

 11.40 Break 
 

People & Culture – Everyone is listened to, respected and well supported 

54/23 11.50 Improving Culture  
 

NHS Long Term Workforce Plan – Our Response  AM 

People & Culture Strategy Delivery Plan AM 

People Committee Report  SS 

Quality Improvement – We listen, we learn and improve 

55/23 12.30 Keeping patients safe  PSIRF Plan MD 



 

  Quality & Patient Safety Committee Report TQ 

Board Effectiveness      

56/23 12.50 Our Leadership Way: 
▪ Compassion 
▪ Curiosity  
▪ Collaboration  

DA 

Closing  

57/23 12.55 Any other business  Reinforced Autoclaved Aerated Concrete SS 

 
After the meeting is closed questions will be invited from members of the public 
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South East Coast Ambulance Service NHS Foundation Trust 
 

Trust Board Meeting, 03 August 2023  
 

Trust HQ, Nexus House  
Minutes of the meeting, which was held in public. 

 
_________________________________________________________________________________ 
   
Present:               
David Astley          (DA)  Chairman  
Simon Weldon   (SW) Chief Executive  
Ali Mohammed   (AM) Executive Director of HR & OD 
Saba Sadiq   (SS) Chief Finance Officer 
David Ruiz-Celada (DR) Executive Director of Strategic Planning & Transformation  
*Emma Williams  (EW) Executive Director of Operations 
Howard Goodbourn  (HG) Independent Non-Executive Director 
Liz Sharp   (LS)  Independent Non-Executive Director 
**Max Puller  (MP) Independent Non-Executive Director 
Margaret Dalziel  (MD) Interim Executive Director of Quality & Nursing 
Michael Whitehouse (MW) Senior Independent Director / Deputy Chair  
Paul Brocklehurst (PB) Independent Non-Executive Director 
Rachel Oaten   (RO) Chief Medical Officer    
Subo Shanmuganathan (SS) Independent Non-Executive Director 
Tom Quinn  (TQ) Independent Non-Executive Director 
      
*Left the meeting at 12.17 
**Joined at 12.17 
                  
In attendance: 
Christopher Gonde (CG) Associate NED 
Janine Compton             (JC) Head of Communications 
Peter Lee  (PL) Company Secretary 
Steve Lennox  (SL) Improvement Director 
 
   Chairman’s introductions  
DA welcomed members, those in attendance and those observing this meeting in person or via MS Teams. 
SS to her first meeting. 
 
30/23  Apologies for absence  
None  
 
31/23  Declarations of conflicts of interest   
The Trust maintains a register of directors’ interests, set out in the paper. No additional declarations were 
made in relation to agenda items.  
 
32/23  Minutes of the meeting held in public 01.06.2023  
The minutes were approved as a true and accurate record.    
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33/23  Action Log [10.03-10.09] 
The progress made with outstanding actions was noted as confirmed in the Action Log and completed 
actions will now be removed.  
 
SS asked that we capture on the log the issues discussed last time, related to having clarity on the trajectory 
for Hear and Treat. Agreed to add this to the log.   
 

Action 
H&T trajectory to be set out in the relevant paper in October. 
 

 
34/23  Chair’s Report [10.09–10.16] 
DA used his report to set the context for the meeting reinforcing the revised approach to the BAF, and the 
actions taken in response to the board effectiveness review. A key focus today is People and Culture in the 
context of the NHS long term workforce plan.  
 
DA then reflected positively on the recent Board development day, which involved some of our operational 
manager; this engagement is helping the connection of the Board. Before summarising the outputs of the 
last meeting of the Council of Governors and giving credit to all those involved in the development of the 
new Medway site.   
 

DA asked PL to outline the approach to the development of the Board TOR. This was one of the 
recommendations from the Board Effectiveness Review. PL confirmed that this is consistent with 
the Constitution / Standing Orders, were reviewed by the Audit Committee and are recommended 
for the Board’s approval. 

 
Subject to a minor amendment to 6.3.6 (to state health related research) the TOR were agreed. They will be 
reviewed at least annually.  
 
35/23  Audit & Risk Committee Report [10.16–10.24] 
MW updated on the last meeting, highlighting three issues: 
 
1. Internal Audit has helped to identify a potential concern related to financial control, and while the 

committee is confident this us being dealt with it has asked SS to report back in December, with 
additional assurance based on her review. 

2. Assurance is needed in the ongoing resilience of IT/Digital given recent incidents and the external review 
underway. The committee is confident this is being addressed, but reinforced the need for resilience as 
we enter winter. 

3. There is increasing assurance in the approach to risk management. The main ongoing issue relates to 
embedding, for example where a clinical risk arises we must ensure we learn and implement systemic 
change.  

 
CG asked about the issue in the report about working while sick. MW confirmed the ongoing oversight of 
this at the committee and reinforced that despite the need for even tighter controls, when benchmarked 
against others we are not an outlier. Also, our reactive approach to handling incidents is robust.  
 
36/23  Chief Executive’s Report [10.24–10.53] 
SW noted that this meeting falls on his 101st day in role. He has spent much of this time listening and talking 
to our people and partners.  This has helped to distil his priorities, some of which relate to challenges 
previously identified. SW reinforced that these priorities are not things for the short term, but rather the 
next three years. He expects continued progress this year, but is clear that sustainable change will take time, 
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especially as there are some complex issues and debates to have. SW asked for the Board to support these 
priorities, which he has shared with internal and external stakeholders. The Board acknowledged its support.  
 
SW then referred to the recently published NHS long term workforce plan, which he and the executive team 
welcome as it signals important change. The theme today is how we respond to these challenges and SW 
drew the Board’s attention specifically to retention. There are three themes in the plan – recruitment; 
reform; retention. It is the latter that SW suggested we focus, to ensure this is a great place to work. In 
October, the aim is for the executive to set out its answer to the retention challenge. One aspect of this is 
the work we do on TRIM; Natalie joins today to describe the work she has done on this.  
 
Having set out his longer-term priorities, SW asked the Board to note three issues that is being given his 
immediate attention:  

▪ IT resilience – an external review has begun to help us confirm if we have the right infrastructure to 
support our strategy going forward. The output of this review will come to the Board in either 
October or December. 

▪ Medicines Distribution Centre – the initial report was considered yesterday at EMB and this will 
inform the plan to address this longstanding issue.   

▪ HART / SORT review – concerns were raised about our capability to respond to a major incident and 
in response we have commissioned an external review currently under way, to compare what is in 
place with national standards, leadership and culture. This report will also be shared with the Board 
in either October or December.  

 
Lastly, SW updated on the progress with the ACAS mediation with our recognised unions. DA thanked SW for 
his update and on the mediation, thanked the executive and union colleagues on reaching a platform to 
move things forward. DA then opened for questions. 
 
LS thanked SW for listening, especially on the issue with the MDC. SW updated that he has met the Chief 
Pharmacist and her challenges are the right ones and we need to respond to them. The longer-term solution 
will likely require a board level discussion as the options will have significant challenges. How we respond to 
these challenges is how the Board will be judged.  
 
SS referred to the investment in TRIM, which is a real achievement especially in light of the number of 
wellbeing referrals confirmed in the IQR. She then asked about the additional £2.5m funding and how this 
will be used over the next 3 months to improve operational performance / patient care. Specifically, SS 
asked if this will be quantified to demonstrate improvement in call handling and H&T given the challenges 
here. SW confirmed that EW led this work to establish the bid with next to no notice. EW explained that the 
bid had to be specific to how we would spend the money and what it will deliver. It is a time limited (14 
week) investment to help ambulance services get to a stronger position ahead of winter. It is specific about 
the hours and impact on H&T and call answer. SW added that one of things staff commented on was 
overtime availability had dropped and we know how some rely on this; this additional investment will 
support this.  
 
DA reminded the Board that we said in the last trust strategy that we wanted to be a trusted partner and we 
have made some good progress e.g. handover delays are much better here than in other parts of the 
country. Winter planning meetings nationally are positive and clear direction is being provided. The Board 
noted the need to have a really robust plan in response, which the Board will review in October. 
 
TQ welcome the opportunity for staff to obtain additional overtime but asked that we ensure we get the 
balance right to support staff welfare. SW invited Natalie to speak as a recently appointed OUM, and she 
explained the work we do to monitor closely each individual to ensure they aren’t working too much. EW 
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added that we have been tactical about where the overtime is needed and equates to two additional shifts 
per dispatch desk per day.  
 
HG congratulated the team for Medway. SW paid tribute to Eileen Sanderson and colleagues for their 
leadership in the project management. 
 
37/23  Primary Board Papers  
As reflected by DA in his Chair’s Report to the Board, the primary board papers will be used as reference 
documents to inform the areas of focus within the agenda. 
 
38/23  Improving Culture [10.53-12.48] 
Board Story 
Natalie Cole, joined to talk to the Board about her role in TRIM, to help frame the discussion on culture and 
improving staff experience. MD introduced Natalie, explaining that TRIM was one of the issues arising from 
staff feedback related to access and availability, as part of the P&C programme. Natalie then explained the 
background to trauma and, in context of SECAMB, the difficulty in picking up trauma experienced by our 
people. She then took the Board through some slides that we tabled. The service was rolled out in 2016 and 
some of the stats cited included 20 thousand days lost in 2019 due to mental health; over 1100 people have 
accessed TRIM, mostly from paramedics and EMAs; only 3% of these people required referral to other 
services. Natalie explained that there is still some stigma we are trying to breakdown, although staff can self- 
refer if they want to keep their identify confidential. She then provided some examples from staff on how 
this service has benefited them. 
 
DA thanked Natalie for her presentation and opened to questions. There were some questions of clarity and 
one about the how we align with other interventions, such as MH first aid training, to which Natalie outlined 
how we teach TRIM across the trust and link in with the MH team and WB hub. 
 
AM then summarised his cover paper, which drew out the issues from the BAF and IQR, related to People 
and Culture. He highlighted some specific areas such as the workforce plan which he confirmed was broadly 
on track, and the focus on retention, which he accepted is an area we haven’t got right. AM also noted the 
new Intranet page setting out all the work we have done, linked to the strategy, to help ensure the right 
balance between celebrating successes and ensuring focus on the priorities for improvement.  Lastly on the 
serious misconduct cases, the Board noted the significant decrease. AM confirmed that we cannot 
demonstrate cause and effect yet, but nonetheless this is a positive step. 
 
HG referred to the data on suspensions and the language used that could imply we are reducing suspensions 
to meet a target. He asked for assurance that we are suspending staff when it this is needed / the right thing 
to do. AM responded that we aren’t reducing inappropriately; we have clear criteria and will suspend when 
it is needed. He went on to confirm the main reason for the reduction is more timely resolution. 
 
TQ referred to the section of the IQR confirming the annual rolling turnover rate and asked if we understand 
the hot spots. AM responded that we do have this data and can report accordingly.  
 
SS referred to training and the data showing stat man and appraisals, and linked this to the BAF risk that 
describes staff doing training / CDP in their own time. She asked if we could include CPD in the days provided 
for training, e.g. key skills. AM responded that firstly, abstraction is a significant issue so when we set the 
annual training plan it is then hard to flex in-year. Secondly, AM confirmed that the ETD group is looking at 
this actively. EW added that this is a hot topic, and we need to acknowledge that each year there is a 
national directive on areas of training to include, in addition to what we pick up locally from our data and 
learning from incidents etc. The challenge therefore is fitting in what we are required to provide and what 
we identify locally, all within the commissioning envelope.  
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MW challenged this response, reflecting that it was too complex to what was a simple question. He 
suggested that if finding a way to provide time for CPD is an issue, as SS raised it then the response has been 
the same for the past few years, e.g. it’s too difficult when what we need is to find a way through it. SW 
responded that this question is a challenge of our workforce plan and what our offering is going forward; 
this is the exciting part where the Board should focus, because part of the offer will need to be enabled by 
the system, linked to what we are funded for. But we need to name our offer linked to our new strategy and 
ask as a system whether we are up for it. This is the type of transparency we need. The Board agreed.  
 
NHS Long Term Workforce Plan 
AM referred the Plan, which is a long and detailed document, and relatively light on the ambulance service. 
He suggested therefore that in addition to responding to the core retention challenge we need to raise the 
awareness of the ambulance sector challenges, because we still do not feature despite the profile through 
COVID.  
 
DA agreed that we need to be clear about our response to the plan which will need to track back to the new 
strategy.  
 
SW reflected that some of this will come up later under the P&C delivery plan, but the initial debate is about 
what our offering should be to our people such that they want to stay here. This will then inform the plan we 
intend to bring back in October.  
 
SS felt that staff want the right and safe culture so the elements that contribute to this are good 
management and leaders. SS added that the reason she asked about training earlier is because good CPD 
shows how we invest in the development of our people. This will help them then feel invested in the 
organisation.  
 
RO described a need for us to be bold and radical. Every organisation will look at their education offering so 
we need to be ahead of the curve. We must eradicate staff doing training in their own time, so a review of 
the abstraction rate to allow meaningful and tailored training and appraisals is needed.  
 
DR commented being struck by two things, firstly how we upskill our tech capability which will play into the 
role we might have in the future. And secondly, how we tackle inequities. The strategy needs to consider 
these things and feed into the difficult discussion on funding.  
 
TQ reminded the Board that we are behind the curve on clinical supervision so need to challenge ourselves 
on our ambitions with this. 
 
MW fed back the importance of focus, as we can’t do everything. He outlined three issues he is concerned 
about. Frist, the work experience, which we need to make better. Second, the career structure, which needs 
more clearly defining. Third, risk appetite, and the need to acknowledge it is unacceptable if people leave 
the Trust due to having a poor experience that we can reasonably address, but on the other hand it is good if 
they move on through development to different roles / organisations.  
 
HG suggested one opportunity might be to exchange people between providers in the system.  
 
DA summarised that we can’t be on our own with this, as it has to be integrated. SW agreed and thanked the 
Board for its feedback / suggestions, which will inform the development of some guiding principles e.g. 
career structure; system-based approach to careers; being clear in what is the core offer; high expectations 
on clinical supervision; recognising we have a multidisciplinary workforce with different interests.  
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The Board noted the engagement opportunities between now and the meeting in October, when the 
response to the Plan will be shared.   
 
P&C Delivery Plan 
Tina Ivanov, Culture Programme Director, joined for this item.  
 
AM introduced the paper reflecting on the people we lost as part of the Medway move, which reinforces the 
need to be clear about why people are leaving us, to inform our offering discussed earlier. The paper reflects 
progress during the first quarter, linked to the P&C strategy. The majority of the actions are complete, and 
those overdue relate to actions needing time to embed; these will be delivered in Q2. One of those actions 
relates to TRIM, which is now progressed, as we heard earlier. 
 
Tina added that the comms plan has been launched, including the dedicated pages on the Intranet. There 
has been positive feedback on this. Lastly, with regards measures and the ask for a culture dashboard (as 
reflected on the action log), Tina explained that we are trying to collate information already in the IQR. This 
will be developed during Q3.  
 
CG did not think it is very clear from the report how we are integrating WRES data. TI responded that WRES 
DES feed in to how we understand outcomes as part of the work on the Dashboard. She acknowledged this 
is a status update paper and going forward the aim will be to clarify priorities and focus more on outcomes.  
 
AM added on the six high impact changes, there is a national EDI plan published which will bring back to 
Board with our plan / response. A key part of this is for every board member to have an EDI objective, which 
is in place.  
 

Action 
The Board to consider the response to the National EDI Plan. 
 

 
SS referred to the EOC section in the paper and a statement that says the oversight of leadership has been 
lacking; SS expressed concern about this asked what happens if we don’t achieve the impact. Tina responded 
that the 3 months is what we are offering to managers for coaching. We have a new manager and lots of 
priorities within the EOC and so are pushing this to ensure culture is the number one priority. In addition, we 
will be providing intensive support to get managers where they need to be and escalate quickly if more 
support is needed. Therefore, this is about ensuring capability of managers and it will help change the focus 
on what we expect to see as outcomes / impacts, rather than what action needs to happen. 
 
EW added that this is about supporting managers and we are doing the Fundamentals programme and work 
with the middle layer e.g. OUMs and EOC equivalents. We have had really robust discussions in recent weeks 
to ensure we address the issues sustainably.  
 
SS came back on this, explaining that while she appreciates the effort, she remains concerned as this is the 
third review in EOC 111, and so we must now get it right. SS wants to get a sense from staff that things are 
changing.  
 
DA summarised that the Board has heard the challenge, and the response from the executive about the 
difficult conversations and positive initiatives in place.  
 
SW added that it is good to have a programme director leading this work, specifically. SW has challenged on 
the immediate priorities for the year ahead and the longer-term direction. We have heard from staff directly 
about things like flexible working and how we become a flexible employer. The other issue is how we treat 
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people who are pregnant and also feedback related to international paramedics. SW is therefore indicating 
that he is working with the executive team to extract some really key priorities and articulate the problem 
statement(s) more clearly. We will then bring these back into Board conversations. SW reflected that we 
might have too many priorities so will likely need to focus on fewer.   
 
With regards the EOC, SW commented that EW has described the areas of action, and while further 
discussion is needed, he is working with EW to ensure the right support to the leadership team. In the 
meantime, EW is working with team leaders directly. SW felt that the previous reviews have probably been 
too reactive and short term. What we need is a longer-term view, which the actions described will aim to 
achieve. 
 
[Break 12.17-12.30] 
 
Comms and Engagement Plan 
JC introduced the paper, providing a summary of what has been delivered since the strategy was agreed in 
April. A business case to expand the comms team was recently agreed and this will allow more 
geographically based support to our local teams.  
 
PB asked how these changes have been received. JC responded that it is not an easy measure but we have 
some green shoots, e.g. pulse survey, big conversations, and the engagement resulting in ideas from the 
efficiency programme. JC felt that we are starting to realise the link between getting the story telling right 
and staff engagement.  
 
SW felt that we need to get better at telling stories internally, which is one of the reasons for the additional 
investment in the comms team. SW  has seen consistently good things happening, which we don’t always 
make enough of. There are two specific targets, we will need to poll staff on how far the strategy 
conversation has reached, and as we make to make changes what evidence there is that it is being felt by 
staff.   
 
SS asked about the approach to comms business partners. JC clarified that the investment was agreed in 
principle yesterday and it will be an evolution of the new roles to be recruited to. This acknowledges the 
responsibility of local managers for comms and engagement, but with support.  
 
