
 

 
 
 
 
 
 

Trust Board Meeting to be held in public 
 

08 February 2024 
10.00-12.45 

 
Banstead MRC, Banstead, Surrey  

 
Agenda 

 
Item 
No. 

Time Item Paper Purpose Lead 

Board Governance  

71/23 10.00 Welcome and Apologies for absence  - DA 

72/23 10.01 Declarations of interest To Note DA 

73/23 10.02 Minutes of the previous meeting: 07 December 2023 Decision DA 

74/23 10.03 Matters arising (Action log) Decision PL 

75/23 10.05 Chair’s Report  Information DA 

76/23 10.15 Audit & Risk Committee Report  Information MW 

77/23 10.20 Chief Executive’s Report Information  SW 

Strategy      

78/23 Primary Board Papers a) Board Assurance Framework  
b) Integrated Quality Report 

Quality Improvement – We listen, we learn and improve 

79/23 10.35 Keeping patients safe  
  

Board Story  MD 

QI Projects / Keeping Patients Safe in the Stack MD 

Quality & Patient Safety Committee Report TQ 

Responsive Care – Delivering modern healthcare for our patients 

80/23 11.15 Operational Performance & 
Efficiency  

Winter Performance  EW 

EPRR Resilience and Special Operations Action Plan  EW 

 11.30 Break 
 

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

81/23 11.40 Improving Culture  
 

FTSU Guardian Report MD 

People Committee Report  SS 

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

82/23 12.05 Strategy Development  DR 



 

Achieving Sustainability / 
Working with Partners 

M9 Finance Report  
Planning for 2024/25 

SxS 

FIC Report  HG 

Board Effectiveness      

83/23 12.35 Our Leadership Way: 
▪ Compassion 
▪ Curiosity  
▪ Collaboration  

DA 

Closing  

84/23 12.40 Any other business   DA 

 
After the meeting is closed questions will be invited from members of the public 
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Trust Board Meeting, 07 December 2023 
 

Banstead MRC, Banstead, Surrey   
 

Minutes of the meeting, which was held in public. 
 

_________________________________________________________________________________ 
   
Present:               
David Astley          (DA)  Chairman  
Simon Weldon   (SW) Chief Executive  
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 
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    
Saba Sadiq   (SxS) Chief Finance Officer 
Subo Shanmuganathan (SS) Independent Non-Executive Director 
Tom Quinn  (TQ) Independent Non-Executive Director 
                     
In attendance: 
Christopher Gonde (CG) Associate NED 
Janine Compton             (JC) Head of Communications 
Peter Lee  (PL) Company Secretary 
Steve Lennox  (SL) Improvement Director 
Tim Widdowson (TW) Deputy Director of HR 
 
 
   Chairman’s introductions  
DA welcomed members, those in attendance and those observing this meeting in person or via MS Teams.  
 
58/23  Apologies for absence  
Ali Mohammed   (AM) Executive Director of HR & OD 
Max Puller  (MP) Independent Non-Executive Director 
 
59/23  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.  
 
60/23  Minutes of the meeting held in public 05.10.2023  
The minutes were approved as a true and accurate record.    
 
61/23  Action Log [10.01-10.02] 
The progress made with outstanding actions was noted as confirmed in the Action Log and completed 
actions will now be removed.  
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62/23  Chair’s Report [10.02–10.10] 
DA summarised his report to set the context for the meeting, reinforcing the approach to the BAF and IQR 
which are used as guide for discussion and challenge. He drew particular attention to the volunteer 
conference, which he described as an uplifting event celebrating this important work. A theme of today’s 
meeting is staff welfare and engagement.  
 
DA then asked PL to update the Board on the Fit and Proper Persons Test Framework. 
 
Fit and Proper Persons Test Framework 
PL summarised the key points from the paper, which is to help provide assurance to the Board that we are 
putting in place robust measures to ensure compliance with the Framework. The key points highlighted 
included: 

 
▪ The Framework supplements / strengthens the existing FPP Test. It helps standardise the approach 

across the NHS. 
▪ ARC is the Board Committee responsible for oversight and it considered the approach at its last 

meeting.  
▪ It requires more open reporting e.g. to Board, COG and in the Annual Report.  
▪ While much focus is on how to apply the Test on an annual cycle, linked to year end appraisals, the 

Test remains ongoing and continuous.  
▪ New templates / approach will be used when we apply the Framework as part of the year end 

appraisals. A Report to Board will then follow.   
▪ Lastly, PL explained that to reflect the local nuances in approach, a local Policy is being drafted to 

clarity how we will apply it.   
 

DA added that, at its heart, this is about holding appropriate standards for public life. It needs to open and 
transparency to ensure the ongoing integrity of leaders. Beyond the mechanics therefore are the guiding 
principles.  
 
The Board supported this.  
 
63/23  Chief Executive’s Report [10.10–10.33] 
SW thanked front line crews who despite the current pressures are still able to deliver the C2 mean 
standard; we are the only ambulance trust, save Isle of Wight, to do so. SW however is under no illusion just 
how much it takes to deliver this and so it is important for the Board to recognise this achievement. The 
Board agreed.  
 
In the context of the discussions the Board will be having today, SW drew out the following: 
 

▪ Retention Plan – this is the third part of the debate from the NHS Long Term Plan and SW 
encourages the Board to explore in this discussion whether we are being ambitious enough. 

▪ IT and HART / NARU reports – there are lots of different ‘front lines’ and as we think of this SW 
asked the Board to consider if we have right support services to support our front line. The reports 
on the agenda identify challenges and issues and SW confirmed that these and other gaps are being 
picked up as part of executive structure review.  

▪ Finances / Strategy – we are also landing a financial year and while we will almost certainly achieve 
our control total the proverbial road is running out, and so we need a new model which leads on to 
our strategy. We have reached the end of phase 1 and are asking ICB CEOs to endorse the 
description of the problem so we can move in to design phase. SW thanked ICB colleagues for their 
engagement.  
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▪ Sexual Safety Charter - it is important we make a public statement about our commitment to this, 
but then critically we must pay close attention to delivery on an ongoing basis.  

▪ Lastly, SW referred to the visit of Amanda Pritchard to Medway recently, who fed back how 
impressive the facility it and on the quality of staff in demonstrating what can be done when we 
integrate services.  

 
DA thanked SW for this summary and opened to questions. 
 
SS referred to the Charter noting that while the sexual safety training is having some impact, there are still 
some incidents of inappropriate behaviours. SS asked how we will ensure impact of the Charter. SW 
responded by reinforcing this is definitely about what ‘we’ are going to do. He suggested deferring this until 
we get to the agenda item but explained this is now an issue visible across the NHS. There is no quick or easy 
answer and felt that we should avoid thinking that training will be the thing that solves it; instead it will likely 
be the work of some years and sustained effort.  
 
HG referred to the issues identified by the H&S Executive (HSE) and reflected that there are some basic 
things as a Board we would expect to be happening routinely. So when we learn that bariatric training has 
stopped, the question then is what else is not happening in the way it should. SW responded that the 
findings are yet to go through process of our Board governance but assured HG that these are the questions 
being explored by the executive. We are working on our response to the HSE which is required by 13 January 
2024. SW also confirmed that we are exploring what other gaps exist and so will be commissioning a review 
of whole H&S framework. SW suggested holding this debate therefore until more of the facts are available 
to us. DA agreed, noting this is receiving the right level of attention and will be tracked by the Board. 
 

Action 
The People Committee to review the actions agreed in response to the HSE inspection and the additional 
review being commissioned by the executive to test the whole H&S framework.  

 
Following on from HG’s question, MW reflected that there are a number of things consuming Board time 
that should be routine, such as EPRR / IT / H&S. These should be dealt with in usual assurance framework 
and so as we resolve the issues, we need to be confident that the overall assurance programme is effective, 
including how we identify emerging risks. MW stated that this is not to be critical but more of an observation 
for the next part of our improvement journey. SW explained that at EMB yesterday he asked for an 
executive-led workshop to review the risks at year end and what is upcoming, on the horizon.  
 

Action 
At its meeting in March the Audit & Risk Committee to receive the outputs of the EMB risk workshop. 

 
MW asked for assurance that we have the resources needed to deliver our new strategy. DR confirmed we 
are making progress and are in a strong position. We will have a plan and direction of travel and a published 
strategy by the end of March, but this will be the start of the journey.  
 
DA acknowledged the efforts in developing our new strategy and the engagement with our people and 
system partners has been really good. We are being able to clarify our role in supporting how to manage in 
the future.  
 
64/23  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. 
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65/23  People & Culture [10.33-11.35] 
Board Story 
SW introduced this story which summarises the 2023 staff awards held in November. He thanked the comms 
team and reflected that this was the best awards he has ever been to. It is the first time they have been 
filmed so this shares some of the joy we all experienced.  
 