MP felt that stakeholder mapping is a key enabler of the work we need to do. JC responded that we had a 
session in June with an external company and used the outputs as part of the strategy development work. 
DA asked that we see the product as part of the next update to give assurance that we are reaching and 
engaging the right people, especially as we get in to the strategy development.  
 

Action 
The next comms and engagement plan update in December to include how we are mapping our key 
stakeholders, especially in the development of the new trust strategy.  
 

  
People Committee Report 
SS summarised her report noting the improvement in the quality of papers. The main concerns related to 
the retention plan and progress with the ‘housekeeping’ actions. The committee has asked for an evaluation 
of International Recruitment for its next meeting. 
 
DA asked if we are getting to the root causes of RIDDOR. MD responded that overall themes relate to MSK 
injuries which is in line with the national picture. However, we are looking through QI at ensuring we are 
making analysis of the right data to inform the root causes; this is a work in progress.  
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39/23  Keeping Patients Safe [12.48-13.20] 
MD summarised her report, confirming the improvements highlighted in the BAF and IQR. We are also 
making progress with PSIRF, and the Plan is due to come to Board in October. The Board noted the work to 
start the system level incident groups, which aim to ensure clarity on patient outcomes and health 
inequalities. MD explained that this is surfacing nuances in the reporting culture where there might be less 
direct patient safety incidents reported than we would like; we will benchmark this and establish if anything 
is being normalised.  
 
The QI team is fully established and starting to make good progress. MD referenced the QI strategy which is 
for the Board’s approval. The first patient community forum has been held and MD outlined the positive 
feedback from patients about how we provide them information to inform choice in their care.  
 
SS asked about PSIRF if there is a need for QI and PSIRF training; if so, how confident can we be in delivering 
PSIRF given the challenges discussed earlier related to the call on training time. MD responded that this 
training is for a core few within the incident team, between 5 and 10 people. 
 
HG referenced the IQR demonstrating positive metrics under quality. There are only three failures, but two 
are academic as we don’t have targets. The third is compliance with NHS Pathways; the Board noted this was 
a gap in assurance identified previously as per action 10-23. 
 
QI Strategy    
Jo Turner attended to present this strategy. She described how it was developed in partnership with 
stakeholders and the ambition to embed a whole quality management system, with QI being one part. Jo 
added that the Board should be aware of the sector context and why QI hasn’t always been successful in the 
ambulance sector, reinforcing that we must trust staff to deliver improvements within this framework. There 
are three enablers – QI training; leadership; and social connectiveness. 
 
DR reflected that QI was brought to life where the logistic team went through the methodology to help 
provide five times more uniforms each week than previously, using the QI tools. The methodology is Six 
Sigma, which he supports. 
 
MW asked how we will get independent assurance this is working and making a difference. Jo responded 
that we do have KPIs within the strategy linked to the enablers. However, QI is about cultural transformation 
and so we should in time also see benefits being reflected in what staff say in the staff survey (the question 
related to feeling able to make improvements in my area of work). Jo added that the proof then comes 
through the QI projects as each one has clear KPIs for impact.  
 
DA commented that there is also a national push for QI and so we could invite the national lead to come 
down to provide feedback, for example.  
 
SW reminded the Board that we will get independent evidence via the Well Led Review. He added that the 
most important thing we can do is continue to talk about it otherwise it won’t permeate through the 
organisation. We are at the bottom of the curve and so need to relentlessly ensure we bring the strategy to 
life through actions of this Board.  
 
The Board supported the strategy and acknowledged its tole in living and breathing QI to set the tone for a 
trust that is quality driven.  
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QPSC Report 
TQ summarised the report and highlighted the specific escalation related to call answer and H&T, which led 
to a discussion about the key issues being allocation of resources, recruitment and sickness management. 
These are priority areas within the BAF and the Board will keep this under close scrutiny.  
 
With regards to the gap in clinical safety officer (CSO), RO confirmed she is now the CSO at least for the time 
being and HAS coordinated group that have undergone CSO training. There are lots of issues to work 
through, including electronic prescribing.  
 
40/23  Operational Performance & Efficiency [13.20-13.33] 
In EW’s absence, DR summarised the key aspects from the paper linking to the IQR and BAF risks. He 
highlighted that in Q1 the C2 mean has exceeded the 30 min target, and that there has been a significant 
reduction in job cycle time; this is a result of the work undertaken last year that is now starting to have an 
impact. DR added that culturally, this has happened organically and not through chasing people. 
 
In terms of EOC, call handling and hear and treat is a concern. The C2 segmentation trial in August will help 
hear and treat and as discussed earlier we will bring back the trajectory to the next Board meeting.  
 
HG referred to the benchmarking data and noted that we are doing well on C2, and while this has previously 
been understood to be to some extent at the expense of C3 and 4, the concern now is C1 performance is 
deteriorating (bottom quartile). He therefore asked if this is linked to the focus on C2. DR responded that C1 
mean is a function of where the resources are and is also impacted by call answer time, which we know is 
poor.   
 
DA suggested that we need to explain better some of the rural challenges with C1.  
 
Following a question from TQ about the impact of expanding Band 6 paramedics into hubs locally and 
ensuring they are well-equipped, there was a discussion about the training and mentoring in place. The 
Board felt that further assurance that this is consistently applied. 
 

Action 
QPSC to seek assurance that appropriate training, mentoring and supervision is consistently in place for 
Band 6 paramedics who are being expanded in the local hubs, linked to EOC. 
 

 
SW responded to the discussion which he feels links directly to the strategy question. While job cycle time 
(JCT) has seen sustained improvement, as we develop the new strategy we need to establish the drivers so 
we know how to maintain this, and from this analysis we need to derive our workforce model. So if JCT for 
example relies on PPs do we need more of them? The strategy will need to answer this and therefore we 
need to understand the caseload analysis and whether we have the right training and what group of people 
help optimise response times. 
 
PB asked if we have forecasted ahead the resources needed in 111. SW responded that this is part of winter 
planning and also needs to align funding with expenditure. Another question that requires an honest debate 
as part of the new strategy is what it costs to provide 111 CAS.  
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41/23  Achieving Sustainability / Working with Partners [13.33-13.53] 
Finance Report  
SS confirmed that we are on plan at month 3, with a small surplus, but with some operational pressures. The 
efficiency programme is off plan and the risks are being worked through to strengthen the pipeline of 
schemes and as discussed earlier some good ideas are coming through. The Board noted that we are on 
track despite the issues and risks to deliver breakeven by year end. 
 
SS asked why we are so far off the efficiency programme. SS outlined some of the reasons leading to delays 
in schemes being developed, with an undertone over optimism. 
 
DA drew the link to QI and the need to not just save money, but ensure we are more efficient.  He then 
summarised that the financial position is relatively stable, but we have challenges and need to open about 
this to ensure we remain in control.  
 
MW reflected that while he agrees we are in control, it is a more challenging period than ever before and 
the efficiency programme has a high degree of uncertainty. The Board acknowledged this and the related 
risks.  
 
FIC Report  
HG summarised his report, reinforcing the risk to the efficiency programme, which he agreed was always 
ambitious. At the most recent meeting a new issue was highlighted related to recruitment of vehicle 
technicians, which the Board noted.  
 

Action 
Noting the People Committee has to-date focussed on the operational workforce plan, the Board asks 
that it considered the wider workforce plan to ensure clarity on support services and any related risks to 
operational or corporate delivery.   

 
SW acknowledges this is a challenging position to deliver. He reassured the Board that he challenges the 
executive team to ensure the right balance between financial and quality / performance risks. The context is 
that the local system and across the Southeast there is a significant financial challenge so we need to do all 
we can to achieve breakeven.  
 
Strategy Committee Report  
The report noted; there were no questions.  
The TOR were not approved; noting the work still to do.   
 
Partnerships Report 
DR highlighted three points: 

1. The work across directorate to align governance to ICBs.  
2. We have finalised the 5 year joint forward plans – the Board noted this and the input we have had. 
3. St John Ambulance scheduled to help provide some capacity for winter 

 
There were then some questions related to the acceptance rate for UCR referrals and the patient flow group 
that is established. Also about the ICB conversation being about place and localism but acknowledging the 
need for us to operate at scale with consistency. The Board reflected the link to landing our new strategy as 
in our clinical model we need to describe what we do at place and across region.  
 
DA thanked DR for this report which helps set out the work ongoing with our system partners.  
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42/23  Review of Board Effectiveness [13.53-13.55] 
TQ reflected that this was probably the best ever set of board papers.  
 
Our Leadership Way: 
▪ Compassion 

Asking Natalie if she is supported is a good example of compassion. 
▪ Curiosity  

Plenty of questions around equalities and how different groups affected. 
▪ Collaboration 

QI strategy a great example to support cultural improvement. 
 
43/23  AOB    
None    
 
There being no further business, the Chair closed the meeting at 13.55. 
 
DA then asked if there were any questions from the public in attendance, related to today’s agenda. There 
were no questions.  
 
 
Signed as a true and accurate record by the Chair: __________________________ 
 
Date       __________________________ 
 
 
 



Meeting 

Date

Agenda 

item

Action Point Owner Target 

Completion 

Date

Report to: Status: 

(C, IP, 

R)

Comments / Update

15.12.2022 70 22c As part of the continuous improvement of the IQR, establish how 

we might evolve from the focus on Categories of patients (e.g. C1 

C2 etc.) to reflect more clearly patient groups / pathways, such 

as stroke, cardiac arrest, fallers etc. 

DR Q4 2023/24 Board IP July Update: While this was initially planned for Q1 it is suggested that we defer this until early next 

year, as a better time to do this will be once we have developed our clinically focused Trust strategy as 

this should revolve around patient outcomes. We will in any event need to refresh the IQR then so it 

will be sensible to do it all at once. 

15.12.2022 70 22e The executive to assess the extent to which we are set up / have 

the capacity to work effectively with multiple stakeholders across 

four ICSs, and then bring to a future Board development session. 

SW Q4 2023/24 Board IP Added to the BD plan for 2023/24.

06.04.2023 10 23 The Board has noted the special cause variation in the IQR 

related to NHSP audits. It has asked QPSC to follow this up, to 

understand the reasons and what corrective action is necessary. 

There is also a cultural issue here related to the support we 

provide staff who are audited, e.g. ensuring it is a learning tool, 

not punitive. 

EW 24.08.2023 QPSC C Considered  by the committee in August - see report to Oct Board

06.04.2023 11 23a AUC to explore the reasons why staff are perceiving detriment as 

a result of speaking up and seek assurance that the processes in 

place will mitigate this. 

MD 21.09.2023 AUC C 20.07.2023: A panel has been set up between FTSU, Director of Q&N, Deputy Director of Operations, 

Deputy Director of HR and Director of Strategic Planning to go through highlight of cases, captured on 

the FTSU dashboard, where detriment has been put forward by the person raising the concern. The aim 

is to explore the options then available to us to address this situation in a systematic way and we will 

report back on what that process will be. Until we explore this area in an experiential way, we will not 

be clear on the best way to address it. 

05.10.2023: See AUC report to Board on the Agenda

06.04.2023 11 23b As part of the development of the IQR, SPC charts don’t work 

well for rolling targets and so need to present this data in a more 

helpful way for the Board. Stat Man Training and Appraisals, two 

examples identified by the Board in April. 

DR TBC Board C 03.08.2023: Stat & Mand  - Will now be a line chart. It was agreed SPC wasn’t appropriate for this one, 

as it would be unlikely to ever hit the target except in March due to the nature of the data.

Appraisals - Because the process changed to appraisals now being done monthly based on start date, 

this is one that should be able to be shown Rolling and have meaning in the SPC format. See IQR August 

that explains this. 

At the meeting in October HG clarified that the issue was an analysis of activity by type which doesnt 

appear in the IQR. He feels it is fundemental to know how we are spending time by specific care 

pathways eg stroke / falls etc. and is a key inout to the strategy. The executive agreed and will comit to 

this as as part of stratregy work. 

Rolling annual turnover – most board reports have this so unlikely to change.

06.04.2023 11 23c As part of the development of the People and Culture Delivery 

Plan, clear metrics / dashboard to be established that 

demonstrates impact on culture.

AM 03.08.2023 Board C 03.08.2023: Picked up under the People & Culture item on the agenda (see minute)

03.08.2023 33 23 H&T trajectory to be set out in the relevant paper in October. EW 05.10.2023 Board IP See RC agenda item

03.08.2023 38 23a The Board to consider the response to the National EDI Plan. AM 07.12.2023 Board IP

03.08.2023 38 23b The next comms and engagement plan update in December to 

include how we are mapping our key stakeholders, especially in 

the development of the new trust strategy. 

JC 07.12.2023 Board IP

03.08.2023 40 23 QPSC to seek assurance that appropriate training, mentoring and 

supervision is consistently in place for Band 6 paramedics who 

are being expanded in the local hubs, linked to EOC.

RO Q4 QPSC IP

03.08.2023 41 23 Noting the People Committee has to-date focussed on the 

operational workforce plan, the Board asks that it considered the 

wider workforce plan to ensure clarity on support services and 

any related risks to operational or corporate delivery.  

AM Q4 People 

Committee

IP

Key 

Not yet due

Due

Overdue 

Closed
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Item No 48-23 

Name of meeting Trust Board 

Date 05.10.2023 

Name of paper Chair Board Report 

Report Author  David Astley, Chairman  

 

Board Meeting Overview  
 

I would like to start by confirming that my final term as Chair comes to and end next year and the 
Council of Governors has begun its search for my replacement. The plan is to handover by May 
2024. I will have plenty of time to reflect on my time here and in the NHS, but between now and 
then my complete focus is on leading the Board to help the improvement journey we are on.  
 
Meetings of the Board continue to be framed against the current strategic goals, as set out in the 
Board Assurance Framework (BAF). This helps provide the Board with greater clarity on progress 
against the organisational objectives and the main risks to their achievement. The BAF together 
with the Integrated Quality Report are the Board’s primary documents used to inform the 
Assurance Cycle and where there are gaps in assurance.      
 

 
 
The theme of this meeting is demand management and winter planning. The Board Story will 
help to set the context for this and, in addition to seeking assurance from the IQR and BAF, we 
will consider the Winter Plan to ensure we are best placed to meet the needs of our patients and 
ensure the welfare of our people.  
 
The Board acknowledges that our operating model (one of the main strategic risks) will not 
enable us to meet the changing demands and patient need in the medium to longer term. This is 
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why one of our main priorities for the year is to develop in partnership with our key internal and 
external stakeholders a new clinically-led, patient focussed, trust strategy. On the agenda is an 
update on progress following the recent engagement sessions.  
 
We will also consider the work undertaken since the last meeting in August, to develop our 
response to the NHS Long Term Workforce Plan. As we agreed last time, our main focus needs to 
be on retention; making SECAmb a great place to work.     
 
Equally important is the new approach set out in the Patient Safety Incident Response 
Framework (PSIRF). We had a really thought-provoking development session on this in 
September and look forward to receiving the PSIRF Plan.  
 

Board Development   

We covered three areas at our most recent Board development meeting in September. 
 
1. Board Connectivity 
Following on from the July session, circa 20 of our operational managers joined to help the Board 
explore its connectivity to the wider organisation. This interactive session considered what is 
means to have meaningful autonomy, which will be part of an ongoing conversation. We also 
explored how the Trust should respond to the priorities set out in the recently published Long 
Term Workforce Plan.   

 
2. Strategy  
This was very much a patient-centred session working through who are our patients are, why 
they need us, and how we should be responding. The outputs of this have helped provide greater 
clarity on the clinical case for change, which is on the agenda.  
 
3. Patient Safety  
The Board was privileged to hear a really moving story from a father whose experience of the SI 
framework was a catalyst for the move to the Patient Safety Incident Response Framework. The 
session that followed provided clarity for the Board on the difference between the SI Framework 
and PSIRF, ensuring a clear understanding of the Board’s responsibilities and oversight and how 
this will influence the development of our new strategy.  
 

Council of Governors / Annual Members Meeting 

Our Governors have a key role in our governance structure, holding the Board to account for the 
performance of the Trust. They do so on behalf of the Trust’s members, who include our staff 
and our public.   The Council of Governors last met in September, the morning of the Annual 
Members Meeting. The key areas of concern / ongoing assurance included the following: 
 

• It welcomed the work of the Board to ensure meaningful autonomy, in doing so shifting 
what seems to be a centralised culture in the ambulance sector. It reinforced the need to 
sustain this over the longer term. 

• Acknowledging the positive work to open the new Medway centre, the COG urged the 
Board to ensure management uses this opportunity to address some of the culture issues. 

• The need for the new retention plan to be really ambitious.  
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• The COG also reinforced its ongoing commitment to be engaged in the development of 
the new trust strategy. 

• And explored the progress made in identifying the causes and therefore corrective action 
related to the issues connected to the medicines distribution centre and EPRR.  

  
The AMM was a great success. It was well attended and there was a real sense of optimism, 
especially linked to the excitement of shaping a new future for SECAmb.   
 

Upcoming Events  

October is Freedom to Speak Up month. The importance of having a good speaking up culture 
continues to be reinforced. It is everyone's responsibility, and as a Board we have a particular 
duty to also listen and act.  
 
At its most recent meeting, the Audit Committee explored the progress we are making to 
improve our FTSU culture (see separate report). The Board has been asked to make a personal 
FTSU pledge and as Chair, I pledge that the Trust Board through its words and deeds will promote 
a culture in SECAMB that encourages speaking up. Our objective is to deliver safe and high-quality 
patient care. It is only possible if all colleagues feel they can speak up and raise concerns on 
matters of patient safety or staff welfare without detriment. 
 
It is also Black History month and I was pleased to see that we will be celebrating in different 
ways, including with an event being held at the Trust HQ, on 27 October between 11am and 1pm. 
I would encourage all Board members to attend if they can.  
 
I would also like to mention and promote the Trust’s BME Leadership Development Programme, 
which I learned about recently. Please see the flyer enclosed.  
 
 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

BME LEADERSHIP 
DEVELOPMENT 
PROGRAMME 
It’s time to thrive! 

Are you a Black, Asian or Minority ethnic colleague at bands 5 & 6? 

Are you keen to progress and be an inspiring, empowering leader? 

Keen to boost your career, confidence, direction, impact, influence? 