The video was played and after JC shared her view that one of the main takeaways was the power of the 
patient storied in the room(s). Also, it helped as a positive reminder as we head into Winter and the ongoing 
challenges just how much positivity there is out there among our people.  
 
DA agreed and the upcoming agenda items reinforce this. He thanked the Lord Lieutenancy for their ongoing 
support to these events.  
 
Before moving on to the specific agenda items TW summarised the cover paper to help inform the 
discussion, linking to the key issues and risk from the IQR and BAF, and focussing in particular on recruitment 
and the process to ensure improved time to hire, which is reducing. He noted that sickness absence is also 
down to 6% which is a significant improvement and much closer to our target. Lastly, in terms of employee 
relations, TW explained that while there is still a high volume of outstanding grievances, there has been 
much improvement in the past six months or so, supported by ACAS and better ways of working with our 
trade union colleagues.   
 
DA opened to questions and SS asked about ER cases and the mean length of time which seems to be going 
up. TW responded that there are some outstanding grievances which have been outstanding for a long time 
and when they are resolved this will help reduce the mean time.  
 
MW referred to statutory and mandatory training and asked for assurance that there is no adverse risk to 
our people or patients, by the lower levels of compliance. EW responded that we have a robust programme 
for training, but there are some challenges with reporting due to aspects that require manual upload. A 
paper will be coming to People Committee in January that sets out the training plan for all our people, over 
the next three years. EW added we are on track to deliver this year, which is monitored by the Education 
Training and Development Group.  
 
Retention Plan  
TI summarised the plan and drew attention specifically to the Principle and Pledges, and how it aligns with 
the P&C priorities in the BAF, e.g. ‘housekeeping’. This will continue to be a live plan and picks up what 
matters most to our people. TI also mentioned that reverse mentoring is due to start in Q1 linked to the 
‘housekeeping’ actions. 
 
SS asked how this links to the equality action plan and reinforced the importance of ensuring meaningful 
1:1s. TI responded that our diversity lead has been close to the development of this plan as have our staff 
networks. In regard to 1:1s we are working on improving appraisals and in the context of rotas ensuring time 
is made available. TI agreed that if we are going to ensure connection with our people both are critical.  
 
EW explained that she met an OTL recently who is taking a role in creating a template and process to ensure 
a more constructive approach o 1:1s; one example of our people taking autonomy.  
 
DA noted the ongoing role of the People Committee is seeking assurance 1:1s / appraisals are taking place, 
as set out in the relevant objectives in the BAF.  
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DR explained how this plan supports the strategy and on the challenge from SW on its ambition, felt that 
while it could be more ambitious, we must start with achievable deliverables and then iterate as we go to 
become increasingly more ambitious.  
 

Action 
In addition to its role in overseeing delivery of the Retention Plan, the People Committee will help to 
ensure the plan evolves in an increasingly ambitious way over time.  

 
SW explained that at the core of this, is the pledges and action, which are endorsed by our Trade Unions. 
The next step is to implement the actions in a way that has the impact of improving retention. SW thanked 
the Trade Unions for their support in the development of this plan.  
 
DA echoed this and reinforced that this time, we need to make it stick, acknowledging the balance between 
ambition and realism; first and foremost we need to get the basics right. The Board supported the plan and 
will ensure regular Board oversight and triangulation with the leadership visits.  
 
Reward & Recognition   
JC set out this new framework which builds on some of things we have in place already e.g. the staff awards 
shown earlier. The new mechanisms take account of feedback from our people, and she summarised some 
of the key aspects.  
 
DR asked for assurance that this will help to ensure support teams are also recognised, given some of 
feedback about this. JC explained that we will broaden the scope to ensure this. DA welcomed this noting 
‘team secamb’ includes all our people, staff and volunteers.  
 
The Board welcomed and wholly supported this new framework.  
 
Sexual Safety Charter 
In turning to this next item DA reinforced the importance of this Charter in changing our culture. MD then 
read out the Charter and each of the ten principles asking the Board to become signatory and to commit to 
enforcing a zero-tolerance approach. The Steering Group will set out how we define this, following the gap 
analysis to help inform what good looks like.  
 
DA referred to previous statements by the Board about zero-tolerance and this helps to strengthen this 
commitment.  
 

Action 
The outputs of the Sexual Safety Charter Steering Group gap analysis and definition of zero-tolerance to 
be report back to Board in April 2024. Along with suggestions on the support the Board will need to 
address the challenges.  

 
The Board supported the Charter acknowledging the additional accountability around this table to have 
challenging conversations and address issues as they are identified, which might require some additional 
support and mentoring. SW responded that it is good to admit it will be difficult, and that we will all need 
support. We should not rush to action but think through carefully our approach and what we actually mean 
by zero-tolerance. For today though it is about making a commitment as a Board to then remit to the 
Executive to agree a way of approaching the challenges as part of a board development programme.   
 
The Board agreed to become a signatory to the Sexual Safety Charter.   
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People Committee Report 
SS confirmed that there is nothing further to add from the report that hasn’t been covered by this 
discussion.  
 
66/23  Responsive Care [11.35-11.55] 
EW provided an overview using the cover paper in the pack, highlighting in particular the good news story 
related to C2 performance, as SW referred to earlier. EW then reinforced the range of collaboration across 
our operating units to help meet patient need as a system, given the shared challenges.   
 
SS asked about See and Treat which has gone down and the dependency on community care pathways. EW 
responded by explain that, as we see Hear and Treat increase, See and Convey should decrease. But what is 
actually happening is most of Hear and Treat is coming from See and Treat; so we not seeing any change in 
conveyance. Therefore, the challenge is in accessing pathways which is more challenging than is sometimes 
evident. EW went on to explain that in light of this we need to go back to review the targets as this was 
initially based on data at the start of year.  
 
DA asked about our wellbeing provision for our people over next period to ensure all reasonable support is 
in place. MD confirmed we are launching the ‘your mind matters’ signposting campaign, which helps set out 
how we can support our own metal health. 

 
Winter Plan  
The Board noted that this is the latest iteration of a plan that is live. EW explained that a tabletop exercise 
was held to test various aspects and learning from this has been included this version. We have a robust 
command structure that operates 24/7 anyway and there has been good engagement with local acute trusts 
and support at emergency departments to support patient flow.  
 
There were some questions about the plan which the Board agreed is comprehensive. For example, how we 
are planning for the impact if the junior doctor industrial action, and how we inform patients at periods of 
high demand, to manage expectations about when they will receive a response. The executive set out the 
mitigating actions related to industrial action, working with system partners, and also how we inform 
patients when delays are expected, and the role of welfare calls to ensure patient safety.  
 
Call Handling  
EW updated the Board on the improvement actions, many of which are being delivered resulting in marked 
improvement, despite still be an outlier when compared with our peers. Recruitment is positive especially in 
Medway where the next four courses are fully booked. There is a lead in time but this is positive, 
nonetheless. EW confirmed that the last three actions in the plan have now been started, since the paper 
was drafted.  
 
DA thanked EW for this update on the detailed plan the Board received in October; there is a good level of 
assurance in its implementation and that we are moving in the right direction.  
 
In overall summary, having reviewed operational performance and resilience as part of our planning for 
winter, to ensure patient safety, we are in a relatively strong position noting the work to further improve call 
handling which continues to be a risk.  
 
[Break 11.55-12.05] 
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67/23  Sustainability & Partnerships [12.05-12.42] 
Strategy Development  
DR confirmed that we have come to the end of phase 1 having engaged hundreds of stakeholders, both 
internal and external. The findings in the case for change include: 
 

▪ Our population will change so vital we adapt. 
▪ SECAmb’s role is not as well understood in the system as we had thought; there is unfulfilled 

potential. 
▪ Our delivery model needs change to meet current and future needs of patients, staff and volunteers.  
▪ Do nothing puts us in a really difficult position over the coming years, so is not an option. 

 
DE then explained that Phase 2 will be to explore the strategic options.  
 
DA noted how well engaged the Board have been in this and is looking forward to the next phase over the 
coming weeks. 
 
IT Review & Action Plan  
DA explained that when he joined SECAmb, he thought he understood the ambulance service, but it is only 
when you work here do you realise how reliant we are on IT. This review and our response therefore it so 
important. 
 
SxS introduced the review reminding the Board of the context and reason for it. The scope included some 
technical elements as well as human factors. A number of issues have been identified, but it is also 
important to note the good work of the team, which itself has been underinvested over time. The 
recommendations have been accepted and the focus now is on the short/medium term actions; agreed by 
EMB and reviewed by the finance committee.  
 
PB added his perspective as the NED that has been close to this review. He reinforced the need for clarity on 
a prioritised work plan, which is supportive of.  
 
Through the lens of governance, MW agreed the need to prioritise. He reflected the importance that the 
executive sets a clear timescale which is then overseen by the Board to seek assurance the actions are 
resolved, initially via the audit committee. The Board agreed and highlighted the link with the strategy and 
how we make digital central to our delivery model and invest in this appropriately. 
 