 

 
 

The Black, Asian & Minority Ethnic 

Leadership programme is aimed at 

BME staff at Bands 5 & 6. This 

positive action initiative is to help the 

Trust achieve greater representation, 

equality and diversity at more senior 

levels. This is part of a range of 

initiatives to help make the 

organisation more inclusive and 

equitable organisation for all staff and 

patients. 

 

This is an inspiring and empowering six-day programme run over three-four months to help you flourish in 

your life, career and leadership journey. 

 
This programme delivered by a leading UK coach / facilitator will help you to: 

Become an inspiring, empowering, authentic and inclusive leader 

Boost your clarity, confidence, career direction and raise your visibility 

Be more strategic and impactful with seniors, peers and stakeholders 

Empower and develop your team and flourish in your career 

Gain coaching, developing, communication and mindset/ life-balance skills 
 

Overview in brief 

Launch and Induction|Mon 4th Dec 

Day 1|Wed 13th Dec: You, your brand and leadership essentials 

Day 2 |Tues 16th Jan: Career development, coaching skills, job application & interview skills 

Day 3 |Tues 20th Feb: Presentation, communications and influencing skills 

Day 4 | Thurs 7th Mar: Action learning / group coaching to help you reflect, grow and problem solve 

Day 5 | 20th, 21st & 22nd Mar: Coaching: inspiring one-to-one coaching on your goals   

Day 6 | Mon 29th Apr: Team presentation and graduation 
 

Benefits of attending / learning outcomes 

You will leave this programme 

With clarity, direction, confidence, skill, resilience, and resourcefulness as a leader 

Able to develop, empower your team and influence and key stakeholders 

Able to present/ communicate effectively in meetings, interviews, talks and networking 

With greater strategic awareness, consciousness, compassion and life balance skills 

 

RASHEED OGUNLARU 
About the speaker / coach 

Rasheed Ogunlaru is a leading life coach, speaker and leadership coach. He is author of 

Soul Trader – Putting the Heart into Your Business and The Gift of Inner Success. His clients 

include entrepreneurs, entertainers, leaders and organisations – including NHS Trusts and 

Leadership Academies. His work in the NHS has included two award winning career and 

leadership programmes. He often speaks in the media including appearances on ITN and 

BBC News. He is known for his unique ‘become who you are’ approach and helps people of 

all backgrounds find lasting fulfilment – from within. 

 
He is the life and business coach partner to the British Library’s Business and IP Centre. 

Rasheed is a trained trainer and qualified as a coach with distinction from The Coaching 

Academy in 2004. He has served as an associate coach with the academy for well over 

a decade. Prior to becoming a coach Rasheed’s first career was in PR/ media – including as 

a press officer / media spokesman for Which? He is a former Co-Director of Samaritans 

(Central London Branch). Rasheed is also a singer songwriter. 

 
 

APPLY NOW (Limited spaces available) 
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Agenda No 49-23 

Name of meeting Trust Board 

Date 5 October 2023 

Name of paper Audit & Risk Committee Escalation Report – 21 September 2023 

Author Michael Whitehouse, Independent Non-Executive Director – Committee Chair 

 
This report provides an overview of issues covered at the meeting on 21.09.2023.  
 

Internal Audit Progress Report   

There were two final reports considered at this meeting - SI Management (Reasonable Assurance) and 
Medway MRC (Partial Assurance). The committee was pleased with the progress with SIs which puts us in a 
positive position to take forward the new Patient Safety Incident Framework. However, PSIRF will rely 
significantly on the learning framework which is in development, and the committee is still not fully assured 
that the learning from past significant incidents has been fully embedded. For example, the Thanet incident 
from 2022 which the committee will come back to at its next meeting in December.  
 
There was also some focus at this meeting on areas where greater assurance is needed from previous 
reviews, such as stat man training, procurement, and contract management.  These are all areas with 
executive focus and the committee will continue to seek assurance with the actions being taken.  
 
Lastly, noting the ongoing review of the executive structure, the committee will test by the end of 2023-24 
that there is no subsequent dilution of governance.  
  

Counter Fraud  

As reported last time, while overall our Local Counter Fraud Specialist is reasonably assured with the 
controls in place (SECAmb achieved an overall rating of Green re the Counter Fraud Functional Standards 
Return), the committee remains concerned with some aspects, in particular related to timesheet recording 
and working while sick. A review is being undertaken by RSM that will report in December. In the meantime, 
the committee continues to encourage the executive to communicate as clearly as possible when sanctions 
are applied following incidents of fraud.   
 

Risk Management    

The committee continues to have increasing assurance with the progress for embedding our risk 
management processes.  This is demonstrated by a high compliance with risk reviews (description of the 
controls and actions) where we are seeing >95% which compares to circa 60% in the Spring.  
 
The executive is clear on the work still to do, and the coming weeks will see a focus on <Band 6 staff to 
improve their awareness and responsibilities with risk management. The Quality Assurance Visits are 



 

2 
 

helping to reinforce the progress still needed to ensure a better alignment on risk awareness between 
operational and corporate managers. The aim is to focus on this during Q3 and so will pause the work on 
risks appetite / tolerance, until Q4. The committee supports this prioritisation.  
 

FTSU  

The FTSU Guardian joined the meeting to provide her report on the work to improve our FTSU culture and, 
in particular, the gap in assurance the Board identified earlier in the year, related to incidents of detriment. 
The committee reinforced the need to ensure not one person who raises a concern will suffer detriment as 
a result. The FTSUG confirmed that there are signs of an improving culture in relation to the number of 
times people are speaking up, and set out the steps to ensure issues are dealt with effectively.  
 
The committee will continue to receive regular reports to ensure progress is being made. In doing so it will 
ask the executive to be clearer on how it is assessing the impact of the culture programme and staff 
development, as currently it is difficult to assess and therefore seek assurance on the sustainability of any 
improvement.        
 

Information Governance  

The committee is assured by the controls in place to ensure effective information governance.  There is 
good leadership and supportive training and awareness. The increasing complexity of IG was acknowledged 
and the committee reinforced the need to ensure the right balance between information sharing for the 
benefit of patients, with the duties under GDPR.  
 

Specific 
Escalation(s) for 
Board Action  

The committee does not require specific intervention from the Board at this time, but 
asks it to note the areas of concern that the committee will keep under close review.  
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Item No 50-23 

Name of meeting Trust Board 
Date 05.10.2023 
Name of paper Chief Executive’s Report 
 
1 
 
 
 
 
 

 
This report provides a summary of the Trust’s key activities and the local, regional, 
and national issues of note in relation to the Trust during August and September 
2023 to date. Section 4 identifies management issues I would like to specifically 
highlight to the Board.  

 A. Local Issues 
2 
 
 
 
3 
 
 
 
4 
 
 
 
 
 
 
 
 
 
5 
 
 
 
 
6 
 
 
 
 
 

Executive Management Board 
The Trust’s Executive Management Board (EMB), which meets weekly, is a key 
part of the Trust’s decision-making and governance processes.  
 
As part of its weekly meeting, the EMB regularly considers quality, operations (999 
and 111) and financial performance. It also regularly reviews the Trust’s top 
strategic risks. 
 
The key issues for EMB have remained operational performance and the issues 
most affecting our people, however other actions taken include: 
  

• Considerations of options to improve/replace the Medicines Distribution 
Centre 

• Our response to the NHS Long Term Workforce Plan, with a particular focus 
on retention 

• A new approach to Reward & Recognition 
• Executive Team Development 

 
EMB continues to hold a meeting each month as a joint session with the Trust’s 
Senior Management Group to oversee the delivery of the Improvement Journey, 
feedback from the on-going programme of leadership visits and development of 
our Trust Strategy. 
 
Engagement 
During August and September, I have continued to spend time with a number of 
our key regional and national system partners including regional and national ICS 
Chief Executives, NHS Providers, IC24 and St John Ambulance. These meetings 
have all provided good opportunities to discuss areas of joint working.   
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17 
 
 
 

I have also spent time visiting both South Central and East of England Ambulance 
Services during recent weeks, including meeting their Chief Executives and touring 
some of their facilities. Both visits were incredibly useful in terms of sharing good 
practice, as well as discussing the challenges facing the sector.  
 
On 13 September 2023, I attended a Winter Planning session, led by the Prime 
Minister at No 10 Downing Street, together with a number of my NHS Chief 
Executive colleagues from across the country.  
 
It was a helpful opportunity to share our perspective on the very real challenges 
that this winter is likely to provide.  I took the opportunity to highlight the need to 
continue to develop single points of access and clinician to clinician contacts to 
facilitate alternative care pathways.  I also made the case for national recognition 
for the role call handlers play. 
 
We will be discussing our winter plan at the Board.  I am pleased to report the 
development of our partnership work with St John and the additional capacity that 
they can help provide during the winter period.  I expect this capacity to come on 
stream during October and ramp up in the subsequent months.   
 
I am also pleased to continue to host our series of ‘Big Conversations’ – monthly 
online sessions, to which all colleagues are invited, and which provide a good 
opportunity to discuss a particular key issue.  
 
We have held four sessions so far, with topics covering our aspirations and hopes 
for the NHS in the future (as part of the NHS 75 events), the development of our 
Trust strategy, patient safety and leadership. All sessions have been well attended, 
with good contributions from a wide range of colleagues and lively discussions.  
 
Visit by Helen Whately MP 
On 1 September 2023, Helen Whately, MP for Faversham and Mid Kent and 
Minister of State for Social Care, visited our new Medway Hub. 
 
The Minister has Urgent and Emergency Care (UEC) as part of her portfolio and 
was interested to see NHS 111 in operation, understand more about the Make 
Ready system and meet some of the staff based there. 
 
Although our East EOC colleagues had not yet moved to Medway, Ms Whately 
was able to see the Make Ready Centre and 111 service in operation and speak to 
some of the staff working there. 
 
Visit by Wes Streeting MP 
On 22 September 2023, Wes Streeting, MP for Ilford North and Shadow Secretary 
of State for Health visited Hastings Make Ready Centre as part of a visit initiated 
by the GMB. 
 
Mr Streeting was able to see the Make Ready Centre in operation, as well as 
spending time discussing the key issues affecting the ambulance sector with local 
GMB representatives and myself. 
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28 
 
 
 
 

Annual Members Meeting (AMM) 
On 14 September 2023, we held our Annual Members Meeting (AMM) in West 
Malling, Kent. 
 
As well as undertaking formal Trust business, including the signing off our Annual 
Accounts for 2022/23, it was a great opportunity to look back at our achievements 
and challenges during the year and to look forwards with the development of our 
new Trust Strategy. 
 
I especially enjoyed looking at the various ‘stalls’ which showcased the work of 
different teams within the Trust. Thank you to everyone who took part. 
 
Development of our new Trust Strategy 
During August and September, we have started the important work to develop a 
five-year strategy for SECAmb. 
 
Our clinical teams have developed a clinical case for change using our patient data 
and we have planned engagement sessions with our ICB colleagues to take place 
in October 2023, where we will develop our initial diagnostics and overlay the 
system forward plans with the needs of our patients. 
 
We have also now completed the procurement of a strategy partner, and with this 
additional support, we will be able to progress extensive engagement with our 
people, patients and partners, to ensure everybody has a chance to have their 
voice heard as we develop the strategy. 
 
I would also like to thank all the members of the public, SECAmb colleagues and 
members who shared their views regarding the development of our new strategy at 
the Annual Members Meeting in September. 
 
Second series of ‘999: Emergency Call Out’ 
In late August 2023, we saw the launch on 5Star of the second series of ‘999: 
Emergency Call Out’ which showcases the work of the Joint Response Unit (JRU) 
in Kent. 
 
The JRU sees paramedics and police responding to emergencies together on a 
vehicle and being targeted towards particular incidents which are likely to benefit 
from the skills of both services. 
 
Following the success of the first series, the second series will include 15 episodes 
and provides an excellent opportunity to focus on the specific work of the JRU, 
clearly demonstrating the skill, compassion and care undertaken by all colleagues 
every day as well as the strong working relationship between Kent Police and 
ambulance colleagues. 
 
Brighton Pride 
It was great to see a fantastic turn-out, once again, in early August for Brighton 
Pride, with more than 100 SECAmb staff and volunteers and representatives from 
other national ambulance LGBT+ networks taking part in the parade. 
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30 
 

The parade also saw the first appearance of our specially decorated ‘Pride 
ambulance’, made possible through the support of some of our suppliers and our 
GMB and Unison unions. 
 
Well done to everyone involved – a great opportunity to celebrate diversity across 
our service with our local community.  
 B. Regional Issues 

31 
 
 
 
 
32 
 
 
 
33 
 
 
 
 
34 
 
 
 
 
 
35 
 
 
 
 
 
 
36 
 
 
 
 
37 
 
 
 
 
38 
 
 
 
 
 

East EOC re-located to Medway 
Earlier this month, we saw our new multi-purpose ambulance and contact centre in 
Gillingham become fully operational when our East Emergency Operations Centre 
(EOC) team moved in, joining their frontline road and NHS 111 colleagues. 

The new centre provides us with much improved facilities for our control room staff 
and provides greater capacity, resilience and operational flexibility, as well as bring 
local recruitment opportunities across both 999 and 111 services. 

The move marked the end of more than 36 years of 999 call taking and ambulance 
dispatch in Coxheath near Maidstone and, although I know the end of an era 
brings a touch of sadness for some, the new space and facilities available at 
Medway are long overdue. 

I’m delighted we are at the point where all three aspects of the centre will be fully 
functioning under the one roof, and this marks the end of many years of planning 
and hard work. I would like to thank all those who have been involved in delivering 
such a major project. Our staff and, in turn, our patients, will benefit from the 
development and I wish my colleagues well in their new home. 

Clinical Co-ordination Hub trial 
In early September 2023, we begun the trial of a new Hub, which brings together 
support from a number of NHS partners to provide additional support to our 
clinicians. In turn, this will help to ensure patients are receiving the most 
appropriate treatment and care for their needs and avoiding unnecessary transport 
to hospital. 

The Hub, located at a Kent Community Health NHS Foundation Trust (KCHFT) 
site next to Maidstone Hospital, consists of SECAmb Paramedic Practitioners, 
(PPs), as well as clinicians from Maidstone and Tunbridge Wells NHS Trust (MTW) 
and urgent care teams, including the Home Treatment Service, at KCHFT. 
 

The Hub will work with ambulance crews to decide whether a patient requires 
transport to the emergency departments at Maidstone or Tunbridge Wells 
Hospitals or could receive more appropriate treatment from an equivalent 
community service.  

The aim is to ensure patients get the right care, in the right place, first time and I 
am very much looking forward to seeing the results of the trial and, if successful, 
understanding how we can apply this approach across other areas in our region. 
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External review of HART/SORT/Resilience 
We have now received the first draft of the external review into the Resilience and 
Specialist Operations department that I commissioned earlier this year, following a 
number of issues being raised.   
 

Following finalisation of the report, I will work with the teams involved to ensure we 
are addressing the findings to ensure we have a sustainable and properly funded 
model moving forwards. 

External IT Review 

An external IT review was commissioned in June 2023 to look at recent network 
outages and the resilience of our Computer Aided Despatch (CAD) system. 

This review has been widened recently to also include governance, how the team 
works and human factors to make it a holistic review of IT within SECAmb. Saba 
Sadiq, our Chief Finance Officer is the Executive Lead for this work and will report 
back to the Board in due course. 

Medicines Distribution Centre 

At our last meeting in August I updated the Board on the challenges faced by 
colleagues working out of the Medicines Distribution facility in Paddock Wood and 
that options were being considered on how to provide this service sustainably 
going forward.  These options suggest that we will need to relocate the facility 
probably to a bespoke unit.  In the meantime, work needs to be done in Paddock 
Wood to make the current facility workable.  Immediate actions include the 
installation of a goods lift. 

 

 C. National Issues 
44 
 
 
 
45 
 
 
 
46 
 
 
 
 
 
 
 
 
 
 

Pulse Survey results published 
In early August 2023, the results of the National Quarterly Pulse Survey (NQPS) 
for Quarter 2 (carried out in July 2023) were published. 
 
We saw 902 colleagues complete the survey, giving a response rate of close to 
20% - our highest response rate to date and one which well exceeds the national 
average for NHS Trusts. 
 
We also saw some encouraging signs of improvement compared to previous 
SECAmb scores: 
 
• Our Employee Engagement score (calculated from advocacy, involvement and 

motivation questions) is the highest we have seen in any wave of the NQPS 
and exceeded the average for the ambulance sector for the first time 

• The number of colleagues feeling positive has outweighed the number feeling 
negative for the first time 

• Core metrics (team support, feeling informed, and proactive action on 
wellbeing) show significant improvement in each area 
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While we know we have a long way to go to make SECAmb the best place it can 
be for all of our people, the latest results do show improvement in all areas. 
 
Visit by Health & Safety Executive (HSE) 
On 26 September 2023, the HSE visited SECAmb as part of their national 
programme of visits. 
 
They had two particular areas of focus: 
 
• MSK (Musculoskeletal) issues experienced by staff 
• Violence and abuse of staff 
 
We were asked to share information regarding the measures we have in place to 
address both of these areas and how we review and monitor the effectiveness of 
these measures. 
 
As this visit is part of a wider national review, we expect to hear more about their 
findings and overarching themes in coming months. 
 
Freedom to Speak Up month 
October is national Freedom to Speak Up (FTSU) month and as part of our work to 
raise the importance of this internally, our senior leaders are sharing their own 
‘pledges’ on what they will do, personally, to support this important agenda. 
 
I am very happy to share my own pledge here – “I pledge to do all that I can to 
make SECAMB a place where speaking up is welcomed and all our leaders think it 
is a core part of their roles both to speak up themselves and encourage their 
teams to do so.” 
 
Ensuring that all colleagues feel able to speak up and, importantly, that we will 
listen and take action where needed is a key part of our improvement journey and 
one I am committed to supporting whenever possible. 
 
 D. Escalation to the Board 

55 
 
 
 
 
 
56 
 
 
 
57 
 
 
 
 
 

Operational Performance 
Ambulance services across the country continue to work hard to deliver responsive 
and good quality care to those we service. However the national position remains 
challenged in terms of meeting the required performance levels for call handling 
and response times.  
 
Year to date, SECAMB continues to hit the C2 performance target.  This is an 
excellent achievement given the national context.  Further, our hospital handover 
times continue to be among the best in the country. 
 
The position is more challenged when we consider call answering times.  Key 
drivers of underperformance include the recruitment and retention of staff in the 
West.  I have asked the Executive Team to review our options as this picture has 
become persistent. 
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The situation is similar for 111 providers who are experiencing high numbers of 
calls, resulting in inconsistent service levels, often impacted by local and national 
issues such as the recent industrial action.   
 
The additional national funding secured is being used as planned with good 
progress, particularly relating to providing additional clinical support in EOC and in 
field operations.  More information on this will be provided by colleagues as they 
present their reports. 
 
We remain at REAP Level 3 but continue to keep this under close review.  
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Agenda No 51-23 
Name of meeting Trust Board 
Date 05.10.2023 
Name of paper Board Assurance Framework (BAF) 2023 24 
Author  Peter Lee, Company Secretary  
 
The BAF sets out progress with the in-year corporate objectives and related risks, in addition to 
the longer-term strategic risks. Its aim is to help the Board’s assessment of progress against the 
agreed strategic priorities of the Trust.    
 
An aggregated assessment against the Objectives within each Goals is RAG-rated, as illustrated 
below.  
 
The Board is asked to specifically note the following: 
 

1. The target for Responsive Care Objective 2 (call answer) was Q2. This objective has 
therefore not been achieved and the corrective action being taken is described in the 
separate paper provided.  

2. Cyber Security has been escalated to the BAF – section 2 (strategic risks).  
3. Amendments have been made to the RSP Exit Criteria since the last meeting in August. 

This followed a review between the Trust, the ICS and NHS England.  
 

Quality Improvement 
 

Goal 1 Build and embed an approach to Quality Improvement at all levels  

Goal 2 Become an organisation that Learns from our patients, staff, and 
partners 

 

Goal 3 Strengthen how we work together at all levels of the Trust to ensure 
appropriate oversight of patient safety and mitigation of risk 

 

People & Culture
 

Goal 1 Getting our foundations right consistently  

Goal 2 Making internal processes effective  

Goal 3 Improving the experience of our people  

Responsive Care 

Goal 1 Deliver safe, effective, and timely response times for our patients  

Goal 2 Implement smarter and safer approaches to how we respond to 
patients 

 



2 
 

Goal 3 Provide exceptional support for our people delivering patient care  

Sustainability & Partnerships 

Goal 1 Develop a refreshed vision and strategy for SECAmb and our 
operating model 

 

Goal 2 Be a great system partner, establishing SECAmb as a system leaders 
in the UEC arena, becoming the partner of choice 

 

Goal 3 Become a Sustainable Urgent and Emergency healthcare provider  
 

 
 

Board Assurance Framework  
Introduction     

 
1. Purpose  

 
It is a requirement for all NHS Provider Boards to ensure there is an effective process in 
place to identify, understand, address, and monitor risks. This includes the requirement to 
have a Board Assurance Framework that sets out the risks to the strategic plan by bringing 
together in a single place all of the relevant information on the risks to the Board being able 
to deliver the organisation’s objectives. 
 
The Trust’s priorities are aligned with four strategic themes, which help frame each meeting 
agenda of the Trust Board. 
 

 
 
Each theme has three Strategic Goals and a number of in-year Objectives. These are set 
out in section 1.  
 

 mprovement  ourne    ur Trust  bjectives for            
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The aim of the in-year objectives set by the Board at the start of this year is to help achieve 
the strategic goals. These are therefore considered the priority actions assessed by the 
Board in the context of its operating plan, feedback from staff, and the findings of last  ear’s 
CQC inspection.  
 
The BAF sets out the progress against the objectives, the main risks to achievement, in 
addition to the longer-term risks that could impact on the strategic goals.  
 

2. Structure  
 
Section 1 sets out by Strategic Theme, each of the Goals and in-year Objectives. The lead 
director for each objective summarises progress to-date and describes the main risk to 
achievement; each objective is to be achieved by a particular quarter. 
 
Taken together with the KPIs in the Integrated Quality Report, this provides the Board with 
the data and information to help inform its level of assurance in meeting the agreed goals.   
 
Section 2 gives details about the longer-term risks to achieving the strategic goals, which 
follow the in-year risks listed in section 1. This will support the Board’s assessment on the 
adequacy of controls and actions that are in place to manage these risks appropriately. 
 
Section 3 summarises for the Board’s awareness, the non BAF risks that are currently 
rated Extreme. It includes a description of the mitigating actions being taken and the extent 
to which these risks have oversight of the Board, directly or via one of its committees.  
 
Section 4 links to the National Oversight Framework and provides an assessment of 
progress against the Recovery Support Programme Exit Criteria, accepted by the Board in 
August 2022. These criteria have informed the in-year objectives and while there is 
therefore significant overlap with section 1, this is included to provide explicit oversight.  
 

3. Board Oversight   
 
The focus of each Board committee is informed by this BAF to help oversee delivery and 
management of the key risks, as set out in each of the committee annual plans.   
 
The regular Committee Escalation Reports to the Trust Board summarise the levels of 
assurance obtained and when significant gaps in assurance are identified, confirm what 
intervention by the Board is needed.  
 
As demonstrated in recent meetings of the Board, it also directs its committees focus when 
it identifies gaps in assurance. These are then added to the committee annual plan and 
reported back to ensure closure of the Assurance Cycle.   
 
Specific aspects of the BAF are highlighted by the relevant Executive Director in the cover 
paper for each agenda item. 
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Board Assurance Framework  
Section 1: Strategic Goals - Delivery   

 
 

Quality Improvement 
 

 
Goal 1 
 

Build and embed an approach to Quality Improvement at all levels 
  

In
 Y

ea
r O

bj
ec

tiv
e 

QI 1 Quality Improvements on how we keep patients safe in the EOC stack 
during periods of escalation and at points of discharge 

Measure Reduce level of harm experienced by our patients vs 22/23 baseline Q4 

QI 2 A QI Strategy to take the organisation forward and empower those closest 
to patients to lead improvements. 
 

Measure  Signed off Strategy at the Board Q2 

QI 3 Training and engagement in QI for our people  

Measure  For   % of all staff to have completed ‘ ntroduction to Q ’ in 23/24 
Provide QI team support, coaching and facilitation to at least 5 local QI 

projects in 23/24 
 

Q4 

 
In year progress with the achievement of the Strategic Goal is Green because all actions are on 
track for completion at the current time. Any risks have been identified and mitigations are either 
in place or being discussed. 

 
Progress to-date: 
QI 1: 
The timescales for implementing the identified improvements for the Keeping Patients Safe in the 
Stack QI project have been revised, now applying two phases that allow for capacity within the 
operational and critical systems teams who have had to prioritise other projects including C2 
segmentation and the move to Medway MRC. Phase 1 initial improvements will commence from 
01 November 2023, and the more complex improvements are planned to go live in Q4 23/24.  
 
QI 2: 
The QI Strategy has been signed off by the Trust Board. The QI team have hosted one of three 
planned 30-minute virtual sessions to introduce the QI strategy across the organisation. Further 
planned engagement session are taking place over the next couple of months.  
 
QI 3: 
Year to Date, we have trained   7 (  %) colleagues in ‘ ntroduction to Q ’. Training evaluation 
suggests that this is significantl  improving people’s motivation, confidence, and competence in 
QI,  evidenced in requests for the team to support over 7 local QI projects across the Trust. The 
QI team have commenced delivery of a QI induction session at the corporate induction for 
operational colleagues. 
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Goal 1 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score  
C + L 

In
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QI 1 Lack of time / capacity for operational 
support of QI projects 
 

3 x 4 = 12 3 x 4 = 12 4 x 2 = 8 

Mitigation  
• Project team has identified high impact easy to implement initiatives to implement 

imminently. 
• People are given specific tasks to complete even if not attending project meetings. 
• Revised timescales for high impact hard to implement improvements to give critical 

systems time to complete other high priority initiatives. 
 Risk Description Initial Score 

C + L 
Current Score 
C + L 

Target Score 
C + L  

QI 2 None    

Mitigation 

N/A 
 

 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score  
C + L 

QI 3 There is a risk that we are not able to 
release operational colleagues to 
complete introduction to QI training 

4 x 4 = 16 4 x 3 = 12 4 x 2 = 8 

Mitigation  
• To date 54 colleagues across EOC, 111 and field Ops have attended the QI 

sessions with 373 still to be trained.  
• Discussions are being had with the SLT of the Operations directorate, with a plan to 

include QI training in key skills sessions for 111 & EOC colleagues.  
• Plans are in place for the QI team to attend several Team C meetings within this 

financial year to support training for operational leadership teams.   
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Goal 2 
 

Become an organisation that Learns from our patients, staff, and 
partners 
 

 
In

 Y
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r O
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e 

QI 4 Capacity and capabilities to deliver changes to the SI process through the 
implementation of the national framework for PSIRF. 

Measure PSIRF Plan agreed at Board in Q3 
Central Incident review panel established by end of Q2 
Regional Incident review groups by end of Q3 
Training programme in place for and attended by core facilitators. 

Q3 

QI 5 Improvements in Out of hospital cardiac arrest survival rates from point of 
initial contact through to deployment of volunteers and specialist 
resources  

Measure  Increasing using for GoodSAM in the community 
Increasing numbers of CFRs in the community 
Improving the quality of telephone CPR and signposting to PAD sites 
Increasing number of resources carrying a defibrillator e.g., managers, 
non-operational vehicles, and blue light partners. 
Increasing the number of Public Access Defibrillators 
Use CPR feedback to crews as part of debriefing to increase the quality 
of resuscitation. 
Increase compliance with standard care bundle for post-resus care. 
Reduce health inequalities by working with public health to identify 
communities with higher cardiac arrest rates.  

Q4 

QI 6 Building on existing pre-hospital maternity education and training 
in response to local and national cases/reports to enhance patient 
care and experience 

 

Measure  Decrease in concerns/complaints/legal cases related to maternity 
patients. 
Reduction in HSIB investigations into the quality of care provided to 
maternity patients. 
Decrease in number of Serious Incidents related to maternity 

Q4 

 
In year progress with the achievement of the Strategic Goal is Green because 
 
QI 4: All milestones on separate project plan met and on target.  
QI 5: Milestones and project plan are being developed. 
QI 6: Workstream and project plan in development 
 

 
Progress to-date: 
QI 4:  

• Patient Safety Oversight Group (PSOG) established, and TOR approved by QGG. 
• Trust patient safety priorities identified, and full plan will be presented to Board in Q3. Plan 

shared at Board development session, by way of introduction. 
• National standards for training and competencies established and a paper has been 

presented to Education Training and Development Group. An external provider will be 
required at a cost to the Trust. Improvement case submitted to support funding for this. 

• Trust wide communications and engagement plan being prepared for launch in 
September that include webinars, printed materials, and inclusion on the ‘Big 
Conversation’. 

• Continued BI support is being provided for the analysis and identification of learning 
themes. 
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• Membership and agenda for systems-based Incident review groups that replace 
centralised SIG have been developed as part of a wider multidisciplinary team and TOR 
are being reviewed. 
 

QI 5:  
• Created a unified objective that management of cardiac arrests is a priority for both the 

medical and Quality & Nursing directorates. 
• Explored with the Operations Directorate how the medical and quality teams could work 

alongside EOC leadership to improve the management of cardiac arrests on the 
telephones. 

• Supported the review of PADs. 
 

QI 6:  
• Started delivering the Pre-hospital Practical Obstetric Multi-Professional Training (PRE-

PROMPT) roll out. 
• From June there will be rolling programme across the three counties every quarter. 

 
 
 

Goal 2 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score  
C + L 

In
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QI 
4 

Lack of engagement from Trust 
colleagues 

[4X3=12] 4X2=8 4X1=4 

Mitigation  
• Comprehensive communication plan enacted to keep high awareness and keep 

colleagues updated on progress. 
• Bespoke approaches to different stakeholders. 
• Co-design of approach to different topics on PSIRP. 
• Meet on 1-1 basis with all senior leaders and keep them updated. 

 Risk Description Initial 
Score 
C + L 

Current 
Score 
C + L 

Target 
Score 
C + L  

QI 
5 

Lack of engagement and joint working 
between directorates to implement the 
out of hospital cardiac arrest plan 23-24 

4x3=12 4x3=12 4x1=4 

Mitigation 
Joint priority setting across the directorates, joint planning meetings, shared responsibility for 
delivery. 
 
 Risk Description Initial 

Score 
C + L 

Current 
Score 
C + L 

Target 
Score  
C + L 

QI 
6 

Pressure on front line operations 
withdrawing staff from training to focus 
on operational duties.  

4x1=4 4x1=4 2x1=2 

Mitigation  
At the moment staff are coming to training in their own time which mitigates the risk but is 
not sustainable. 
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Goal 3 
 

Strengthen how we work together at all levels of the Trust to 
ensure appropriate oversight of patient safety and mitigation of 
risk. 
 

 
In

 Y
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r O
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QI 7 A Quality and Performance Management Framework that runs from our 
Patients to the Board (QAF) 

Measure We will evaluate effectiveness and impact after 6 months (well led 
review) 
Quality & Performance Reviews at dispatch-desk level underway in Q1 – 
review effectiveness Q4 
System-level Quality and Clinical Leads identified and in place by end of 
Q3 
Quality & Clinical Governance Group relaunched in assurance-focused 
format in October 2023, for formal evaluation in March 2024 
All five elements in place, connected and functioning by end of Q4 

Q4 

QI 8 A Quality compliance and Engagement Framework through local visits, 
that helps us assure the improvement we are making (QA&E visits) 

Measure  We will evaluate effectiveness and impact after 6 months (well led 
review) 
Feedback plans delivered to Operating Units within 2 weeks of visit. 
Corporate plans delivered to MDT forum every 12 weeks and a ‘live’ 
enacted action plan available by Q3. 
Quarterly assurance reports to EMB 

Q4 

 
In year progress with the achievement of the Strategic Goal is Green because all actions are on 
track for completion at the current time. Any risks have been identified and mitigations are either 
in place or being discussed. 
 

 
Progress to-date: 
QI 7: 

• Data and KPIs for Field Operations and EOC agreed. 
• Field Operations model is live and is already in use by operational teams  
• First iteration of the EOC quality report has been developed and made available to EOC 

teams - second iteration of the field operations quality report has been developed and 
expands upon the available metrics. 

• Worked in partnership with Partnerships, Quality & Nursing, and Operations team to 
develop an integrated Governance oversight model across Regional and System levels. 
The model was approved at EMB in May and has been shared with commissioners 
through SAM, ICS Quality Collaborative and ICB CEOs.  

• Agreed plans now being implemented for reformatting the Trust-wide Quality & Clinical 
Governance Group (QCGG) integrating Clinical, Operations and Quality in assurance 
across the KLOE 

• Quality leads and Clinical leads established for the System Based Clinical and Quality 
Groups. 

• Agenda and TOR completed for SCQGG, and initial meeting dates organised. 
• Workshop held with key internal stakeholders to develop the QAF with successful 

outcome of progressing each element, and gaining agreement on Clinical and Quality 
governance leadership, and the model for system-based groups linked to PSIRF IRGs. 
 

QI 8: 
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• Five successful visits have now taken place since commencement in April, to Banstead, 
Chertsey, Thanet, Worthing, and Ashford with very positive evaluations from staff and 
visitors alike.  

• Two-way feedback is provided within two weeks to OUs for further dissemination and 
setting of corrective actions. This information is then fed back into monthly Q&P reviews. 

• Further iterative co-design changes have been made to the format of the QA&EV 
receiving evaluation from all staff and visitors. 

• Full years programme plans are now with Directorates, commissioners, and Governors 
with very good engagement. 

• Pre-visit briefings have been developed and implemented with wider teams to assess 
weightings in KLOE. This is an improving model as more data becomes available. 

• We are involving wider group of staff in visits and capturing feedback from those in the 
Units as well as the visitors. ICB and external stakeholders are involved in the process 
and successful feedback has been obtained. 

• Thematic Analysis completed on the first four visits undertaken to identify common 
themes, trends, and challenges at a systemic level. 

• Paper presented at joint leadership forum on the above thematic analysis with 
recommendations shared. 

• Update on process and outcomes of visits being presented at the next Surrey Heartlands 
contract review meeting and QPSC. 

• The proposed model for feedback to corporate functions is under development and 
discussions are being held with HR directorate to ensure that work isn't duplicated with 
the leadership visits. 
 

 
Goal 3 Risk Description Initial Score 

C + L 
Current Score 
C + L 

Target Score  
C + L 
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QI 7 Dashboard not developed by end of Q2 
thereby stalling the commencement of 
integrated Performance & Quality 
Reviews. 

[3X3+9] 3X2=6 3X1=3 

Mitigation  
 
Close working with BI to obtain a minimum data set that enables the conversation to 
commence, while further metrics are collated. 
BI have dedicated 2 WTE of senior analyst resource solely to this work. 
 
 Risk Description Initial 

Score 
C + L 

Current 
Score 
C + L 

Target Score 
C + L  

QI 8 Lack of engagement with staff who may 
regard this as a punitive exercise rather 
than an engagement and supportive tool 

[4X3=12] 4X2=8 4X1=4 

Mitigation 
• Continuous co-design with operations staff at all levels of the organisation 
• Set out comprehensive communication plan to keep high awareness, draw out 

learning and the ‘so what’ factor, and keep colleagues updated on progress. 
• Bespoke approaches to different stakeholders. 
• Follow-up of actions for wider Trust with regular feedback. 
• Work with Directorate BSM to identify a cohort of 6-7 visitors for each of the visit 

days in advance 
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People & Culture 

 
 

Goal 1 
 

Getting our foundations right consistently  

In
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PC1 Respond to issues raised in Staff survey and recent reviews 
(housekeeping) 

Measure  >95% of housekeeping actions completed Q3 

PC2 Implement new leadership visit process consistent with C&E Strategy 
Measure >90% compliance Q1 

PC3 Rapid on-boarding QI project 
Measure TTH<60 days 

TT-WFE TBC 
Increased % people passing probation 

Q3 

PC4 Comprehensive package of training for managers, awareness days for our 
people and robust application of our policies relating to safety in the 
workplace, with a focus on B&H and Sexual Misconduct 

Measure Engagement, safety and morale scores improved Pulse and Staff 
Surveys 

Q4 

 
In year progress with the achievement of the Strategic Goal is Green because all actions on track 
and high confidence level for delivery as planned. 

 
Progress to-date: 
Implement new leadership visit process consistent with Comms & Engagement Strategy. 
Leadership visits process and SOP approved. 
 