Action 
Delivery of the improvements identified by the IT external review to be overseen by the audit committee. 
With a report to the Board in 2024-25 (date tbc) confirming all the actions have been closed and 
assurance on their impact.  
 

  
DA summarised that the Board formally receives the report, acknowledging there is something in this for us 
all starting with how the Board leads and sets direction and ensures appropriate allocation of resources. It is 
agreed that this needs to link directly to the new strategy. The Board remit oversight of the action plan to 
the audit committee with a report back to Board in due course to confirm all actions have been taken and 
their impact. 
 
NARU Review & Action Plan  
SW explained that this report is a result of an external review by NARU related to our ability to respond 
through HART / SORT / EPRR capabilities. It is important we are open in our response to the concerns we 
have heard. There is a degree of complexity and sensitivity that require proper scrutiny and SW asked that 
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the audit committee receives the report (on the agenda for 14 December) and reviews the 
recommendations, and the associated learning. In the meantime, SW asked the Board to note the report and 
remit to the audit committee for a detailed discussion. An update will then come to the Board in February.  
 
SW added that he has had discussions with ICB CEOs including on how to remedy the funding deficit in 
HART. These are ongoing to agree the steps needed to take and when to address the challenges in the 
report.   
 
DA thanked SW for the update, noting the work underway which EW is leading.  The Board will come back to 
this in February and thereafter to ensure the corrective actions are taken.  
 
M7 Finance Report 
SxS summarised the position, highlighting that we are on track to deliver breakeven at year end, despite 
being behind plan on out efficiency programme; the shortfall will be made up by non-recurrent means.  
 
DA noted the good financial management, but warned there is no room for complacency.  
 
Linking again to strategy, SW explained that the financial forecast for the NHS is going to be strained; next 
year there will be flat cash and 4% efficiency, so our new strategy needs to right size the Trust so we move 
away from an annual cost improvement programme and instead generate headroom to invest in areas some 
of which we have discussed e.g. IT/Digital. In the meantime however, we are confident this year on two key 
asks, delivery of C2 mean and a breakeven financial position.   
 
SS asked about the overspend in 111 and some of the drives for this. SXs responded that this is salary and 
EOC agency; the aim is to always reduce agency and as we reach the end of the year, we will complete this 
work.  EW added that agency increased due to the short term funding, but we are also driving down long 
term use as SxS says.  
 
FIC Report  
HG summarised the report from the meeting last week. He drew out the interesting analysis related to the 
(high) cost of our ambulance response, which reinforces the opportunities in our strategy to ensure the right 
response every time. HG expressed some concern about the reliance on our new strategy, given the likely 
not insignificant lead in time. It certainly won’t be in place for 2024-25 so the committee will be exploring 
the interim position at the next meeting and any transition arrangement. 
 
SW agreed with the part of the report that references a need to grow our own vehicle technicians as part of 
workforce plan for next year and as part of our strategy, e.g. using the apprenticeship levy. On the position 
for 2024-25, SW explained that we know the planning assumptions and strategy team have cast a number 
related to the headcount differential at a gross level if we were to meet the challenge.   
 
DA summarised that we are well tuned to the challenges which is not without risk. We have confidence in 
the delivery of position both financial and operational for this year. We need a transition plan for 2024-25, 
while the strategy is agreed / implemented.  
 
68/23  Quality Improvement - Keeping Patients Safe [12.42-12.55] 
RO and MD summarised the key issues from the report. Including Right Care Right Person and change in 
approach by Police in responding to mental health patients. RO is overseeing and engaged with system and 
positively navigating safely to protect patients and staff. We are engaged at tactical and strategic meetings.  
 
MD asked the Board to note a slight delay to PSIRF due to a change in expectation related to Board approval 
of the policy which will aim to do in January.  
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SS expressed concern about Right Care Right Person and supporting all our staff to ensure they are safe. She 
asked for timescales and impact on the strategy. RO acknowledged the risks to staff and has lived experience 
of this. She added that meetings in the last few days have shared these experiences and the SLT at the Police 
is not changing immediately, so there will be no imminent impact. But we are working through the data to 
establish any likely impact given the mixed messaging within the Police. We are also working to understand 
the escalation structures. RO felt that there has been rapid progress in discussions in the past two weeks. 
There is a multi-partner case review meeting to flesh out how to manage this effectively.  
 
SW reflected that this is a national issue and AACE are picking this up too to ensure a consistent approach to 
this patient group.  
 
DA felt the Board can be assured the executive are top of this. He asked that it is followed up by the quality 
committee.  
 

Action 
QPSC to seek assurance on the mitigations arising from Right Care Right Person. 
 

 
Medicines Distribution Centre 
RO confirmed Phase 1 addresses the immediate H&S and other risks, and the aim is to deliver this by May 
2024. Phase 2 includes the whole MRC estate. The Board noted this update. 
 
QPSC Report 
TQ summarised his report much of which has been covered.  
 

69/23  Review of Board Effectiveness [12.55-12.59] 
The Board reflected on the meeting. 
 
Compassionate – there was much focus on staff wellbeing / patient safety. 
 
Curious – a number of issues were explored some of which requiring further assurance were referred to the 
relevant committee. There was good insight and cross reference between papers. DA encouraged the 
executive directors to be more curious of each other.  
 
Collaborative – good focus on strategy / performance and cross directorate working. 
 
More generally, the Board noted that we could have more overt reference to QI and the related projects, 
acknowledging there is much going on in this area.   
 
70/23  AOB    
None   
 
There being no further business, the Chair closed the meeting at 12.59 
 
DA then asked if there were any questions from the public in attendance, related to today’s agenda. There 
were no questions. 
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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)

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

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

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 C

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

07.12.2023 63 23a The People Committee to review the actions agreed in response 

to the HSE inspection and the additional review being 

commissioned by the executive to test the whole H&S framework

MD Q4 People 

Committee

C

07.12.2023 63 23b At its meeting in March the Audit & Risk Committee to receive 

the outputs of the EMB risk workshop.

MD 21.03.2023 Audit 

Committee

IP

07.12.2023 65 23a In addition to its role in overseeing delivery of the Retention Plan, 

the People Committee will help to ensure the plan evolves in an 

increasingly ambitious way over time. 

AM 2024/25 People 

Committee

IP

07.12.2023 65 23b The outputs of the Sexual Safety Charter Steering Group gap 

analysis and definition of zero-tolerance to be report back to 

Board in April 2024. Along with suggestions on the support the 

Board will need to address the challenges. 

MD Apr-24 Board IP

07.12.2023 67 23 Delivery of the improvements identified by the IT external review 

to be overseen by the audit committee. With a report to the 

Board in 2024-25 (date tbc) confirming all the actions have been 

closed and assurance on their impact. 

SxS TBC Audit 

Committee / 

Board

IP

07.12.2023 68 23 QPSC to seek assurance on the mitigations arising from Right Care 

Right Person

RO Q4 Quality 

Committee

C

Key 

Not yet due

Due

Overdue 

Closed

South East Coast Ambulance Service NHS FT Trust Board Action Log



Comments / Update

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. 

Added to the BD plan for 2023/24 - this will be rolled in to the plan for 2024/25

People Committee received the full training plan in January and QPSC considered the clinical aspects - 

see both Board Reports

Update provided at its January meeting (see Board report) and added to the COB

Added to agenda 

Added to COB

Reviewed in February - see report

South East Coast Ambulance Service NHS FT Trust Board Action Log
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Item No 75-23 

Name of meeting Trust Board 

Date 08.02.2024 

Name of paper Chair Board Report 

Report Author  David Astley, Chairman  

 

Board Meeting Overview  
 

 
Meetings of the Board continue to be framed against the current strategic goals, as set out in the 
Board Assurance Framework (BAF). The Executive is undertaking a review of the BAF to align it 
with the new emerging strategy and related risks for 2024 and beyond. The BAF 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.      
 

 
 
 
I was really pleased to learn of the recognition the Trust received last month related to the 
development of the Integrated Quality Report. The Board will recall the work that was 
undertaken following the Making Data Count session in 2022. As requested by the Board, the 
new IQR was developed ensuring that our narrative, focus on actions for improvement, and 
consistent methodology was applied to how we use data at the Board to inform discussions and 
make decisions. This has been a key enabler for other improvements, such as the adoption of 
DMAIC as our QI methodology. 
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NHSE’s Making Data Count team undertook an assessment of every Trust’s integrated 
performance report (IPR) in England with the primary aim of identifying the very best examples. 
They looked at a range of factors such as whether SPC charts have appropriate re-calculation of 
process limits; whether the report contains visualisations to focus discussion, e.g. summary 
matrix; and whether the narrative is reflective of the data and action focussed. As a result of this 
review of 208 board papers, SECAmb is one of only 12 Trusts that the Making Data Count team 
assess as having an exemplary IPR. 
 
On behalf of the Board I would like to thank the executive and their teams for this and in 
particular to the BI team. 
 
A key focus of the meeting this month will be on how our approach to quality improvement (QI) 
is helping to improve patient care and safety. Against this background we will also be looking 
back over the challenging past few weeks to assess how our planning helped to achieve good 
outcomes for patients and then looking forward to review how our new strategic direction will 
ensure we are able to provide quality care sustainably for our people.     
 

External Well Led Review 

 
The external well led review is reaching its conclusion. The Board will be considering the draft 
findings as part of a Workshop to agree the areas of improvement to prioritise over the coming 
year.  This will then help to inform the Board Development Programme for 2024/25. I will include 
the final report with my Board update in April. 
  

Board Succession   

 
I thank Michael Whitehouse, Senior Independent Director, and the Council of Governors for their 
diligence in appointing my successor, Usman Khan. Usman has already started to engage and 
there will be a formal handover from April, to ensure a seamless transition.  
 
On behalf of the Board, I would also like to thank Tom Quinn, NED, for his role in helping SECAmb 
in its improvement journey. Tom will be stepping down after this Board meeting and we wish him 
well for the future. The Council of Governors is in the process of starting its search for Tom’s 
replacement. 
 
And congratulation to Chris Gonde who has been appointed as NED at Dartford and Gravesham 
NHS Trust. Chris will therefore leave SECAmb at the end of March, having joined in 2021 as part 
of NHS England’s NExT Director scheme. Chris has made a valuable contribution to the Board and 
he will no doubt continue this with our colleagues at Dartford and Gravesham.  
  

Engagement   

 
I was pleased to spend time earlier this month at the Medway EOC/111 and Make Ready Centre. 
The CEO and I welcomed the Chair and CEO of Medway Hospital NHS Foundation Trust for a tour 
of the facility and to discuss relations between SECAmb and the local NHS in Medway. Relations 
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between our teams are excellent and good work has been undertaken to reduce Hospital 
handover times. The Board has heard recently from Laurence Sopp the Medway Operating Unit 
Manager about the work he has undertaken with the hospital teams. That work has continued 
and will develop with joint clinical education between SECAmb and hospital clinicians. 
 
Michael Whitehouse and I recently visited Frimley Park Hospital in Surrey. It was good to hear 
from their staff how they value the working relationship with SECAmb clinicians. It was also a 
welcome reminder to hear of the hospital’s daily challenge to give their patients the best possible 
care in the face of unrelenting demand.  
 
I have continued to represent the Ambulance sector on the NHS Providers Board. The pressures 
on the NHS nationally are significant and it has been reassuring the extent NHS Providers as our 
representative body has reached out to validate their media statements and their 
representations to Government Ministers.  
 
I have also been reviewing a new training package for Non Executive Directors produced by the 
NHS Leadership Academy. Non Executive positions are part time with the expectations that new 
colleagues will be able to quickly assimilate a considerable amount of information about the NHS 
in a short period of time. Whilst there has been ad hoc events and briefings there has not been a 
comprehensive package for NEDs that complements what has been available for Executives. The 
new package will be released soon and is to be welcomed. 
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Agenda No 76-23 

Name of meeting Trust Board 

Date 8 February 2024 

Name of paper Audit & Risk Committee Escalation Report – 14 December 2023 

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

 
This report provides an overview of issues covered at the meeting on 14.12.2023.  
 

Internal Audit Progress Report   

There were no final reports to consider at this meeting; the remaining reviews from the annual audit plan 
will come to the meeting in March. The focus therefore was on the progress with the outstanding 
management actions.  
 
The committee was particularly keen to seek assurance with the outstanding HR actions, for example those 
from the review into stat man training. Some of the updates were considered too vague and so did not 
demonstrate the required grip and focus.  A detailed review will take place in March with the expectation 
that progress will have been made to positively inform the end of year Head of Internal Audit Opinion. 
 
The committee also noted the work to ensure improved controls in procurement. It acknowledged the time 
needed to get this right and asked for the finance committee to undertake an interim review of the 
improvement plan.  
 

Counter Fraud  

The overall assessment of our Local Counter Fraud Specialist is that the Board can take reasonable 
assurance with the controls in place to manage fraud. SECAmb achieved an overall rating of Green from the 
most recent Counter Fraud Functional Standards Return. However, as reported previously to the Board, the 
committee continues to explore the controls in place for declaring interests, in particular where this relates 
to secondary employment. The compliance with the policy for the declaring of interests has improved, but 
secondary employment is not always captured. Concerns were expressed about this and the committee 
asked the executive to review the potential adverse impacts on our staff and patients.  
 

External Audit   

An early draft of the external audit plan was discussed, given the early stage of planning. Some of the risks 
were explored and the approach to the assessment on value for money, linked to the current CQC ratings. 
As is the case each year there is a tight timetable but KPMG and the management team are confident it will 
be delivered.  
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Financial Governance    

The committee undertook its annual review of the accounting policies, noting there have been no 
fundamental changes.  
 
There was also the annual review of bad debt write offs, which the committee supported. There is nothing 
of significance to raise with the Board.  
 
Lastly, a helpful paper was received on the financial control environment. The committee supported the 
assessment of the CFO that while there are appropriate controls in place, improvements are needed in 
documentation and awareness. A number of actions have been agreed. This will help inform the Internal 
Audit review due to be completed in Q4.  
 

Risk Management    

The committee is increasingly assured with the way we are managing risk at SECAmb.  All the actions from 
last year’s audit review have been completed and work continues to ensure better awareness so that risk is 
really embedded and becomes a key driver for the organisation. There is however more to do and this 
continue to be a key focus over the coming year.  
 
The committee notes the initial review the executive will undertake of the strategic risks as we head in to 
2024-25, which the Board will consider to then inform the Board Assurance Framework.  
 

Corporate Governance  

The committee reviewed the actions agreed in response to the IT and NARU / EPRR external reviews. The 
meeting in March will consider the detailed plan in response to the IT review. This will pick up the separate 
cyber security incident plan that the executive completed, which also identified a requirement for 
additional investment. The action from this will include a capacity and capability gap analysis.  
 
As the Board is aware, the NARU review was commissioned following some concerns raised by staff about 
our ability to respond robustly to a major incident. The review helped to identify an urgent need to improve 
staffing levels which the executive is in discussions with commissioners to resolve. This is an accepted 
system-wide risk and the committee is assured by the positive engagement with ICB colleagues and by the 
ownership of staff in addressing this issue.  
 
The committee acknowledges this is a specialist area and so will be taking steps to establish a sub-
committee to ensure timely action in improving the governance.  
 

Specific 
Escalation(s) for 
Board Action  

There are no specific escalations requiring Board intervention, but the Board is asked to 
note the areas of concern that the committee will keep under close review.  
 
In addition, the committee made the point that over the last year we have had a number 
of eternal reviews (procurement, NARU, Digital, and HR) and while some of the issues 
identified were picked up by our governance, some were not. We will need to reflect on 
this in the spirit of continuous improvement as we continue our improvement journey.  
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Item No 77-23 

Name of meeting Trust Board 
Date 08.02.2024 
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 December 2023 and 
January 2024 to date. Section 4 identifies management issues I would like to 
specifically highlight to the Board.  

 A. Local Issues 
2 
 
 
 
3 
 
 
 
4 
 
 
 
 
 
 
 
5 
 
 
 
6 
 
 
 
 
 
 
 
 
7 
 

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: 
  

• Conflict Resolution Training 
• Review of our Cost Improvement Programme (CIP) 
• Consideration of the David Fuller Inquiry 
• Development of the Education and Training Plan for next year 

 
EMB also continues to hold a meeting each month as a joint session with the 
Trust’s Senior Management Group to discuss a range of leadership issues, 
including oversight of our Trust Strategy and of our Corporate Risk Register. 
 
Engagement 
I am continuing my programme of visiting different SECAmb sites and teams 
across our area each week.  Last week, I spent the day with the 9s and 111 staff at 
Medway.  I was so impressed with the calls that I heard our staff take and their 
calm professionalism and care were evident at all times. Particular thanks to Lori, 
Dom and Mel for hosting me. It was also great to see a real sense of community 
and team building up in the new building. 
 
On 24 January 2024, I was pleased to participate in a ‘Building a Kinder SECAmb’ 
workshop alongside our Executive Team and our trade union colleagues. The 
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8 
 
 
 
 
9 
 
 
 
 
10 
 
 
 
 
11 
 
 
 
 
 
12 
 
 
 
 
13 
 
 
 
 
 
 
 
 
 
 
 
 
 
14 
 
 
 

workshops focus on culture and values as part of our cultural transformation 
programme and aim to help us all to consider how we can be respectful of each 
other, create safe and positive approaches to providing feedback and raising 
concerns, establish kinder ways to talk to each other for a resolution and avoid 
escalation of issues. 
 