Annual calendar of visits published and tracking of attendance and themes reported monthly to 
EMB – in draft awaiting confirmation from leaders for dates. 
 
Communication package developed and new space created on Staff Zone. 
  
Impact measure not yet commenced as the new approach has not started. New style of 
leadership visits to commence in June 2023.  
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Goal 1 Risk Description  Initial 
Score 
C + L 

Current 
Score 
C + L 

Target 
Score  
C + L 
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PC1 High number of activities planned, which 
will require human resource to complete. 
No additional resource is available.  

3x3=9 3x3=9 3x2=6 

Mitigation  
Discussions with directorate / department leads to ensure priority of work, as part of work 
planning for 2023. Business case considered for ER team 
 Risk Description Initial 

Score 
C + L 

Current 
Score 
C + L 

Target 
Score 
C + L  

PC2 Leadership visits will not occur due to 
failure of leaders to attend, or due to lack 
of support in coordinating.  

2x3=6 2x2=4 2x1=2 

Mitigation 
Annual calendar of visits published in June, and reported to EMB – DNA’s to be challenged. 
 Risk Description Initial 

Score 
C + L 

Current 
Score 
C + L 

Target 
Score  
C + L 

PC3 Scoping of risk underway by project 
group (to be updated) 

   

Mitigation  
 
 Risk Description Initial 

Score 
C + L 

Current 
Score 
C + L 

Target 
Score 
C + L  

PC4 There is a risk the program of work will 
not be adequately resourced 

4x3=12 4x3=12 4x1=4 

Mitigation 
Weekly project group established to monitor and unblock barriers to resourcing, options 
paper being developed for EMB regarding ongoing resources required.  

 
 

Goal 2 
 

Making internal processes effective  
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PC5 Supporting our leaders completing appraisals by actively removing 
blockers 

Measure  Appraisals > 85% Q4 

PC6 We will give our managers the time to prioritise 1:1s 
Measure 1:1s happening for all colleagues measured through Leadership/Quality 

Visits    
Q1-4 

PC7 Project to analyse and make changes to improve compliance against 
overruns 

Measure Reduction in LSO% and Mean overrun time  Q2 

PC8 Continue to deliver the fundamentals leadership training for first-line 
managers 

Measure >95% completion of first line management fundamentals Q4 
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In year progress with the achievement of the Strategic Goal is Green because all actions on track 
and high confidence level for delivery as planned. 

 
Progress to-date: 
Define "1:1" and communicate with our people - draft statement in discussion. 
 
A Task & Finish group will be established to recommend how all our people will have access to at 
least 30 minutes of 1:1 time with their manager per month and explore options for recording and 
reporting the interactions. – to commence in Q2. 
 
PC7: Late Sign-off and over-runs 
Progress continues with additional paper presented to the People Committee demonstrating 
improvement in both duration and proportion of shifts registering an over-run. There is some 
correlation in the improvement since early July with the completion in the implementation of the 
new rotas in field operations. 
 

 
 

Goal 2 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score  
C + L 
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PC5 Protected time unable to be facilitated due 
to operational pressures 

3x3=9 3x2=6 3x1=3 

Mitigation  

All operational people have had time scheduled for FY, reported and monitored through IQR 

 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score 
C + L  

PC6 Time unable to be facilitated due to 
operational pressures 

3x3=9 3x3=6 3x1=3 

Mitigation 

Mitigation to be considered in upcoming planning work 

 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score  
C + L 

PC7 Programme underway to understand the 
contributing factors, however the risk relates 
to being able to create localised targets and 
trajectories with associated delivery plans. 

3x3=9 3x3=9 3x1=3 

Mitigation  

 

 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score 
C + L  

PC8 Nil current risks identified, action on track    

Mitigation 
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Goal 3 
 

Improving the experience of our people  
In
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PC9 Improve capacity and capability of our formal processes (ER and FTSU) 
Measure  >85% compliance for all formal processes Q4 

PC10 Bring our Policies in-date and make them fit-for-purpose 
Measure >95% up to date policies by end of the year Q4 

PC11 Management essentials to be rolled out (building on Fundamentals) 
Measure 95% of identified managers completed management essentials Q4 

PC12 ACAS mediation process 
Measure Positive feedback from TU and Trust in the post-mediation evaluation Q2 

 
In year progress with the achievement of the Strategic Goal is Green because all actions on track 
and high confidence level for delivery as planned. 

 
Progress to-date 
PC12 - First mediation meeting held in June.  

 
 

Goal 3 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score  
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PC9 Inability to address open cases due to 
resource constraints 

4x4=16 4x4=16 4X2=8 

Mitigation  

ER team recruitment business case approved and recruitment of team commenced 

 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score 
C + L  

PC10 Unable to resource the development of the 
policy work. Unable to gain agreement 
through the necessary groups, to gain 
approval of policies  

4x4=16 
 
 
 

4x3=12 
 
 
 

4x1=4 
 
 
 

Mitigation 

Policies have been shared across management groups, to share workload.  
Meeting with ACAS to improve relationship with Trade Unions, updating policy for the management 
of policies to allow greater approval mechanisms internally 

 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score  
C + L 

PC11 Protected time unable to be facilitated due 
to operational pressures and competing 
priorities for managers 

3x4=12 3x4=12 3x1=3 

Mitigation  

Mitigations under development by OD leads developing project  

 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score 
C + L  

PC12 No risks identified at present    

Mitigation 
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Responsive Care 

 
 

Goal 1 Deliver safe, effective, and timely response times for our patients  

In
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RC 1 A Category 2 Mean response time that is improved and closer to National 
Standards 

Measure Mean C2 response time of 30 minutes Q1-4 

RC 2 A Call Answer Mean time of 10 seconds 

Measure Mean Call Answer time of 5 seconds Q1 

RC 3 
Implementation of dispatch improvement actions to improve effectiveness 
of resource utilisation (RPI, cross-border working) 

Measure  
Trust wide mean target of 84% activity completed by own desk 
resources, and with a reduction in variation to less than 20% between 
the max and min performance 

Q3 

 
Progress to-date: 
• RC1: C2 mean of 26mins 43secs (August), noting YTD (to 27/09/23) C2 to of 28mins 12secs.   
• RC2: Call answering mean 24secs (August). 
• RC3: Mean activity on own dispatch desk 100.4%, with a maximum variation at 38.7% with a 

consistent pattern of those areas who both ‘export’ and ‘import’ resource. 
 
Focus on improving performance through actions to optimise capacity: 
1. General 

o Reduction in sickness – improvements particularly seen in Field Operations approx. 
7% for Q1 to date, whilst EOC remains at approx. 10% 

2. Emergency Operations Centre 
o Recruitment of EMA continues to be a challenge but there has been some initial 

tentative increases in potential candidates in the Medway/Gillingham area as a result 
of some very well publicised larger recruitment events. 

o A comprehensive action plan is in place to mitigate the risk relating to call answering 
because of the staffing challenge in EOC – this is covered in the additional 
presentation at Trust Board in October. 

3. Field operations 
o The full suite of new rotas was implemented by the 10th July. The DCA compliance of 

provision against plan in August was over 90% - an improvement on previous months.  
A review of the impacts of the rota implementation is being scoped to be able to 
evidence the level of benefits realised. 

o As seen in the IQR, there is continued improvement in overall job cycle time both in 
terms of time on scene and wrap-up.   

o Continued collaborative working with Acute partners focusing on hospital handovers 
has seen an average daily handover in August of 17mins 13secs with 50.4% occurring 
within the optimal 15mins and 0.8% at over 60mins. 

o The additional short term additional finances have resulted in an approx. increase of 
1000hrs per month for DCA cover at key times – this is against a target of 1600hrs per 
week. 
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Goal 1 Risk Description Initial 
Score 

Current 
Score 

Target 
Score  
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RC1, 
2 & 
3 

Sustained delivery of all actions 
contributing to the delivery of this 
trajectory. 

4 x 4 = 16 4 x 3 = 12 4 x 2 = 8 

Mitigations  
• Additional scrutiny through EMB relating specifically to the call answering risk.  Monthly 

performance reporting to EMB will provide assurance on progress of actions and 
associated impacts. 

• Implementation of Operational Change Portfolio Group with all programmes moving to 
a more robust oversight and accountability approach – linked to the efficiencies 
programme.   

• The new Performance and Governance Framework commences implementation with 4 
dispatch desks in October 2023 – providing accountability against a developing suite of 
metrics against the 4 priority areas at dispatch desk level.   

• This is a key deliverable during Q1 to support the sustained delivery across the 2023-
24 year. 

 

Goal 2 Implement smarter and safer approaches to how we respond to 
patients 
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RC 4 Improvements in our ‘Hear and Treat’ rate to a minimum of 14% 

Measure Hear and Treat of 14% Q1-4 

RC 5 Continued working on key/national programmes – 999 IRP, 111 SVCC, 
response to Manchester Arena Inquiry recommendations 

Measure • Volume calls taken by other in IRP/SVCC at 0% unplanned 
• 85% completion of Major Incident Training programme 

Q1-4 

RC 6 Improved utilisation of all clinical resources from volunteers to specialist 
practitioners to achieve improved performance 

Measure TBC Q1-4 

 
Progress to-date: 
RC4:  

• ‘Hear & Treat’ for August was 12.1% in - this places SECAmb 4th out of the 11 English 
ambulance trusts, a significant improvement over previous months. 

• Initial cohorts of Paramedics within field operations to support C3 & C4 validation and call-
backs have completed training and are now delivering clinician hours to support EOC. 

• C2 segmentation commenced on 06/09/23 with initial positive results contributing to 
improvements in hear and treat levels. 

RC5:  
• Due to the reduction in the 111 budget, the service will no longer meet the required 

staffing level to enable its inclusion in the 111 Single Virtual Contact Centre.  
• The Trust continues to engage with IRP – the most recent reports show minimal over-flow 

from all trusts across the system.  
• The Major Incident Training Day has commenced with positive feedback from many 

attendees, and some challenge around location of delivery for travel issues – staff have 
been scheduled across the FY to achieve the 85%. 92% of attendees report that they 
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have completed the day and now feel more confident about responding to major & 
complex incidents.  

• Continued working with partner emergency services in the South East region and with 
national ambulance programme on the suite of recommendations from the Inquiry. 

 
RC6:  

• C2 30 min mean workstream has been set up with cross-directorate support. 
• Specialist practitioners have been asked to scope how they can support the C2 30min 

mean work. 
o Paramedic Practitioner cohort to complete additional training to utilise the PACCs 

system to provide support for clinical callbacks 
o Reduction in RPI through CCD review of resource allocation versus likely clinical 

need, particularly for C1 calls 
o Increase in CCP utilisation through clinical interrogation of C1, C2 and C3 calls by 

CCD 
o Improved support for crews and reduction in scene time by proactive crew call 

back at 20 minutes scene time  
o Improved efficiency by reducing scene time where there is a CCP present 

(exception – cardiac arrest, EoL, entrapped 
 
In addition: 

• Continue to engage with national programmes as listed – senior leaders in all service 
lines are involved in ongoing developments. 
 

 
 
 

Goal 2 Risk Description Initial 
Score 
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Score 

Target 
Score  
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RC4 
Inability to create additional capacity to 
support the deliver  of the increase in ‘hear 
and treat’ rate. 

4 x 4 = 16 4 x 3 = 12 4 x 2 = 8 

Mitigation  
• Implementation of Operational Change Portfolio Group with all programmes moving to a 

more robust oversight and accountability approach – linked to the efficiencies 
programme.   

• Whilst improvements are being seen, the sustainability of this is dependent on longer 
term workforce plans. 

 Risk Description Initial 
Score 

Current 
Score 

Target 
Score  

RC6 

Limited quantitative and qualitative 
reporting on activity and impact of all 
specialists and volunteers – linked to 
agreeing meaningful metrics and ease of 
accurate reporting. 

3 x 4 = 12 3 x 4 = 12 3 x 2 = 6 

Mitigation  
• Working with clinical leads on scoping the need and developing options/improvements 

for implementation  
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Goal 3 Provide exceptional support for our people delivering patient care  
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RC 7 An improvement in on-day out of service, late shift over-runs both a % of 
shifts and mean over-run time 

Measure 

• On-Day Out-Of-Service (ODOOS) target of 4% max – with all DD 
moving to be in line with best in class performance. 

• Late sign-off (LOS)/over-runs: reduction in proportion of shifts 
registering an over-run and mean over-run time  

Q1-4 

RC 8 Integration of EOC, 111 and MRC operations in one site at Medway 

Measure Successful go-live of 111, MRC and EOC operations in line with project 
milestones. We will ask colleagues about their experience. 

Q3 

RC 9 A new Ambulance design and Fleet strategy that meets our needs for the 
future 

Measure We will replace the manual FIAT DCAs and decide a new ambulance 
design to continue our fleet replacement 

Q4 

 
Progress to date: 
• RC7:  

o LSO performance and improvements presented in a paper to the People Committee in 
September demonstrating an improvement from the start of the year as well as since 
the implementation of the new field operations rotas in early July. 

o ODOOS is an area being considered as part of a wider workstream relating to tactical 
hub/management – further details to be provided at a later date. 

• RC8: All services are now live at the Medway site – EOC moved in  
• RC9 (rated green): Commissioners are supportive of SECAmb approach. We have started 

engaging suppliers and colleagues on the development of the new specification, and the Fleet 
team have undergone QI training to adopt Design Thinking techniques in the way they take 
feedback and use it to develop the new specification. One staff engagement day has taken 
place to review the MAN vehicle from St Johns with the Driver User Group, with positive 
feedback. 

• Practical completion of the building took place on 6 April 2023.  The RAG has moved from 
RAG rated Red to Amber as although all the critical snags have been completed, teams 
cannot occupy the building until IT have completed their commissioning phase, which is 
currently on track and due to be completed at the end of this month.  Highlight reports 
provided from the Project team key risks, recent and pending decisions. 

• NHSE Procurement through the national fleet group has developed a procurement framework 
which will give Ambulance providers a broader range of choice of suppliers, vehicle builds 
(van and box), and also give us a route to procure zero-emissions DCAs. This is due to 
complete in October 23, in time for our fleet strategy refresh due in November 23 which will 
include a preferred vehicle following our engagement with colleagues. Further update to be 
provided at the December 23 Board once the process has finalised, in time for orders being 
placed by end of Q4 in line with our normal replacement cycle. 
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Goal 3 Risk Description Initial 
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Score 
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RC7 
Capacity to progress this work with an 
evidence-based approach in an 
appropriate timescale. 

3 x 4 = 12 3 x 4 = 12 3 x 2 = 6 

Mitigation  
 

 Risk Description Initial 
Score 

Current 
Score 

Target 
Score  

RC8 None – fully complete    
Mitigation 
 

 Risk Description Initial 
Score 

Current 
Score 

Target 
Score  

RC9 

There is a risk that we don’t secure 
commissioner of NHSE derogation if our 
specification is not aligned to the 
national specification 

4x4 = 16 4x1 = 4 4x2 = 8 

Mitigation  
(Update April) The Fleet Manager is involved at a national level to influence the national 
specification, and the national team have agreed that multiple options of fleet will be 
provided in the next iteration, so that ideally we do not require a derogation to procure the 
vehicles that best fit our colleagues’ feedback. We continue to have strong support from our 
lead ICB, following the extensive data-driven exercise done in 22/23 to identify the 
challenges associated to the current FIAT DCA fleet. 
(Update August) NHSE have confirmed there will be an expanded selection of available fleet 
to procure through the national procurement framework, and we now do not expect to 
require derogation from our commissioners to secure the fleet that is fit for purpose for our 
people and our patients. 
(Update October) – this risk is now considered retired as the procurement lots have been 
returned and we will have several options and builds to choose from as part of the updated 
national fleet specification that we have been involved in developing. 
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Sustainability & Partnerships 

 
 

Goal 1 
 

Develop a refreshed vision and strategy for SECAmb and our 
operating model 
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SP 1 A new Clinical and Quality strategy that meets the needs of our patients 
now and in the future 

Measure Strategy sign-off in Q2, as a milestone of the development of our long-
term strategy 
(Update August) The scope for the Clinical and Quality Strategy has 
been included as part of SP2 and the development of a clinically led 
Trust-wide strategy. 

Q2 

Q4 

SP 1 A new long-term mission, vision and strategy, based on collaboration and 
co-design with our patients, people and partners 

Measure Evaluating successful involvement of our people, patients and partners 
Strategy sign-off in Q4 at Board 

Q4 

 
In year progress with the achievement of the Strategic Goal is Amber because we have been 
delayed in starting the programme due to delays associated to the procurement process and 
award. The delay is of 7 weeks, and we have progressed work internally without external support 
in the meantime to provide mitigation. This includes the development of a Clinical Case for 
Change through engagement and workshops between clinical and operational managers, and 
using detailed patient analysis we have developed from our own data. 
 
We now have a partner on-board and at the time of writing (25/09), we are kicking off with them 
to map out the detailed programme. 
 
The programme has initially been revised at the advice of the core team and stakeholders 
involved, whilst we will still aim for draft options in December, the Board is likely to receive a 
developed option with high level delivery roadmap in February, with a full strategy ready for 
publication by the end of March 2024. (Previously we aimed to sign off a direction of travel in 
December, with a publishable Strategy in February). This programme with be reviewed, however 
the programme team have recommended adjusting the original milestones to ensure meaningful 
engagement can take place. 

 
Progress to date: 

- Extensive engagement has been completed with multiple key stakeholder groups. The 
procurement has now finalised and we have on-boarded a partner to help us deliver this 
work. 

- Key Groups engaged so far: 
o Councill of Governors 
o Board 
o Senior Management Groups 
o All directorates (pending finance which is scheduled) 
o Volunteers 
o OUMs (Field Ops and EOC) 
o Staff Networks 
o Trade Unions 

- ICBs (lead and associates) 
- Development of a Clinical Case for Change following 4 workshops (1x with ICBs and 3x 

with our clinical and operational managers) 
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- Board Development session with clinical and operations managers in September to 
confirm and test the clinical case for change. 

- Clinical case for change will be presented to commissioners in 3x individual ICB 
workshops in early October, including overlay with their individual Joint Forward Plans and 
Strategies, as part of the Diagnostic phase. 