It was an excellent and thought-provoking session, with practical tips on how we 
can all improve our interactions with each other in the workplace. We have already 
seen more than 220 colleagues attended these workshops so far, and I am looking 
forward to see the positive impact as more and more colleagues attend. 
 
On 25 January 2024, I was very pleased to join my fellow Chief Executives from 
East Kent Hospitals Trust and from Kent & Medway Integrated Care Board in 
meeting Helen Whately, MP for Faversham and Minister of State for Social Care 
when she visited the A&E Department at the William Harvey Hospital at Ashford. 
 
This was a great chance to discuss the opportunities the system has to improve 
care for patients by more integrated working and I was very proud to share with the 
Minister some of the early and very positive findings from the Ashford Clinical Hub 
pilot, on which you can read more separately in this report. 
 
On the partnership front, I have also continued to spend time with a number of our 
key regional and system partners including regional and national ICS Chief 
Executives, colleagues from other ambulance Trusts including London, Yorkshire, 
South Central and South Western and from our local partner NHS Trusts, including 
Surrey and Sussex Healthcare whom I visited on 4 January. 
 
Given the significant financial and operational pressures affecting the NHS 
nationally, and the particular challenges within the south east region, I feel that 
these meetings have growing importance as vital opportunities to discuss areas of 
joint working. 
 
Development of our new Trust Strategy 
Following extensive engagement during the last six months with our patients, our 
people and our system partners on the development of a new Trust Strategy, 
during December 2023 and January 2024 we have continued to engage with our 
clinical teams to utilise all of the feedback provided and specifically develop three 
emerging strategic options for the future:  
 

• Option 1: Core Ambulance   
 

• Option 2: Core Ambulance and Care Navigator  
 

• Option 3: Integrated Community UEC Healthcare Partner  (essentially 
options 1 and 2 above) 

 
Following evaluation of each option, our Trust Board have indicated a preferred 
direction of travel in “Option 2: Core Ambulance and Care Navigator”. Under this 
model, we expect to deliver improvements in our ability to triage and clinically 
validate callers, enabling us to differentiate need and preserve field ambulance 
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16 
 
 
 
17 
 
 
 
 
 
 
 
18 
 
 
 
19 
 
 
 
20 
 
 
 
21 
 
 
 
22 
 
 
 
23 
 
 
 
 
24 
 
 
 
 
 

responses for those patients that really need us in a way that keeps patients safe 
and protects the systems.  
 
This option will see SECAmb collaborating and developing models of care and 
pathways that ensure that our patients that are in most need of an emergency 
ambulance response can reliably get one when needed in the future.  
 
We are now progressing into Phase 3 – planning for implementation – which will 
run during February and March, with a full strategy ready for publication at the 
beginning of April 2024.  
 
Appointment of new Chair 
I was pleased to welcome the announcement in early January that, following a 
thorough recruitment and selection process, the Council of Governors had 
approved the appointment of Usman Awais Khan as our new Trust Chair, 
Usman will join us at the end of May 2024 when our current Chair, David Astley, 
steps down; I am looking forward to working closely with him and am sure his 
experience will be of huge benefit to us. 
 
Ahead of Usman joining us, I know that David remains as committed to the Trust 
as when he first started. I am very grateful for his service and look forward to 
carrying on the work of the Trust with him until then. 
 
New Reward & Recognition Platform 
On 31 January 2024, I was delighted to see our new digital Reward & Recognition 
Platform – The Star Zone – go live across the organisation. 
 
The new Platform allows for peer-to-peer recognition through a social feed and the 
use of customisable e-cards which will support the values and achievements we 
want to prioritise and recognise as an organisation. 
 
The platform also allows managers and leaders to praise and financially reward 
colleagues within a set framework and we’re investing into the creation of a Trust-
wide ‘rewards pot’ to fund this. 
 
The Platform is a key component of our new Recognition Framework and I am 
pleased to see how use of the Platform has over time and the impact it has on our 
colleagues. 
 
Nurses Conference a great success 
The two SECAmb Nurses’ Conferences  held in late 2023, provided a fantastic 
opportunity for our 137 registered nurses to come together and a great platform for 
learning and recognition of their role and future opportunities.  
 
The agenda for the conferences provided a mix of speakers from different 
disciplines, with key topics covered including the introduction of the  Patient Safety 
Incident Response Framework (PSIRF), the effective management of risk, 
autonomy and clinical decision making, changes to the NMC revalidation process 
were discussed and the scope of practice for nurses at SECAmb. 
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It was great to hear positive feedback from those who attended, and I look forward 
to seeing these repeated in the future as we grow and expand our multi-
disciplinary clinical workforce. 
 

 B. Regional Issues 
26 
 
 
 
 
27 
 
 
 
28 
 
 
 
 
 
29 
 
 
 
 
 
 
30 
 
 
31 
 
 
 
 
32 
 
 
 
 
33 
 
 
34 
 
 
 
 

Ashford Clinical Hub pilot continued 
I’m very pleased to see that the trial to establish a better response to patients in 
Ashford has been extended after it was found to have made a significant difference 
to the care we deliver to patients.  
 
Known locally as the ‘perfect month, the pilot has seen advanced paramedic 
practitioners at Ashford Operating Unit leading a clinical hub at the Make Ready 
Centre since it got underway in November 2023. 
 
With the support of clinicians from across the Kent healthcare system, including 
clinicians from East Kent Hospitals University NHS Foundation Trust and Kent 
Community Health NHS Foundation Trust, evaluation of the results so far has 
shown that the Hub has directly improved the overall system response to patients 
in the Ashford area. 
 
Through reviewing appropriate 999 calls before an ambulance response was 
made, from November to mid-January, analysis shows that nearly 800 patients 
avoided a trip to the emergency department, 580 patients were safely discharged 
at the scene and the Hub supported 100 medical same day emergency care 
referrals – a provision which means that patients who would otherwise be admitted 
to hospital are assessed and treated elsewhere on the same day;  
 
All of this has also helped to deliver direct improvements in ambulance response 
times in the Ashford area. 
 
We have agreed to extend the pilot beyond its original four-week period, as the 
results so far clearly indicate that through having a multi-disciplinary approach to 
reviewing 999 calls, we can improve the response and ultimately the care we 
provide the local community. 
 
Medicines Distribution Centre 
Following on from previous updates, the Medicines Distribution Centre Phase 1 
Task and Finish Group are focused on addressing the health and safety and 
clinical risks.  

To support addressing these identified risks, the Trust is investing £1.3m into the 
site; the work will be starting shortly and will be completed by the end of May 2024.   

The Phase 2 task and finish group is focused on two key aspects. The first is 
developing options for our longer-term solution for the Medicines Distribution 
Centre. The work underway will identify various options, including a stand-alone 
Medicines Distribution Centre.  The second focus is on developing options for the 
Paddock Wood Make Ready Centre as our lease will expire in 2031. 
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2024/25 Operating Plan 

The Trust’s planning process is already underway for the 2024/25 operating plan 

although NHS England has yet to issue its detailed national planning guidance.   

However, we are working with our system, Surrey Heartlands Integrated Care 
Board, to develop our operating plan, including our financial, activity and workforce 
plans.  As we continue to develop our operating plan the Board will be kept 
informed, and we remain on track to meet the first planning submission of 29 
February 2024. 

 C. National Issues 
37 
 
 
 
 
38 
 
 
 
 
 
 
39 
 
 
 
40 
 
 
 
 
 
41 
 
 
 
 
42 
 
 
43 
 
 
 
 

National recognition for our approach to data 
Congratulations to all those involved, especially the BI (Business Intelligence) 
Team, who received national recognition recently for the significant work put in to 
ensure that the data we use at Board level is of the highest standard. 
 
Almost two years ago, we took a decision to take a “data vacation”, to give space 
to the BI team to adopt and develop a new approach to our Integrated Quality 
Report (IQR). This was followed by significant work by the team, but also by every 
department to ensure that our narrative, focus on actions for improvement, and 
consistent methodology was applied to how we use data at the Board to inform 
discussions and make decisions.  
 
This work has also enabled the development of Integrated Quality Reports for all of 
our operational teams so that the approach of Board can be replicated throughout 
the organisation. 
 
On 16 January 2024, the NHS England ‘Making Data Count’ Team informed us 
that, after assessing more than 200 data reports from every NHS Trust in England, 
SECAmb were one of only 12 Trusts nationally considered to have an exemplary 
IQR. This is a significant step forwards for us and a real credit to the work 
undertaken. 
 
Latest episodes of 999:Emergency Call Out 
I’m pleased that the latest in a run of new episodes of 999: Emergency Call out, 
which follows the work of our Joint Response Unit (JRU) with Kent Police is 
currently being shown on Channel 5’s 5 Star channel on Tuesdays at 9pm. 
 
This second half of the second series was filmed last year and is on each week 
through to the final episode of the series on 27 February. 
 