 
 
 
 

Goal 1 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score  
C + L 
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SP1/SP2 There is a risk of resource continuity 
interruptions and delays until a program 
plan is confirmed through the June 
procurement process.  (retired risk) 

3X3=9 3X2=6 3X2=6 

Mitigation  

We are progressing with a robust selection process to ensure we onboard the right strategic partner 
to support this development. In Q2 and Q3, the work should be completed, and pending a project 
plan from partners, we are still aiming for a December Board approval. The latest approval can be in 
January to ensure we can develop the outcomes of the strategy into our 24/25 planning. 

 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score 
C + L  

SP1/SP2 Delays to the procurement process (c. 7 
week) impacting our programme timeline 
and ability to meaningfully engage 
stakeholders as part of the development 
of the strategy 

4x3=12 4x2= 8 3X2=6 

Mitigation 

- We have started the work without external support by developing a strong evidence-based 
clinical case for change with our clinicians. 

- The programme is being re-viewed in light of the new start time. 
- The new key milestone dates are to have a draft direction of travel (end of stage 2) by 

December, however this may still require further work in the new calendar year and may not 
be ready by the public Board time in December. 

- It is still the plan that a Strategy will be published this FY with a 5-year delivery plan, 
including workforce and financial plans.  

 
Goal 2 
 

Be a great system partner, establishing SECAmb as a system 
leaders in the UEC arena, becoming the partner of choice 
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SP 3 Optimised Urgent and Community referral pathways, avoiding conveyance 
to EDs, and improving the use of the ICS SPOAs  
 

Measure Reduction in conveyance to ED from scene 
Improved use of U&C referral pathways & increased use of ICS SPOA 
from EOC 

Q1-4 

SP 4 A new internal and external governance that aligns strongly to our ICBs, 
helping us strengthen relationships and ways of working 
 

Measure New governance go live in Q1 and effectiveness evaluated in Q3 Q1 
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SP 5 A joint workforce plan for our systems, strengthening development 
pathways for our clinicians and creating long-term sustainability in our 
paramedic workforce 

Measure Long term workforce strategy and plan agreed with ICBs 
Reduction in leavers in the organisation to other parts of the system 

Q3 

 
In year progress with the achievement of the Strategic Goal is GREEN. The new governance 
arrangements have been shared and approved by EMB and the system. There remain 
challenges in the data to evaluate SP3, however an initial baseline has been developed, and the 
workforce plan will depend on the strateg  development work which isn’t due until Q4. 

 
Progress to date: 

SP3:  
- Establish a multi-directorate working group to report into the operational change board 

(patient flow group). 
- Provide clarity around the KPIs and regular reporting and improvement based on 

identifying bottlenecks and sharing information with system partners to improve utilisation 
of alternative pathways. 
SP4:  

- Review of the governance model and align internal and external governance to ICS, 
around Quality and Patient Safety. This includes a review of the contract review meetings, 
strategic commissioning board, and SAM arrangements. 

- Go live of the new model 
SP5: 

- No plans in Q1 
- Plans in Q2 and Q3 are to develop the long term workforce plan as an output of the 

Strategy development, working back from the patient needs and the target operating 
model. 

 
 
 

Goal 2 Risk Description Initial Score 
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Target Score  
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SP3 There is a risk we can effectively measure 
improvements due to data limitations 

4X3=12 4X3=12 4X2=8 

Mitigation  

The current data remains a limitation. Current datasets show very low utilisation levels, and provide 
us with a baseline starting point 

- UCR is <1% of outcomes 
- 40-50% of our total Hear and Treat are referrals to alternative non-ED pathways 
- Only 10% of our S&T activity is to alternative pathways. 

 
The working group is mitigating this by working closely in alignment with the Ambulance Dataset 
(ADS) programme which should provide better patient flow end to end data by September. 
 
In the meantime, we will provide further assurances to Board by integrating the details from the 
Community Dataset into our IQR by system, so that the Board have visibility of the performance at a 
granular level.  

 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score 
C + L  



22 
 

SP4 There is a risk that the governance of the 
system does not support SECAmb in 
delivering it’s objectives 

4x4 = 16 4x3 = 12 4x2 = 8 

Mitigation 

A proposal for the updated governance model has been developed between the lead ICB and our 
partnerships team. This has been delayed due to uncertainty around the move from Surrey 
Heartlands to Sussex, and the work is not progressing with the assumption that the move will not 
happen soon.  Parts of the model have gone live, and we will be adopting further changes in Q2, 
starting with SAM, and then progressively re-establishing the Strategic Commissioning Board as a 
mechanism to engage system partners in the Strategy development.  
 
Full alignment to the external governance model can only happen once our operating structure has 
aligned to Kent, Surrey (+Frimley), and Sussex. A timeframe for this has now been set to end of Q4, 
as this will be a key output of our strategy to ensure we are aligned to our ICBs in the best way to 
deliver the emerging vision for the organisation. 

 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score  
C + L 

SP5 See BAF Strategic Risk 255    

Mitigation  

 
 

 
 

Goal 3 
 

Become a Sustainable Urgent and Emergency healthcare  provider 
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SP 6 Meet our financial plan as agreed with commissioners for FY 23/24 
Measure Plan delivered in line with planned break-even result Q1-4 

SP 7 Cost efficiency improvements to ensure our resources are focussed on 
delivering patient care 

Measure Internal savings identified £9m of which at least 75% will be recurrent Q1-4 

SP 8 Our de-carbonisation commitments as set out by our Green Plan 
Measure Completion of electric RRV trial  

EV Strategy approved at Board 
Entonox removal improvement case approved 

Q4 

 
In year progress with the achievement of the Strategic Goal is Green because progress is in line 
with the plan. 

 
Progress to date: 
At M5 (August) year-to-date the Trust’s financial performance is in line with the financial plan with 
a surplus of £0.3m.  The efficiency programme has delivered £1.6m of efficiencies which is £0.6m 
behind plan. There is a continued focus on ensuring that the Trust delivers its efficiency 
programme with a workshop to be held in October 2023 to support this as well as weekly check 
and challenge sessions. 
 
The Trust is forecasting delivery of its 2023/24 financial plan. 
 
SP8 - Green Plan 
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The Green Plan has been completed and presented at FIC in July 23. Key interventions for de-
carbonisation this year are included in the plan and in Q2 we will be establishing the internal 
governance oversight required to ensure we deliver the plans in line with approved plan. There 
remain significant risk due to the un-funded nature of the plan, and we will be incorporating the 
expenditure and investment required to support our de-carbonisation targets as part of the 5-year 
financial modelling associated with the strategy. 
 
The following sustainability projects are currently underway as part of our Green Plan for this 
year: 

- Electric SRV Trial as part of the national Zero Emissions EV Trial for Ambulances 
- Removal of single-use cups from SECAmb stations 
- Switch to purchase low/zero carbon electricity through our supplier 

 
In addition, in Q1 the Green Staff Network has been established. The group is now meeting 
regularly with the support of a NED and an Executive sponsor from the Board. 

 
  

Goal 3 Risk Description Initial Score 
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Current Score 
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Target Score  
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SP6 There is a risk that overspending 
compared to budget in operations will 
continue resulting is an overall deficit. 

4X3=12 4X3=12 4x2=8 

Mitigation  

A deep dive into the month 1 operations financial variances is being carried out and an action plan 
has been developed with progress being made on mitigating the identified issues. 
 

 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score 
C + L  

SP7 There is a risk that we will not develop 
enough schemes to be able to deliver 
£9m for the year. 

4X4=16 4X4=16 4x3=12 

Mitigation 

There is a weekly check and challenge session taking place ensuring that there is continued focus on 
delivering efficiencies. In addition, a workshop will be held in October 2023 for the Joint Leadership 
Team where the focus will be on identifying further efficiencies as well as unlocking issues to be able 
to support delivery of those schemes already in the efficiency programme. 
 

 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score  
C + L 

SP8 There is a risk we will not be able to 
deliver our in-year targets for carbon 
reduction in line with the plan 

2x3=6 (in year) 
4x3=12 (long 
term) 

2x3=6 (in year) 
4x3=12 (long 
term) 

2x3=6 

Mitigation  

The Green Plan work sets out a 10 year plan to reduce 80% of our carbon emissions. We are already 
complying with procurement guidelines around weighting of sustainability. The risk remains low due 
to the current in-year low consequence of non-delivery, and long-term delivery of the Green Plan 
will be contingent on identifying a detailed delivery plan that will come out of the Green Plan at the 
end of the Arcadis work in Q2 (reviewed at FIC in July). 
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63% of our scope 1 emissions are due to fleet activity, and c.18% due to medical gases. Alongside 
estate efficiency, these will be the main areas the plan will focus on, alongside colleague 
engagement in reduction of waste. 
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Board Assurance Framework 

Section 2: Strategic Risks  
 
BAF Dashboard 

 
Quality Improvement  People & Culture Responsive Care Sustainability & Partnerships 
We listen, we learn and improve Everyone is listened to, respected 

and well supported  
Delivering modern healthcare for our 
patients 

Developing partnerships to 
collectively design and develop 
innovative and sustainable models of 
care 
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C
h

an
ge

  

 

Ta
rg

e
t 

sc
o

re
 

 

Ta
rg

e
t 

d
at

e 

QI PC RC SP  
Aug
22 

Sep 
22 

Dec 
22 

Feb 
22 

Apr 
22 

June
23 

Aug 
23 

Oct 
23 

14 Operating Model QPSC -  - 1-3 1-3  20 16 20 20 20 20 20 20 20  08 Mar 24 

255 Workforce Plan PC - - 1-3 1  20  16 16 16 16 16 16 16  08 April 24 

348 Culture & Leadership  PC - 1-3 - -  16   16 16 16 16 16 16  08 Tbc 

16 Financial Sustainability  FIC - - - 3  16 12 16 16 16 12 12 12 12  08 April 24 

 Cyber Security  FIC              20 
NEW 

08 Mar 24 
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BAF Risks  
 BAF Risk ID 348 

Culture & Leadership   
Target Date: 
March 2025 

Underlying Cause / Source of Risk: 
Culture of bullying, sexual misconduct and poor/underdeveloped management 
and leadership practice resulting in poor employee experience, a high number of 
employee relations and FTSU cases as well as affecting staff turnover negatively. 
Culture is insufficiently open and transparent and this leads to insufficient focus 
on staff concerns which can impact upon patient and staff safety. 

Accountable Director    Executive Director of HR and OD 

Committee People Committee 

Initial Risk Score 16 (Consequence 4 x Likelihood 4) 
Current Risk Score 16 (Consequence 4 x Likelihood 4) 
Risk Treatment  
(tolerate, treat, transfer, terminate) 

Treat  

Target Risk Score 08 (Consequence 4 x Likelihood 2) 

Controls in place (what are we doing currently to manage the risk)  Integrated Quality Report Metrics for Assurance Variation Assurance 
Appointed a Programme Director (Cultural Transformation) to take forward the delivery of 
the P&C strategy 
P&C Strategy / Delivery Plan established.  
Implementing programme of early resolution/mediation training  
Trust Board development sessions in Q4 2022/23 
Programmes of management development  
Increase in resourcing for FTSU service 
All staff to attend a full da  ‘culture and values’ workshop in FY 
Priority areas for 2023/24 agreed as part of the delivery plan 

WF-44 “Grievance mean case length da s” •   

WF-41 “Count of Until it Stops (Sexual Safet ) 
Cases” 

•   

   

   

   

Gaps in Control 
▪ P&C delivery plan established in May – will require time to have impact.  
▪ Culture Dashboard   
▪ Pace of delivery due to inadequate resources, vacancies and under-resourced for volume of work 
▪ NHSE P&C Plan yet to be  introduced. 
Sources of Assurance: Positive (+) or Negative (-) Gaps in assurance  
(+) Employee relations data reviewed regularly at SMG and by HRBPs 
(+) regular reporting of ER and FTSU cases to commence to Leadership Team, 
PC and Trust Board to improve visibility and monitor progress/highlight areas of 
concern 
(-) WRES, staff surveys, quarterly national pulse surveys 
(-) Exit interview data 

Business case for ER team restructure to be approved.  

Mitigating actions planned / underway Executive Lead Due Date Progress 

See P&C Objectives in section 1    
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 BAF Risk ID 255 

Workforce Plan   
Target Date: 
March 2024 

Underlying Cause / Source of Risk: 
 
Risk that we do not achieve the recruitment plan to increase our frontline workforce as set 
out in the 2023/24 Workforce Plan. This will result in consistently being unable to provide 
the target operational hours and therefore will impact adversely on patient care and staff 
wellbeing.  
 
Link to Risk 13 – Workforce Retention. 

Accountable Director    Executive Director of HR   

Committee People Committee 

Initial Risk Score 20 (Consequence 4 x Likelihood 5) 
Current Risk Score 16 (Consequence 4 x Likelihood 4) 
Risk Treatment  
(tolerate, treat, transfer, terminate) 

Treat  

Target Risk Score 08 (Consequence 4 x Likelihood 2) 

Controls in place (what are we doing currently to manage the risk)  Integrated Quality Report Metrics for Assurance Variation Assurance 

Workforce Plan Agreed  
 
The People and Culture Strategy makes a commitment to reduce TTH and onboarding to 
achieve the 60 days target as one of a number of priority areas identified for people and 
cultural change. 

WF-1 “Number of Staff WTE”   
WF-3 “Time to hire”   
999-12 “999 Frontline Hours Provided %”   
   
   

Gaps in Control 
Funding for international recruitment ends in Sept 2023 
Clinical Education Resourcing 
Sources of Assurance: Positive (+) or Negative (-) Gaps in assurance  
(-) WTE gap carried forward from 2022/23 
(-) On road hours significantly below target 
(-) Time to Hire  
(-) Retention  

Sustainability of International Recruitment  

Mitigating actions planned / underway 
 
 

Executive Lead Due Date Progress 

A Quality Improvement project to improve 
TTH and onboarding  

Director of HR TBC  Commenced on 23 May 2023.  
 

Clinical Education resourcing plan for 
2023/24  

Chief Medical Officer TBC Phase 1 agreed by EMB on 31 May 2023 
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 BAF Risk ID 16 
Financial Sustainability   

Target Date: 
March 2024 

Underlying Cause / Source of Risk: 
 
The Trust is unable to plan to deliver safe quality and effective services in the 
medium or long-term due to uncertainty over future funding arrangements in both 999 
and 111. 
 
 

Accountable Director    Chief Finance Officer   

Committee Finance & Investment  

Initial Risk Score 16 (Consequence 4 x Likelihood 4) 
Current Risk Score 12 (Consequence 4 x Likelihood 3) 
Risk Treatment  
(tolerate, treat, transfer, 
terminate) 

Treat  

Target Risk Score 08 (Consequence 4 x Likelihood 2) 

Controls in place (what are we doing currently to manage the risk)  Integrated Quality Reports Metrics for Assurance Variation Assurance 
▪ For 22/23, the Trust delivered a break-even result following remedial action plans 

with each directorate to deliver recurrent savings. 
▪ A break-even plan has been signed off by the Board for 23/24. 
▪ In order to continue the focus on financial delivery the Monthly review meetings for 

each directorate are continuing ensuring each area delivers on plan and its 
efficiencies.  

WF-1 “Number of Staff WTE”   
F-9 ” ncome (£   s) YTD” NA NA 
F-10 “ perating Expenditure (£   s) YTD” NA NA 
F-6 “Surplus Deficit (£   s) Month NA NA 
   

Gaps in Control 
 

Sources of Assurance: Positive (+) or Negative (-) Gaps In Assurance 
(+) financial management: achieving plan 
(-) underlying funding gap / deficit  
(-) Cost Improvement Plan 

We have a break-even plan signed off which relies on non-recurrent means (£4.5m) to 
achieve that plan. The plan is based on delivering Category 2 mean performance of 30 
minutes. In accordance with the guidance this is expected to improve to the 18 minute target 
in future years, which presents a risk either to financial sustainability or performance if further 
funding is not available or significant improvements are found. 

Mitigating actions planned / underway Executive Lead Due Date Progress 

Robust Cost savings plan developed and 
delivery tracking  

Chief Finance Officer Q1 Update included in the finance report 

Monthly Directorate meetings to ensure 
focus on financial delivery and develop 
culture of delivery against plan. 

Chief Finance Officer Ongoing   

Sustainability & Partnerships Programme 
within the Improvement Journey 
established  

Chief Finance Officer Ongoing Programme now in operation and delivering in line with the S&P plan. 
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 BAF Risk ID 14 
Operating Model  

Target Date:  
March 2024 
 

Underlying Cause / Source of Risk: 
 
Our operating model is not suitably designed to consistently ensure efficient 
and effective management of demand and patient need, and there is a risk 
that until we address this, we will be unable to achieve the Ambulance 
Response Programme standards and therefore deliver safe and effective 
patient care. 

Accountable Director    Executive Director of Operations  

Committee  Quality & Patient Safety 

Initial Risk Score 20 (Consequence 4 x Likelihood 5) 
Current Risk Score 20 (Consequence 4 x Likelihood 5) 
Risk Treatment  
(tolerate, treat, transfer, terminate) 

Treat  

Target Risk Score 08 (Consequence 4 x Likelihood 2) 

Controls in place (what are we doing currently to manage the risk)  Integrated Quality Report Metrics for Assurance Variation Assurance 

The current model: 
•Does not support clarification as to what the function of an ambulance service is in the 

post-Covid environment, including its role/interaction with the UEC pathway. 
•Does not meet contractual (ARP) response times with the current workforce – any 

increase in staffing levels is not realistically deliverable in the current financial 
envelope and considering the wider workforce economy in the South-East. 

•Cannot respond to the need for differentiated care to different patient groups needs. 
•Does not allow the Trust to provide a clear direction to our people in terms of career 

development and workplan delivery, causing morale and well-being issues. 
 
The focus for the 2023-24 financial year is on the four IQR metrics listed to the right (with 
hospital handover time used in addition to hours lost).  A plan for delivering these metrics 
has been developed and submitted to NHSE and commissioners. 
 

999-1 999 Call answer mean   
999-9 Hear and Treat   
999-4 C2 mean   
999-24 Hours lost at hospital handover   

Specific risks relating to EMA recruitment and retention are on the risk register 
and have been reviewed in light of the on-going staffing and performance 
challenges.  