I would like to thank members of the JRU who were happy to have cameras out 
with them on a shift as well as everyone involved in ensuring this second series 
builds on the success of the first. 
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The series highlights not just excellent the work of the JRU but the expert care and 
compassion shown by teams across SECAmb every day. 

 D. Escalation to the Board 
45 
 
 
 
 
 
46 
 
 
47 
 
 
 
 
48 
 
 
 
 
 
49 
 
 

Operational Performance 
The transition into early 2024 has seen the national ambulance position remain in 
a challenged position and overall across health and care providers in the South 
East, demand has remained high, with increased complexity of patient 
presentations. 
 
However, through working in collaboration with our partners, we continue to deliver 
responsive and good quality care to those we serve. 
 
The national focus on the NHS England Category 2 mean response time continues 
with SECAmb performance remaining positive in absolute terms and in 
comparison, to other ambulance services and we remain on track to hit the C2 
mean target for the year. 
 
This position is strongly linked to continued good hospital handover times, and 
stable staffing within field operations. Our 999 Emergency Operations Centres are 
seeing a steady improvement in relation to recruitment to vacancies, with us 
seeing a positive impact of the significantly improvement environment at the new 
Medway site. As a result of this, call answering performance continues to improve. 
 
Whilst the Trust moved to REAP 4 for the period of the recent industrial action by 
junior doctors, we have since de-escalated to REAP 3. 
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Agenda No 78-23 

Name of meeting Trust Board 
Date 08.02.2024 
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.    
 
The Board is asked to note that over the next two months, and informed by the executive risk 
workshop in February, there will be a full review of the BAF to align with the new strategic 
direction and priorities for 2024/25. The next round of Board committee meetings will consider the 
relevant objectives and make an assessment on which can move into business as usual and 
which need to be rolled over to next year.  
 
An aggregated assessment against the current Objectives within each of the Goals is RAG-rated, 
as illustrated below. 
 

Quality & Safety
 

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 

 

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  
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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.  
 
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 the 2022 
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.  
 
 
 
 

 mprovement  ourne    ur Trust  bjectives for            
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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 & Safety 
 

 
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 10% 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 Amber because not 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: 
This is not on track due to a delay with Phase 2, as reported to the quality committee (see 
separate report). 
 
Interim Care advice went live on 1st December 2023 as planned; 

• Patients can now access advice on their mobile phones. This is expected to have a 
positive impact on the Average Handling Time (AHT) and the reduction of duplicate call 
volumes. The team are currently monitoring the impact of the change.  

• A new call closure script for C3 & C4 calls was trialled in November 2023 in the contact 
centres with positive feedback from staff. A patient forum was held on the 6th of December 
     to understand patients’ perspective and feedback on the script and other changes. 

The revised script will be implemented this month (January 2024).   
• Advising patients of the ETA for C2 - C4 calls is also planned to go live by the end of 

January 2024, the functionality already exists within the CAD to support this change. 
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Phase 2 improvements will not be going live by end of March 2024 as originally planned due to 
delays in supporting the required system changes by Cleric, a risk previously highlighted in Board 
reports. The project team is currently awaiting revised timescales and proposed costs.  

QI 2: 
This objective is complete – the strategy was signed off by the Trust Board in August and is being 
embedded across the organisation. Since then the QI team have hosted four 30-minute virtual 
sessions to introduce the QI strategy across the organisation. 74 colleagues have attended these 
sessions.  
 
QI 3: 
This is on track for completion. Year to Date, 289 colleagues have been trained (5.8% of all staff) 
in ‘ ntroduction to Quality Improvement (QI)’. Training evaluation suggests that this is significantl  
improving people’s motivation, confidence, and competence in Q , evidenced in requests for the 

team to support over 20 local QI projects across the Trust. In January 2024 the team delivered 
four virtual sessions to 111 and EOC staff which was well attended. 

The QI team have commenced delivery of a QI induction session at the corporate induction for 
operational colleagues.  

QI training is being embedded into the wider ETDG 3-year plan to support the ongoing building of 
QI capacity and capability across the Trust. 

 
 

Goal 1 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score  
C + L 

 

QI 1 Lack of progress in implementing Phase 
2 developments in the KPSITS QI project 
due to delays in system development 
with Cleric. 

4 x 4 = 16 4 x 4 = 16 3 x 2 = 6 

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

imminently. These initiatives are on track. 
• People are given specific tasks to complete even if not attending project meetings. 
• Several discussions are ongoing with Cleric to agree revised timescales for Phase 2 

developments. Some of the developments are already being considered in house by 
Cleric and so will be developed much quicker. 

 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  
• The team have started delivering Intro to QI for 111 & EOC colleagues in Q4. Some 

of the sessions are virtual to accommodate different shift patterns. 
• The team have attended a number of Team C meetings within this financial year to 

support training for operational leadership teams.   
• The team have attended several induction sessions for field Ops Staff. This has been 

delivered to 999 staff only to date. 
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Goal 2 
 

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

 

In
 Y

ea
r O

bj
ec

tiv
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 - Completed 
- Central Incident review panel established by end of Q3 - Completed 
- System-level Incident review groups established by end of Q3 - 

Completed 
- Training programme in place for and attended by core facilitators. - 

Q4 – on track. Long-term training plan in development. 
- Added Dec 2023: PSIRF Policy approved, and sighted by Board 
- Added Dec 2023: PSIRF Launched and SI Framework (STEIS) 

ceased to be in use in Q2 2024/25 
- Added Jan 2024: Plan and policy live and Trust will transition to 

PSIRF on 29th January 2024. 
-  

Q4 

 

 

 

 

 

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  Further areas of focus following a tripartite review between the 
Operations, Medical and Quality & Nursing Directorates: 
• Through live listening in to calls where the patient may be in cardiac 

arrest or obviously deceased, support from the CCP desk to support 
dispatch decision making regarding the number of resources to 
allocate to each incident. 

• To improve the number and appropriateness of tasking of CCP 
resources, CCP Desk staff to contact the caller and seek clarifying 
details to establish whether to task a CCP – both to high and lower 
acuity calls.  Note – this does not impact the triage and/or disposition 
outcome. 

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:  
ON TRACK 
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• Trust patient safety priorities identified and PSIRP agreed by the Board in Oct 2023 but 
still to be sighted of the Policy which is under Trust-wide consultation. 

• The Patient Safety Oversight Group (PSOG) is now established, and TOR approved by 
QGG. The Group have now met. 

• 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 
were approved at PSOG on behalf of QGG.  

• These groups have met and undertaken ‘dumm  runs’ to test the methodology. 
• National standards for training and competencies have been established and a paper has 

been presented to Education Training and Development Group. An external provider will 
be required, and funding has been identified through Clinical Education although we 
expect to go live with PSIRF prior to the training being delivered. Identified as a risk but 
mitigated utilising SMEs within the Trust to support transition. 
 

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. 

• Tripartite review of ongoing progress and challenges identifying four areas to refocus 
attention (see above) 
 

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 
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QI 
6 

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

4x1=4 4x1=4 4x1=4 

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

 
 

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

ea
r O

bj
ec

tiv
e 

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 9 months from 
commencement. 

- Integrated Quality & Performance Reviews at dispatch-desk level 
underway in Q2 – 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 Assurance and Engagement Framework through local visits, 
that helps us assure the improvement we are making (QAE visits) 

Measure  - We will evaluate effectiveness and impact after 6 months (well led 
review) 
- 12-month cycle of planned visits available with Units informed and 
prepared 
- Feedback plans delivered to Operating Units within 2 weeks of visit. 
-  Corporate actions taken to relevant teams to resolve within BAU and 
report back 
- Themes being collated across  U’s and Quarterly assurance reports 
presented to JLF. 
- Action log being submitted to the compliance team to align information 
with other data sets collected. 
 

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: 
ON TRACK.  

• October has seen a significant shift as the first three stages of the building blocks all 
launched in full in October 2023.  



9 
 

o October has seen the successful launch of the Quality and Governance platforms 
within the Quality Assurance Framework, with intelligence from the Quality 
Assurance and Engagement Visits underpinning each platform.  

o Internal Quality and Performance reviews commenced weekly at the latter point in 
October. 

o The System Clinical and Quality Groups were initiated in early October and have 
since conducted two meetings per system, followed by debrief sessions. The 
meeting agendas are designed to be flexible, promoting unrestricted conversation. 

• Initial feedback from attendees regarding the System Clinical Quality Group and Quality 
Governance Group has been predominantly positive, effectiveness will be evaluated at 
the end of Q4. 

• Securing seamless connectivity between platforms currently presents a challenge, but is 
being tested through cross-attendance of Quality, Clinical and Operational Leads and 
Executives 
 

QI 8: 
ON TRACK. 

• Eight successful visits have now taken place since commencement in April, to Banstead, 
Chertsey, Thanet, Worthing, Ashford, Guilford, Polegate and Paddock Wood with very 
positive evaluations of the process from staff and visitors alike.  

• Further iterative co-design changes have been made to the format of the QA&EV; Positive 
feedback off the back of this. 

• Full year's 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. 

• More involvement from system partners with the visits, demonstrating assurance to the 
 CB’s. 

• One paper presented at joint leadership forum on the above thematic analysis with 
recommendations shared with the second thematic analysis to follow. 

• The proposed model for feedback to corporate functions is under development. 
Discussions had with HR directorate to clarify actions process from leadership visits and 
QAEV. Live plan to be implemented in Q4 and shared with all directorates. 

• External review of the Quality Assurance and Engagement Visits to be completed in Q4 to 
evaluate effectiveness. 

 
 

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

[4X3=12] 4X1=4 
 

4X1=4 

 Lack of engagement from Directorates to 
provide ‘visitors’ to the Units  

[3X4=12] 3X3=9 3X1=3 

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. 
• Ensuring that the message of support and engagement, during the visit brief is 

clearly communicated. 
• Bespoke approaches to different stakeholders. 
• Follow-up of actions for wider Trust with regular feedback. 
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People & Culture 

 
 

Goal 1 
 

Getting our foundations right consistently 
 

In
 Y

ea
r O

bj
ec

tiv
es

 

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 Time to Hire<60 days 

TT-WFE TBC – now confirmed as 60 days plus training for 
appropriate course (e.g 60 days + 9 weeks EMA) 
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 Amber because the actions are not 
on track to deliver within the timeframe agreed.  

 
Progress to-date: 
PC1 
This objective has not delivered within the timeframe initially agreed (Q3). All the remaining 
actions are being progressed.  
 
PC2 
This action is complete as we have implemented a new leadership visit process consistent with 
Comms & Engagement Strategy. An annual calendar of visits is published and tracking of 
attendance and themes reported to EMB. 
 
PC3 
QI project is ongoing and while some improvement has been made this objective will not deliver 
within the timeframe.  
 
PC4 
Awareness Days – The Building a Kinder SECAmb Workshop commenced in October 2023.  The 
Workshop focuses on culture and values as part of our cultural transformation programme and 
aims to help us all to consider how we can be respectful of each other as well support us in 
creating safe and positive approaches to providing feedback and raising concerns. A joint 
workshop between the executive and Trade Unions was held in January.  
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The NHS Sexual Safety Charter was launched in September 2023 and adopted by the Board in 
December.  A Steering Group has been convened led by Margaret Dalziel to develop an action 
plan to achieve the Charter by July 2024.  As reported to the Board, the OD team is currently 
undertaking a gap analysis against the Charter. 

 
 
 
 

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 approved 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 2x1=2 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 Delivery of the actions 3x3= 9 3x3=9 3x1= 3 
Mitigation  
Integrated programme of visits (LV and QAV) now in place 
 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.  
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Goal 2 
 

Making internal processes effective 
 

In
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bj
ec

tiv
es

 

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    
To be checked as part of leadership / QAVs as too complex to maintain 
a central system of 1-1 meetings. 

Q1-4 

PC7 
 

Project to analyse and make changes to improve compliance against 
overruns 

Measure Reduction in LSO% and Mean overrun time  
[see RC Objective 7] 
 

Q2 

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

Measure >95% completion of first line management fundamentals 
On track for completion in Q1 24/25. 

Q4 

 
 
 

In year progress with the achievement of the Strategic Goal is Amber because the actions are not 
on track to deliver within the timeframe agreed. 

 
Progress to-date: 
PC5: Significant risk to this objective. The L&D team are undertaking an Appraisal performance 
inquiry to identify actions that directorates can take to achieve 85% compliance by March 2024 
and to plan the resources required to achieve the actions identified by the appraisal working 
group. Target now expected to be achieved in Q1 24/25. 
 
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. 
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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 3x3=9 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 3x2=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 This action is now linked with RC7    
Mitigation  
 
 Risk Description Initial 

Score 
C + L 

Current 
Score 
C + L 

Target 
Score 
C + L  

PC8 Nil current risks identified, action on 
track 

   

Mitigation 
 

 
Goal 3 
 

Improving the experience of our people  

In
 Y
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r O
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PC9 Improve capacity and capability of our formal processes (ER and FTSU) 
Measure  >85% compliance for all formal processes 

On track  
Q4 

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

On track  
Q4 

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

On track  
Q4 

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

On track  
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 
Mediation meetings have been held and JPF re-established. A joint workplan has been 
developed 
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Goal 3 Risk Description Initial 
Score 
C + L 

Current 
Score 
C + L 

Target 
Score  
C + L 
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PC9 Inability to address open cases due to 
resource constraints 

4x4=16 4x3=12 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 
 
 
 

4x2=8 
 
 
 

4x1=4 
 
 
 

Mitigation 
Policies have been shared across management groups, to share workload.  
Meeting with ACAS to improve relationship with Trade Unions, and a new overarching Policy 
is in place. JPF has re started.  
 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
 Y
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r O
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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 response time 

• C2 mean of 31mins 21secs (December), YTD (to 31/12/23) C2 to of 28mins 46secs. 
• Remaining on trajectory to achieve C2 men of 30mins max.    

RC2: Call answering mean 19secs (December). 
Comprehensive action plan presented at previous Trust board, with actions including: 
• Additional call answering support commenced on 18th October from WMAS contributing to 

an immediate improvement in call answering performance. 
• Targeted incentivised overtime shifts – running to end FY. 
• Baselining of psychometric testing has commenced to support improved recruitment and 

retention.  
RC3: Mean activity on own dispatch desk 100.3%, with a maximum variation at 39.8% with a 

consistent pattern of those areas who both ‘export’ and ‘import’ resource. 
• This workstream is unlikely to deliver in the timeline proposed due to the complexity of the 

contributory factors, however noting that progress has been made against sub-actions 
such as the dispatch improvement programme and with additional learnings to be clarified 
from the Ashford dispatch desk ‘perfect month’. 
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Goal 1 Risk Description Initial 
Score 

Current 
Score 

Target 
Score  
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RC1 Inability to meet C2 mean target of 30mins 2 x 3 = 6 2 x 3 = 6 2 x 2 = 4 

Mitigations 
• Nil at this time 

RC 2 Inability to meet call answering target and 
improvement plan 4 x 4 = 16 4 x 3 = 12 4 x 2 = 8 

Mitigations  
• Actions including planned support from WMAS and targeted incentivised overtime. 
• Overall improvements in recruitment and retention required – additional actions 

identified in call answering report yet to be commenced (pay mechanisms, EMA to 
SEMA as a default position for all EMAs after 12-18months). 

RC 3 Inability to achieve the improvements in 
dispatch and resource efficiencies  4 x 3 = 12 4 x 3 = 12 4 x 1 = 4 

Mitigations 

• Focus on delivery of phase 1 Dispatch Improvement actions. 
 
 

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

 

In
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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 

• Improvements in tasking of Specialist Practitioners (linked to QI5) 
• Improvements in CFR utilisation, particularly relating to falls 

management 
• Improved tasking of HART 

Q1-4 

 
Progress to-date: 
RC4: Hear & Treat 

• ‘Hear & Treat’ for December was 13.7% in - this places SECAmb 6th 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: Key national programmes 
• 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.  
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• 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 who 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.  A 
business case is being worked up ahead of presentation to ICBs – this is aligned with 
other English ambulance services. 

RC6: Utilisation of specialist resources 
• Increased attention to address the need for improved tasking of CFRs to CFR appropriate 

and falls calls. 
 

 
 

Goal 2 Risk Description Initial 
Score 

Current 
Score 

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

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

Mitigation  
• Whilst improvements are being seen, the sustainability of this is dependent on longer 

term workforce plans for both specialist practitioners and registered Paramedics working 
at local MRCs/stations. 

RC5 Inability to meet the recommendations 
from the Manchester Arena Inquiry TBC TBC TBC 

Mitigation 

• A business case being worked up for presentation to commissioners in early 2024 – risk 
being reviewed to quantify mitigations, controls, and scoring. 

 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. Workstream closed. 

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:  

• Evaluation and learnings from the Ashford trial relating to LSO are being examined and 
understood. 

• ODOOS is an area being considered as part of a wider workstream relating to tactical 
hub/management – further details to be provided later, in addition to learning from other 
Trusts. 

RC8: All services are now live at the Medway site – EOC moved in – workstream now closed. 
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 John Ambulance 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 
Score 

Current 
Score 

Target 
Score  
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RC7 

Inability to deliver the required improvements 
for both LSO & ODOOS – due to capacity to 
progress the work and complexity of 
contributing issues. 

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

Mitigation  
• Focus on one workstream item – LSO initially 
• Support for findings from the Ashford pilot. 