Gaps in Control 
Strategy in development 

Sources of Assurance: Positive (+) or Negative (-) Gaps in assurance  
In-year delivery plan (+) 
Strategy development (+) 
Delivery of actions associated with the additional monies award Aug-Oct 
may support further bids for extra recurrent budget as part of the National 
Ambulance uplift (+) 
 

Longer term recurrent overall budget right-sized to meet the organisational need in light of 
strategic, regional and national ambulance service requirements (-) 

Mitigating actions planned / underway Executive 
Lead 

Due Date Progress 
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Trust strategy under development – following the completion of this 
a delivery plan will be drawn up that will fully address this BAF risk 
going forward. This will include a clear purpose for the service, a 
target clinical delivery model to meet that purpose, and associated 
workforce and delivery plan (5yr horizon) to deliver that vision. 

Exec. Dir. 
Strategy & 
Transformation 

Q4 
Initial scoping underway ahead of formal appointment of consultancy 
partner to assist in the development of the Trust strategy. Programme due 
to start by end of July and extensive pre-engagement completed. 

In year actions related to the UEC Recovery Plan, focusing on the 
KPIs listed above. 

Exec. Dir. of 
Operations Q4 Call answer remains challenged due to significant ongoing staffing issues.  

Delivery against plan for the other metrics are on track. 
As of 21/07/23, the Trust was successful in bidding for an 
additional £2.5m for use during Aug-Oct, focusing on call 
answering, EOC Clinical and Field Operations provision. 

Exec. Dir. of 
Operations 

End Oct 
2023 Plan implementation commencing 24/07/23. 
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 BAF Risk ID  
Cyber Security  

Target Date:  
31st March 2024 

Underlying Cause / Source of Risk: 
 
There is a risk of loss of data or system outage due to a cyber-attack 
resulting in significant service disruption and harm to patients. 
 
Links to risks 
ID 70 – Cyber Training.  
ID 398 – Cyber Incident Response Plan 

Accountable Director    Chief Finance Officer   

Committee  Finance & Investment  

Initial Risk Score 20 (Consequence 4 x Likelihood 5) 
Current Risk Score 20 (Consequence 4 x Likelihood 5) 
Risk Treatment  
(tolerate, treat, transfer, terminate) 

Treat  

Target Risk Score 08 (Consequence 4 x Likelihood 2) 

Controls in place (what are we doing currently to manage the risk)  Integrated Quality Report Metrics for Assurance Variation Assurance 

• Firewalls are in place to protect the Trust's network perimeter and control inbound / 
outbound traffic flow. 

• Permissions are based on least-privilege with staff only being given access to what 
they need as a minimum. Any request for increased permissions are logged and 
approved via Marval. 

• Anti-virus / anti-malware is installed on server and laptop / desktop hardware and 
regularly automatically updated. 

• Servers and laptops / desktops are patched regularly. 
• The Trust and its CAD vendor are alerted to specific risks by NHS Digital to enable 

us to take swift resolution in and out of hours. 
• The Trust is able to respond to cybersecurity alerts concerning specific devices and 

works to immediately disable impacted devices and accounts. 
• The Trust is using NHS Secure Boundary and Imperva to protect the Trust network 

perimeter and some external-facing services. 
• Yearly penetration tests are completed by a third party to identify vulnerabilities in the 

IT estate. 
• Social engineering tests are conducted yearly to test corporate users willingness to 

compromise their accounts, devices or physical security. 
• Periodic cyber-attack exercises carried out by NHS Digital and the Trust's EPRR 

lead. 
• Remote monitoring of endpoints by Sophos Managed Detection and Response 

service 

N/A   
   
   
   

 

Gaps in Control 
• The Trust is not fully compliant with the DPST. 
• There is no business continuity plan for a cybersecurity attack. 
• There is no programme of training or awareness aimed at users on cybersecurity. 
• There is no identity verification for in-person or telephone users approaching IT for support.  
• There is no security on-call team. 
• A standardised action card does not exist to explain the initial handling of a Trust wide cybersecurity event. 
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• A standardised action card does not exist to explain how the initial response to a cybersecurity event involving a single user or device should be handled.  
• The Trust is particularly vulnerable to social engineering attacks. 
 
Sources of Assurance: Positive (+) or Negative (-) Gaps in assurance  
(+) The Trust is partially compliant with the DSPT. 
(-) As the Trust is not fully compliant with the DSPT there is more work that 
it will need to do to ensure compliance. 
(-) The external IT review identifies cyber security as a risk. 

Cyber security team has not had access to the relevant training. 

Mitigating actions planned / underway Executive 
Lead 

Due Date Progress 
 
 

An external IT review was commissioned. The report will be 
delivered by end of September and will include a finding on 
cyber security which will enable traction on this issue and that 
it is followed up and improvements made. 

CFO March 2024 Report yet to be delivered at the time of writing this. 

A penetration testing report was commissioned.  This report 
identified issues.  CFO March 2024 Improvement plan in development 
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ID Title / Description   
Initial 
Risk 
Grading 

Current 
Risk 
Grading 

Target 
Risk 
Grading 

Risk owner 

28 

Drug Seeking Behaviour via 111 Electronic Prescribing Service (EPS) 
There is a risk that people seeking to obtain high risk and/or addictive medications 
are being enabled as a result of no mechanisms to identify this drug seeking 
behaviour which may lead to significant patient safety risk and Trust liability. 

15 15 06 Chief Pharmacist 

Summary of Controls: Prescribing drugs only when adequate knowledge of patient’s health is established and satisfaction gained that the drugs serve the 
patient’s needs. Monitor for drug-seeking behaviour when prescribing medications with addictive potential. Implementing a consistent and locally agreed 
approach to assessment that is respectful, non-judgmental, and proportionate to the person’s presenting vulnerabilities. 
 
Board Oversight: Quality & Patient Safety Committee. Review in June in the context of EPS – see Escalation Report 
 

29 

EPRR Incident Response  
There is a risk that the Trust’s response to an incident of an EPRR nature will fall 
short of the requirements outlined in the Major Incident Plan and NHS EPRR 
Framework. These incidents include but are not limited to: significant or major 
incidents, transport accidents, multi-site incidents or business continuity incidents. 
 
Link to Risk 82 – HART capacity  

20 16 06 Head of EPRR  

Summary of Controls: LRF plans are in place; Incident response plans are in place for major incidents & MTA incidents; Card and plans are in place for a list 
of specific sites; Exercises with partner agencies run on a local basis to test plans and build relationships. 
 
Board Oversight: Audit & Risk Committee – see Board Report in December with assurance obtained following the EPRR Core Standards rating of ‘substantial 
compliance’. Following concerns raised mid-year and external review was undertaken and due to report to the Board in Q3. 

447 
999 Call Handling Delays  
The Ambulance Response Programme (ARP) targets for call answering are not being 
consistently achieved due to recruitment challenges, high staff turnover and low call 

16 16 04 AD of 111 / EOC 

Board Assurance Framework  
SECTION 3: Non-BAF Extreme Risks 
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ID Title / Description   
Initial 
Risk 
Grading 

Current 
Risk 
Grading 

Target 
Risk 
Grading 

Risk owner 

performance. This results in risks to patient safety, clinical effectiveness, patient 
experience, colleague experience and Trust reputation. 

Summary of Controls: Recruitment support including additional paid advertising; re-design of advert and use of external agencies; staff support given to HR 
Recruitment; and redesigned interview templates to be more robust; Part-time and non-core rotas introduced to support demand and work/life balance. 
 
Board Oversight: Quality & Patient Safety Committee – see Escalation Report from the most recent meeting. 999 call answer is a specific Board agenda item. 

346 

999 Handover Delays   
There is a risk of delayed patient handovers as a result of acute Trusts having limited 
capacity to readily accept new patients from crews during periods of demand, which 
may lead to patient harm. 

16 16 08 Head of Strategic 
Partnerships 

Summary of Controls: Maximising alternative pathways to reduce conveyance. Working with acute Trusts to define process. 
 
Board Oversight: FIC – reviews operational performance at each meeting. There is current good assurance that this risk is being managed effectively. The 
next review will establish if the risk score should be reduced.  

304 

SECAmb’s Ability to reach the Net Zero Target sent by NHS England 
NHS England have set the aim to be the worlds first net zero national health service 
They have set two targets 
* For the emissions we control directly (the NHS Carbon Footprint), we will reach net 
zero by 2040, with an ambition to reach an 80% reduction by 2028 to 2032; 
* For the emissions we can influence (our NHS Carbon Footprint Plus), we will reach 
net zero by 2045, with an ambition to reach an 80% reduction by 2036 to 2039. 
  
There is a risk that significant un-quantified investment will be required to meet de-
carbonisation targets, which is not currently identified within our investment plans 
There is a risk that the implications on our operating model are not fully understood, 
or the time required to change our operating model to achieve environmental 
sustainability 
There is a risk that we have not reviewed our clinical strategy to reflect the needs of 
the population we serve under the implications of climate change 

15 15 10 Director of Planning 

Summary of Controls: Reviewing investment plans to allocate funds towards meeting decarbonisation targets. Reviewing operating model and clinical 
strategy to ensure that they are aligned with the goal of achieving environmental sustainability. NHS England has also established an NHS Net Zero Expert 
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ID Title / Description   
Initial 
Risk 
Grading 

Current 
Risk 
Grading 

Target 
Risk 
Grading 

Risk owner 

Panel and has conducted extensive analysis and modelling to understand how and when the NHS can reach net zero emissions. SECAmb to leverage this 
expertise and follow the guidance provided by NHS England to reduce their carbon footprint. Green Plan is in development.  
 
Board Oversight: Finance and Investment Committee. Last reviewed in July. Board Seminar held in August 2023.  

34 

Sustainability in the Medicines Governance Team  
There is a risk that medicines orders will not be met at the medicines distribution 
centre (MDC) due to increasing demand placed on staff at the MDC and the lack of 
resilience stock which may lead to areas in the Trust not having adequate amount of 
medicines to stock vehicles and patients not receiving medication. There is also a risk 
that other medicines portfolio work (eg PGD reviews) will not take place as a result of 
ongoing vacancy in the clinical pharmacist post which may lead to poor medicines 
optimisation and progression of any service improvement work in medicines. 

12 16 08 Chief Pharmacist  

Summary of Controls: Increase in the resilience stock at the Medicines Distribution Centre (MDC) to ensure that there is an adequate supply of medicines to 
meet increasing demand. Including regular reviews and adjustments of stock levels based on demand patterns, and implementing processes to ensure timely 
replenishment of stock. Actively recruiting for the Clinical Pharmacy post or providing additional training and support to existing staff to help them take on some 
of the responsibilities of this role. This would ensure that medicines portfolio work such as PGD reviews can continue to take place, leading to improved 
medicines optimization and service improvement. Regular reviews and assessments to determine the effectiveness of these measures and making 
adjustments as needed. 
 
Board Oversight: Quality & Patient Safety Committee. All medicines risks reviewed in March 2023. Update on the MDC provided in August – see Board report 

27 

Clinical Risk at Medicines Distribution Centre due to Increasing Demand and 
Lack of Space in the Unit  
The medicines distribution unit (MDC) at Paddock Wood MRC is insufficient in size to 
support the volume of activity now being processed through the unit. There is 
insufficient space to allow at times of high demand segregation between receipt and 
dispatch areas and processes to maintain control inbound/outbound goods are 
unmanageable. There is a risk that due to this lack of space and segregation of 
processes at the MDC, out of date medicines can be sent back out to station sites 
which may lead to potential harm to our patients. This risk is also linked to Health and 
Safety risk ID 760.. 

15 15 03 Chief Pharmacist 

Summary of Controls: Acquired a room on the GF to try and address some of the capacity issues with space. Recruitment is underway for resources for 
medicines team which includes registered pharmacy technicians to support with mapping out limited space we have and are available at all times during 
opening hours for queries. Business case agreed to install a new lift and longer term a search is underway for new premises. 
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ID Title / Description   
Initial 
Risk 
Grading 

Current 
Risk 
Grading 

Target 
Risk 
Grading 

Risk owner 

 
Board Oversight: Quality & Patient Safety Committee. All medicines risks reviewed in March 2023. Update on the MDC provided in August – see Board report.  

136 

Process of tagging medicines pouches is not working effectively  
There is a risk medicines will not be available for the patient if paramedics are 
incorrectly completing paperwork following their daily assurance checks.  Incomplete 
or incorrect paperwork leads to pouch tagging errors and there is a risk that the 
medicine will not be in the right place at the right time for the next Paramedic and 
patient due to incorrect tagging. 

15 15 03 Chief Pharmacist 

Summary of Controls: Monthly report on tagging errors are presented to MGG; Due to operational activity and skill mix there is usually more than one pouch 
available on scene thereby reducing the risk that medicines is not available for patients; Business case approved to resource a fixed term Pharmacist in 
medicines team to support with extensive pouch review;. Fixed term Pharmacist and medicines project manager now in place to perform medicines pouch 
review and implement new systems where required; Pouch review commenced. 
 
Board Oversight: Quality & Patient Safety Committee. All medicines risks reviewed in March 2023. Update on the MDC provided in August – see Board report.  

360 

Clinical Education Estate 
As a result of increasing demand for educational courses and likely reduction of size 
of existing Clinical Education facilities, there will be insufficient / inadequate facilities 
to deliver the Clinical Education Training plan, which would lead to a negative impact 
on Workforce numbers, reduction in colleague satisfaction, and an inability to meet 
contractual obligations for course delivery. 

12 15 04 Head of Clinical 
Education 

Summary of Controls: The Current CEC generally provides sufficient space for educational activity as planned against last year's workforce plan, although 
does require some variation in delivery dates in order to minimise pressure points; Alternative locations for 'satellite' delivery sites are currently being explored 
to provide resilience; Increase available teaching space for this year's increased requirement; provide an alternative site in case the available space at 
Haywards Heath reduces and minimise the impact of travel on course candidates. 
 
Board Oversight: 
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Board Assurance Framework  
Section 4: National Oversight Framework 

 
The Board Assurance Framework now includes a summary evaluation of the NOF requirements, shifting from the specific Improvement Journey 
reports provided in 22/23. This change reflects the Board's transition from regulatory focus to strategic focus. Our 23/24 strategic themes, goals, and 
objectives aim to enhance patient care quality, workplace culture, sustainability, and overall performance, thus supporting our NOF requirements 
fulfilment. Note – the RSP Exit criteria was reviewed by NHSE and the below reflect the updated criteria, meaning there’s some areas that do 
not have a prior rating. 
 
The July evaluation against the RSP exit criteria is provided below, and it’s now an agreed position with our lead  CB and NHS SE Regional team. A 
target date for exiting is now set to the 31st of March 2024, and will also be contingent to a clear strategy which will focus on achieving long-term 
sustainability for the Trust. 
 

RSP ref. 
Requirement description - The trust 

must: 
Position Statement 

SECAmb Progress 
View (July) 

Change 

RSP-S1 

To have developed, through a 
rigorous system of engagement, a 
Board approved strategy that reaches 
beyond the next 5 years. 

Achieved: Selected a partner to help deliver the plan for the 
strategy, developed strong case for change using patient data and 
engaging with operational and clinical managers. This case was 
presented at and approved by the Board. The Boards involvement 
incudes improving governance, aligning the strategy with 
Integrated Care Systems, conducting sessions with the Unions to 
address concerns, actively engaging with staff networks, and 
establishing a people engagement through Council of Governors 
Meeting to ensure effective communication, feedback and support 
for our workforce as we implement the strategy. 
 
Plan to exit: By Q4 we aim to develop a comprehensive strategy 
encompassing a 5-year delivery plan, workforce plan, target 
operations model and a sustainable financial plan 

n/a 

 

New 

RSP-D1 
(previously 
RSP-L1) 

Interim CEO appointed and the Trust’s 
Board-level leadership seen as stable 
by the Trust Chair, Surrey Heartlands 
ICB and NHS England. 

Achieved: A substantive CEO is in place, and we acknowledge that it 
takes time to establish board cohesion. We are actively addressing 
these concerns, which are a natural part of the boards evolving 
dynamics. 
 
Plan to exit: The development of a Trust-wide strategy will establish 
a clear vision to enhance SECAmbs resilience in the face of changes 
at Board and Executive level.  An Executive structure review is 
scheduled for Q3/4 to facilitate the Strategy’s implementation. 

   

 
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There will be a declaration of a new chair post, chief medical post, 
and Non-Executive Director changes. The CEO will also conclude 
structural conversations to define responsibilities and Directorate 
objectives in alignment with the ongoing Strategy development 

RSP-D2 
(previously 
RSP-L6) 

External Well-Led review co-
commissioned and all key 
recommendations acted on 
effectively. 

Achieved: In Q4 22/23, a review of Board effectiveness and 
leadership was conducted by NHSE Improvement Director. All 
recommended actions have been adopted, are actively monitored 
by the relevant committees and the Board and have been integrated 
into the Board Development Plan for 23/24. The ToR for the Well-
Led Review were approved by the Strategic Advisory Meeting (SAM) 
 
Plan to exit: Embedding of recommendations, sharing of the 
development plan with system partners for visibility and input, and 
finalising external WLR timeframes closer to the planned exit date 
of March 24. We will also conduct a review our progress, assess 
which recommendations were implemented, evaluate our overall 
progress, and ensure our preparedness for compliance. A quality 
compliance assessment will be completed to track our progress 
against the review and report on our readiness for Well-Led 
 

  

= 

RSP-D3 
(New) 

There is sustained improvements in 
executive cohesion and collaboration 
as measured through the well-led 
review. 

Achieved: An Executive Development plan will be initiated at the 
end of September. Executive informal meetings have been taking 
place and encouraging proactive engagement without requiring 
CEO prompts. 
 
Plan to exit: At the exit date we will be half way through our 12-
month Executive development plan, which will be evaluated during 
the Well-Led Review 

 

New 

RSP-C1 
(previously 
RSP-L5) 

To move towards a more open and 
transparent culture that values 
partnership and collaboration.  
Evidenced by improved transparency 
and timeliness of reporting and 
information sharing with ICB partners 
and with patients. 

Achieved: Arrangements for evidence and data sharing in place 
since July 2022. Have agreed a new governance oversight model 
incorporating contract quality and strategic elements, however 
recognising further refinement is needed. This new model became 
operational in Sept/Oct 24. In our workforce plan discussions with 
ICBs, we actively engage with the Assurance Steering Group, 
featuring presentations from SMEs sharing both success and 
challenges. Furthermore, we have appointed Quality Leads, a 
System Lead and Clinical Leads for each system to better align with 
the ICB structure 

  

= 
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Plan to exit: We aim to enhance transparency with our system 
partners by aligning our key focus areas for the next 9 months 
through a joint forward plan. Additionally, we're inviting support 
from system SMEs to participate in our internal weekly steering 
group meetings. We have already embedded a strong governance 
framework, and our commitment to continuous improvement is 
reflected in our collaborative efforts in designing this approach, 
including engagement at the local level with CEOs and the Strategic 
Advisory Meeting (SAM).  

RSP-C2 
(previously 
RSP-Q3) 

To have started to see a 
transformation in the Speak-Up 
culture of the organisation.  
Evidenced by an appropriately 
resourced FTSU process that is valued 
by the organisation and where staff 
feel more able to speak-up than in 
2021.    

Achieved: We've made an investment in our Freedom to Speak Up 
(FTSU) team, acknowledging their capacity and training needs. This 
included extensive internal training, including for the Board, and the 
consultation stage of our Speak Up Policy, aligning it with National 
FTSU guidance. We've made significant improvements in data 
accessibility, enabling us to identify hotspot areas and take 
proactive measures. This data is sourced from staff surveys, 
evidencing our progress through improvements, and tracking via 
the FTSU dashboard. Ongoing discussions emphasise the 
importance of evidence of speaking up across various organisational 
levels. While we're witnessing a transformative shift in this 
narrative, there's still work to be done. 
 
Plan to exit: The impact of our actions has not yet been fully 
realised, with a key focus on fostering psychological safety for 
speaking up in our Culture Improvement plan and People Strategy. 
We have planned significant leadership development for first-line 
and middle management this year to empower our workforce to 
address concerns locally. We aim to reduce detriment and 
retaliation based on evidence and ongoing efforts. Plans are in 
progress to enhance FTSU governance and processes, which tie into 
our broader culture improvement initiatives. The aim is that staff 
would have the confidence to speak up without fear of detriment, 
receiving proportionate responses and closing cases and reducing 
detriment, with a significant portion of staff providing positive 
feedback 
 

  

 
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RSP-C3 
(previously 
RSP-P3) 

The Trust has a vision for clinical 
leadership that is supported by a 
Board approved clinical education 
strategy. 

Achieved: Since the agreement of BRAGG, we've received approval 
for Phase 1 of our Clinical Education investment program, which is 
currently underway. Phase 2 is also in progress. Additionally, we 
have invested in the Clinical Education Strategy. The Board held a 
development session to discuss the definition of Clinical Leadership 
and we will continue to review this as we establish the Clinical 
Education Strategy. Clinical Education Strategy has been presented 
and approved, providing the necessary support for the investment 
in the Clinical Education team. 
 
Plan to exit: Challenges in establishing clear career pathways stem 
from the absence of a workforce vision. Phase 2 of our investment 
is expected to align with the workforce plan, which will be 
developed by Q4 as part of the Trust-wide strategy. We are 
continuously mapping and reviewing Clinical Leadership 
development and its definition, incorporating a Career Ladder 
narrative. Structural and portfolio changes will drive this 
development. Defining our vision for Clinical Leadership remains a 
work in progress, necessitating further definition and supported 
actions. Engagement and evidence will be sourced from 
stakeholders 
 

  

 

RSP-St1 
(Previously 
RSP – L8) 

The ICS and NHS England are assured 
that significant improvement found 
against all Warning Notice and Must 
Do findings/recommendations, taking 
into consideration any CQC 
reinspection findings.  

Achieved: Robust plan in place with clear mechanism for oversight 
of progress through weekly steering group, and collation of 
evidence and alignment with internal Quality Compliance 
Assurance. Exited the WNs and MDs reviewing regularly, ICS & NHSE 
invited 
 
Plan to exit: Embed Quality Compliance Assurance as Must-Do’s get 
delivered to ensure future risks and issues can be identified through 
the risk and quality governance of the organisation as part of “BAU” 
 

  

= 

RSP-G1 
(previously 
RSP-L2) 

Clear lines of responsibility and 
accountability for individual 
executives. 

Achieved: Portfolios re-arranged in Q4 to support interim executive 
arrangements. Further review of exec portfolios due to commence 
in Sept 24. 
 

  
= 
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Plan to exit: The Executive Development plan is a priority for 23/24 
to support resiliency and clarity of individual roles and 
accountabilities, as well as strengthening unitary team approach. 
 

RSP-G2 
(previously 
RSP-L3) 

Trust Board sighted on all key risks 
through an effective Board Assurance 
Framework and improved 
quality reporting aligned to the BAF 
and the comprehensive improvement 
plans. 

Achieved: Our annual plan and objectives feature clear SMART 
objectives and milestone deliverables, which are integrated into a 
new Business Assurance Framework (BAF) driving the Board's 
business cycle. While the BAF is fully relevant, we acknowledge 
there is ongoing work, but we have enhanced its structure through 
internal audits and have achieved our targets. Subcommittees are 
demonstrating improvements in discussions related to risk and 
assurance, with implementation showing positive progress. The 
Chairs of these subcommittees feel they have gained better insights. 
Notably, examples like IT and EPRR highlight areas of concern and 
the board oversight on risk which explains our continued “Red” 
status. 
 
Plan to exit: We need to do further work to fully embed strategic 
risks, which will emerge from the strategic planning process in Q3/4, 
and provide evidence that the Board is actively managing risks 
dynamically. To support this, the Board Development plan includes 
a facilitated session by NHS providers on July 6th, emphasising the 
culture of risk management and the triangulation of work. There is 
also a need for additional efforts in addressing known risks and their 
progression onto the Risk Register, as well as their effective 
management. 
 

  

= 

RSP-G3 
(previously 
RSP-L7) 

Board leadership development plan in 
place aligned to CQC, Staff Survey and 
WLR key issues. 

Achieved: In Q4 22/23, a review of Board effectiveness and Well-
Led was conducted by an NHSE Improvement Director. All 
recommended actions have been adopted and are actively 
monitored by the relevant committees and the Board. These actions 
are now integral to the Board Development Plan for 23/24. We've 
also had valuable input from frontline colleagues and Operational 
Unit Managers (OUMs) sharing their experiences working for 
SECAmb. Our leadership development plan will support our 
Executives based on this feedback. 
 

  

 
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Plan to exit: Embedding of recommendations, sharing of the 
development plan with system partners for visibility and input, and 
agreeing external WLR timeframes closer to the planned exit date 
of March 24.  

RSP-G4 
(previously 
RSP-Q1) 

Comprehensive improvement plan 
developed to deliver the Trust’s 
improvement priorities including 
CQC’s May 2022 findings and 
recommendations and the areas for 
improvement highlighted in the 2021 
Staff Survey.   

Complete: Quarterly milestone plan for each RSP and Must-Do is in 
place. There is a clear understanding of the deliverables and 
measurables, and a weekly internal steering group that oversees 
progress and supports teams delivering improvements across 
different areas. This is attended by the executive team and there are 
bi-monthly updates to the Board and System partners.  
 

  

= 

RSP-G5 
(previously 
RSP-Q2) 

Improved Board oversight and clarity 
on safety and quality metrics, 
ensuring there is good triangulation 
between demand and capacity issues 
driving ARP challenges, and the 
impact on patients and staff. 
 
 

Achieved: We have significantly improved internal reporting to the 
Board by revamping our integrated quality reporting, covering 
quality, people, performance, and finance. We've also developed 
place-level (service line) integrated quality reporting to align with 
the new Quality and Performance management framework and 
Quality Compliance visits. Additionally, we've created a transaction 
information schedule for meetings and enhanced our data suite. 
 
Plan to exit: Complete the full quality assurance cycle by Q3 and 
assess its effectiveness. 
 

  

= 

RSP-G6 
(previously 
RSP-F1) 

Comprehensive financial 
sustainability plan in place supported 
by diagnostic of deficit drivers, Quality 
Impact Assessment, robust efficiency 
plans and agreed levels of ICS 
investment. 

Achieved: External review completed, most actions and 
recommendations completed. Trust plans to break-even in 23/24 
and plan agreed and signed off with commissioners and scrutinised 
by NHSE. Trajectories met for the last 2 quarters. Further knowledge 
established around the efficiency challenges and delivery of £9m 
target 
 
Plan to exit: To achieve efficiencies and improvements for the Cat 2 
Performance gap and implement a £9m efficiency program to meet 
our plan. A reforecast review will provide clarity for the planning 
round. 
 

  

= 

RSP-G7 
(previously 
RSP-F2) 

Shared Trust and system 
understanding of risks to financial 
delivery with agreed mitigations in 
place. 

Achieved: External review completed, most actions and 
recommendations completed. Trust plans to break-even in 23/24 
and plan agreed and signed off with commissioners and scrutinised 
by NHSE. Trajectories met for the last 2 quarters. 

  
= 
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Plan to exit: To achieve efficiencies and improvements for the Cat 2 
Performance gap and implement a £9m efficiency program to meet 
our plan, reaching trajectory by year-end using our reserves. 
 

RSP-G8 
(previously 
RSP-F3) 

Trust can evidence delivery of 
financial trajectories for at least two 
most recent quarters. 

Achieved: External review completed, most actions and 
recommendations completed. Trust plans to break-even in 23/24 
and plan agreed and signed off with commissioners and scrutinised 
by NHSE. Trajectories met for the last 2 quarters. 
 
Plan to exit: To achieve efficiencies and improvements for the Cat 2 
Performance gap and implement a £9m efficiency program to meet 
our plan, reaching trajectory by year-end using our reserves. 
 

  

= 

RSP-HR1 
(previously 
RSP-P2) 

Workforce plan developed to address 
capacity gaps in 111 and 999 services 
with evidence of delivery 
against agreed recruitment 
trajectories. Subject to funding and 
signed contracts to support required 
levels of resources. 

Achieved: We have a well-understood workforce plan for core 
services, with a focus on skill mix, and it is incorporated into our 
23/24 plan as part of the UEC Recovery program. Recruitment and 
training for field operations are on track, but there are ongoing risks 
in Call Centres related to a site move and retention challenges, 
which affect call handling times. Commissioning work is ongoing for 
the Workforce plan. 
 
Plan to exit: A system review of the workforce plan for 23/24 will 
shape the long-term workforce plan in alignment with the broader 
organisational strategy, thereby contributing to a system-wide 
workforce strategy consistent with the NHS workforce strategy 
 

  

 

RSP-HR2 
(previously 
RSP-P4) 

Trust consistently achieving the 
agreed improvement trajectory for 
staff retention and sickness absence. 

Achieved: Sickness levels significantly decreased from 11% to 7% Y-
o-Y. Delivering absence challenge with retention, delivering a SR 
plan to board 
 
Plan to exit: Benchmark data is being developed by our BI team 
working with national Model Ambulance NHSE team for more 
robust comparator data. 
 

  

= 

RSP-HR3 
(previously 
RSP-P5) 

Strengthened HR systems and Board 
oversight of grievances, 
whistleblowing, training, staff 

Achieved: HR reporting improved with clear understanding of ER 
caseload and challenges. Re-structure underway to create 
dedicated ER case management team. 

  
= 
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turnover and exit interviews: themes, 
trends and learning. 

 
Plan to exit: Red rating remains as Trust has >111 open ER cases and 
will continue to do so until the trend is reverse. Improvement in 
board oversight with consistent reporting and engagement 
 

RSP-Co1 
(previously 
RSP-L4) 

Improved communication and 
engagement channels between the 
frontline and the Board, inclusive of 
routes of escalation for risks and 
concerns. 

Achieved: Enhanced communication channels and accessibility for 
our workforce through the development of a Communications and 
Engagement Strategy with external support. Additionally, we've 
successfully implemented leadership visits, quality and 
performance management, and quality assurance visits. Investment 
in the Communications Team will help support the plan to exit 
 
Plan to exit: Embed improvements, allocate resources effectively to 
support frontline impact, and enhance the organisation's identity 
and brand as part of the strategy development process. The 
resourcing plan is scheduled for Q2, and we are actively 
implementing quality assurance frameworks. 
 

  

= 

RSP-Co2 
(previously 
RSP-P1) 

Improved staff engagement as 
measured through response levels to 
the Staff Survey and regular pulse 
checks. 

Achieved: Significant increase in leadership visibility and a rise in 
Pulse Survey responses which improved from 812 (Apr 23) to 901 
(Jul 23). This positive change spans various areas including 
employee engagement, advocacy, involvement, motivation, 
colleague mood, supported by team, well informed about changes 
and proactive support in health and wellbeing. 
 
Plan to exit: Culture Improvement plan includes targeted action to 
address c. 40 specific issues identified by our people and aligned to 
the new People and Culture Strategy. Focus on a renewed clinically 
led Trust-wide strategy and significant engagement through that 
process expected to support improvement, providing our people a 
clear story of who we are and where we want to go. 
 

  

 
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Appendix 1 - Risk Scoring 

 
  Likelihood 
  1 

Rare 
2 

Unlikely 
3 

Possible 
4 

Likely 

5 
Almost 
certain 

Impact  

Catastrophic 
5 

 5  10  15  20  25  

   Major 
4 

 4  8  12  16  20  

Moderate 
3 

 3  6  9  12  15  

Minor 
2 

 2  4  6  8  10  

Negligible 
1 

 1  2  3  4  5  

 
Low Moderate High Extreme 

 
 

Table of Consequences 

Domain: 

Consequence Score and Descriptor 
1 2 3 4 5 
Negligible  Minor Moderate Major Catastrophic 

Injury or harm 
Physical or 
Psychological 

Minimal injury requiring no / 
minimal intervention or 
treatment 
 
No Time off work required 

Minor injury or illness requiring 
intervention 
 
Requiring time off work < 4 days 
 
Increase in length of care by 1-3 

Moderate injury requiring 
intervention 
 
Requiring time off work of 4-14 
days 
 
Increase in length of care by 4-14 
days 
 
RIDDOR / agency reportable 
incident 

Major injury leading to long-
term incapacity/disability 
 
Requiring time off work for 
>14 days 
 

Incident leading to fatality 
 
Multiple permanent injuries or 
irreversible health effects  

Quality of Patient 
Experience / Outcome 

Unsatisfactory patient 
experience not directly related 
to the delivery of clinical care 

Readily resolvable unsatisfactory 
patient experience directly 
related to clinical care. 

Mismanagement of patient care 
with short term affects <7 days 

Mismanagement of care with 
long term affects >7 days 

Totally unsatisfactory patient 
outcome or experience including 
never events. 

Statutory 

Coroners verdict of natural 
causes, accidental death or 
open 
 

Coroners verdict of misadventure 
 
Breech of statutory legislation  

Police investigation 
 
Prosecution resulting in fine 
>£50K 
 

Coroners verdict of 
neglect/system neglect 
 
Prosecution resulting in a fine 
>£500K 

Coroners verdict of unlawful killing 
 
Criminal prosecution or 
imprisonment of a 
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No or minimal impact of 
statutory guidance 

Issue of statutory notice Director/Executive (Inc. Corporate 
Manslaughter) 

Business / Finance & 
Service Continuity 

Minor loss of non-critical 
service 
 
Financial loss of <£10K 

Service loss in a number of non-
critical areas <6 hours 
 
Financial loss £10-50K 

Service loss of any critical area 
 
Service loss of non- critical areas 
>6 hours 
 
Financial loss £50-500K  

Extended loss of essential 
service in more than one 
critical area 
 
Financial loss of £500k to 
£1m 

Loss of multiple essential services 
in critical areas 
 
Financial loss of >£1m 

Potential for patient 
complaint or Litigation 
/ Claim 

Unlikely to cause complaint, 
litigation or claim 

Complaint possible 
 
Litigation unlikely  
 
Claim(s) <£10k 

Complaint expected 
 
Litigation possible but not certain 
 
Claim(s) £10-100k 

Multiple complaints / 
Ombudsmen inquiry 
 
Litigation expected 
 
Claim(s) £100-£1m 

High profile complaint(s) with 
national interest  
 
Multiple claims or high value single 
claim .£1m 

Staffing and 
Competence 

Short-term low staffing level 
that temporarily reduces 
patient care/service quality 
<1day 
 
Concerns about skill mix / 
competency  

On-going low staffing level that 
reduces patient care/service 
quality  
 
Minor error(s) due to levels of 
competency (individual or team) 

On-going problems with levels of 
staffing that result in late delivery 
of key objective/service 
 
Moderate error(s) due to levels of 
competency (individual or team)  

Uncertain delivery of key 
objectives / service due to 
lack of staff 
 
Major error(s) due to levels of 
competency (individual or 
team)   

Non-delivery of key objectives / 
service due to lack/loss of staff  
 
Critical error(s) due to levels of 
competency (individual or team)   

Reputation or 
Adverse publicity 

Rumours/loss of moral within 
the Trust 
 
Local media 1 day e.g. inside 
pages or limited report 

Local media <7 da s’ coverage 
e.g. front page, headline 
 
Regulator concern 

National Media <  da s’ coverage 
 
Regulator action  

National media >  da s’ 
coverage 
 
Local MP concern  
 
Questions in the House 

Full public enquiry 
 
Public investigation by regulator  

Compliance 
Inspection / Audit 

Non-significant / temporary 
lapses in compliance / targets 

Minor non-compliance with 
standards / targets 
Minor recommendations from 
report 

Significant non-compliance with 
standards/targets 
 
Challenging report 

Low rating 
 
Enforcement action 
 
Critical report 

Loss of accreditation / registration 
 
Prosecution 
Severely critical report 

 
 

Description 
 

 
1 

Rare 

 
2 

Unlikely 

 
3 

Possible 

 
4 

Likely 

 
5 

Almost Certain 

Frequency 
(How often might 
it / does it occur) 
 

This will probably 
never happen/recur 
 
Not expected to 
occur for years 

Do not expect it 
to happen/recur but 
it is possible it may 
do so 
 
Expected to occur 
at least annually 

Might happen or 
recur occasionally 
 
Expected to occur at 
least monthly 

Will probably 
happen/recur, but it 
is not a persisting 
issue/circumstances 
 
Expected to occur at 
least weekly 

Will undoubtedly 
happen/recur, 
possibly frequently 
 
Expected to occur 
at least daily 

Probability 
 Less than 10% 11 – 30% 31  – 70 % 71 - 90% > 90% 
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Appendix 2 - SPC Icon Description  
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Appendix 3 – BRAGG Rating Definitions (for RSP – using National Criteria)  
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