 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 

4 x 4 = 16 4 x 2 = 8 4 x 2 = 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 

 

In
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ea
r O
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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 
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 Green. Despite a delay in the start 
of the programme due to delays associated with the award of the contract, we have mitigated the 
previously reported 7-week delay and are able to present the case for change (end of phase 1 
report) to the Board in December. We also remain on-track to present a recommended direction 
of travel to the Board on the 8th of February Board, 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).   

 
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) 
- 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. 

- (Update December) – We have completed phase   “Diagnostic and Forecast” and we are 
presenting this to the Board on the 7th of December. This is setting the foundations of the 
patient, people, system, and financial challenges we are facing in the next 5 years and we 
will be using these as we go into phase 2 to ensure we have a sustainable plan and clear 
role for the organisation going forward.  



22 
 

- Update February – We have now completed phase   “Design options and evaluate”, and 
the Board at a development workshop on the 23rd January reviewed the evaluation and 
indicated a preferred direction of travel in option 2. We are now in phase 3 
“implementation planning” where we will be further developing the detail behind the 5-year 
transformation roadmap. 

 
 
 
 

Goal 1 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score  
C + L 
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 Risk Description Initial Score 
C + L 

Current Score 
C + L 

Target Score 
C + L  

SP1/SP2 Compressed timeline for design impacting 
our ability to develop comprehensive 
engagement and evaluation of options to 
support the Board in making a decision 
about the. This is compounded by a 
period of heightened winter pressures and 
annual leave through Christmas.  
Risk retired 

4x4=16 4x3= 12 4X2=8 

Mitigation 

- We have shifted our recommendation to the Board to the w/c 21st January (1 additional 
week) 

- We have adapted our design process to be driven by early design sessions in early December 
with the Executive, and 6 multidisciplinary teams taking part in a co-design sessions around 
our emerging strategic options 

- The level of detail of the evaluation of the options will be planned in December for early 
January with key groups (finance, clinical advisory group, executive) – and detail modelling 
will be done in phase 3 as part of developing the 5-year plans across workforce, 
transformation, investment, etc. 

 
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 

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 
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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 
- (Update December) – the ICB-aligned governance is now live. A full evaluation will be 

conducted in Q4 in line with the original plan. 3 Executive leads have now been 
nominated for our 3 main systems (Surrey and Frimley have the same lead), ensuring we 
have good representation at a system level. 
 
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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Current Score 
C + L 

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 ADS has been delayed, and the BI team continue to monitor the progress, however the 
capacity of the team has been diverted to support the Strategy. This is not having an impact of the 
progress done operationally, as SPOCs are in place and the impact is being monitored through the 
patient flow group and has regular system assurance with our commissioners. 
 
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 Current Score Target Score 
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C + L C + L C + L  

SP4 There is a risk that the governance of the 
system does not support SECAmb in 
delivering its 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  

Green 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 M9 (December) year-to-date the Trust’s financial performance is slightl  ahead of the financial 
plan.  The plan was £41k deficit and the Trust has delivered a £34k deficit. The efficiency 
programme has delivered £5,447k of efficiencies against a plan of £5,788k (an adverse variance 
of £   k) with the Trust’s target being £9m. The Trust has mitigations in place, including the use 
of non-recurrent measures to deliver the 2023/24 financial plan of breakeven. 
 
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 
C + L 

Target Score  
C + L 
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SP6 There is a risk that overspending 
compared to budget in operations will 
result in an overall deficit. 

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

Mitigation  

Deep dives into financial variances in ops budgets are being performed which includes the 
development of action plans with mitigations to bring budgets back on track.  In addition, the CFO 
meets with the Director of Ops to ensure that budgets are discussed and mitigations developed and 
monitoring is performed. 
 

 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. A workshop was held in October 2023 with the Joint Leadership Team where 
further efficiency ideas were identified and are being taken forward.  The efficiencies are being 
delivered non-recurrently but overall the efficiency target of £9m will be met. 
 

 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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Thematic Risk Title 
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Strategic Goal(s) Impacted 
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Current Risk (Current Position) 
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QI PC RC SP  
Dec 
22 

Feb 
23 

Apr 
23 

Jun 
23 

Aug 
23 

Oct
23 

Dec 
23 

Feb 
24 

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

348 Culture & Leadership  PC - 1-3 - -  16  16 16 16 16 16 16 16  08 Mar 25 

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

 Cyber Security  FIC            20 20 20 
 

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 
Building a Kinder SECAMB  workshops being delivered 
Priority areas for 2023/24 agreed as part of the delivery plan 
Reward & Recognition Platform started in January 2024 

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

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

•   

   

   

   

Gaps in Control 
▪ Pace of delivery due to inadequate resources, vacancies and under-resourced for volume of work 

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 survey (green shoots) 
(-) Exit interview data 

 

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. QI project underway 
 
Clinical Education Resourcing – Phase 1 Agreed.  
 

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

Gaps in Control 
 

Sources of Assurance: Positive (+) or Negative (-) Gaps in assurance  
(-) WTE gap carried forward from 2022/23 
(+) Operational Performance in line with plan re C2 (one of best performing amb trusts) 
(-) Time to Hire  
(+) Retention 

Sustainability of International Recruitment  

Mitigating actions planned / underway 
 
 

Executive Lead Due Date Progress 

Review of Workforce Plan for 2024/25 HRD  Q4 2023/24 Part  of the discussion with the system arising from our strategy and planning for 2024-
25 

    

 

 
 
 



Page 30   

 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 
▪ A break-even plan has been signed off by the Board for 23/24 – and confident in 

delivery at M9. 
▪ 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.  

▪ Monthly directorate meetings to ensure focus on financial delivery and develop 
culture of delivery against plan  

▪ Sustainability & Partnerships Programme within the Improvement Journey 
established 

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 
CIP under delivering  

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. This is 
part of the discussions with the system on the new strategy and planning for 2024-25. 

Mitigating actions planned / underway Executive Lead Due Date Progress 

Use of non-recurrent measures to close the 
gap in the CIP  

Chief Finance Officer Q4 Update included in the finance report 

Planning discussions with ICBs  Chief Finance Officer Ongoing  
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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. 
 
Additional £2.5m for use during Aug-Oct, focusing on call answering, EOC Clinical and 
Field Operations provision. 
 

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

 

Gaps in Control 
New strategy to be agreed 

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 (-) 
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Mitigating actions planned / underway Executive 
Lead 

Due Date Progress 
 
 

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. 
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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.  
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• 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. 
• 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 Plan agreed – short term actions taking priority as reported to Board and Audit 
Committee. 

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. Last formally reviewed in June in the context of EPS – see Escalation Report considered by the Board 
in August 2023. 
 

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: An external review was commissioned and reported to the Board in December. An update is scheduled in February with a full review in April 
2024. The Audit & Risk Committee is in the process of establishing an EPRR subcommittee – see its report to Board on the agenda. 
 
 

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 

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

16 16 04 AD of 111 / EOC 

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. 
Targeted incentivised overtime within rota gaps. Call overflow arrangements with WMAS for calls waiting longer than 1m45s. This is in place for 6 months until 
end of March 2024. 
 
Board Oversight: Improvement Plan reviewed by the Board in October and December. 
 

451 

Strategic Medical Advisor Rota   
There is a risk that due to the delay in developing the on call only contract the 
availability of staff to cover the rota required may be impacted.  
 

16 16 08 HR Director  

Summary of Controls: Medical and HR are working to finalise the contracts for on-call doctors. The rota is managed to ensure short notice changes can be 
dealt with and that there are adequate rest periods for on-call doctors.  
 
Board Oversight: EMB is due to receive a paper in February that will aim to mitigate this risk. 

472 

Training on Bariatric moving and handling equipment 
There is a risk that staff are not being trained or competent in the manual handling 
equipment within the bariatric ambulance provision.  This may create a risk to both 
staff and patients or a delay in patient care/transportation. 

16 16 04 Head of Clinical 
Education  

Summary of Controls: New Policy has been agreed and a training plan put in place. 
 
Board Oversight:  People & Quality Committees received a paper in January setting out the actions being taken – see report to Board.  
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ID Title / Description   
Initial 
Risk 
Grading 

Current 
Risk 
Grading 

Target 
Risk 
Grading 

Risk owner 

488 

Retention  
There is a risk that the continuing high levels of turnover, particularly within key 
operational (patient facing and patient impact) roles that poses a significant risk to the 
delivery of high-quality patient care. 

15 15 12 HR Director   

Summary of Controls: The Retention Plan was agreed by the Board in December.  
 
Board Oversight: Board in December agreed the retention plan.  

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 uniform room downstairs at Paddock Wood MRC to try and address some of the capacity issues with space. Some of the 
packing is now done in this room but significant inefficiencies. (linked to risk ID 760). 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. Phase 1 of 
the MDC estates project is underway to deliver by May 2024. This will address the identified H&S risks until the longer terms solution (new site) is established. 
This is Phase 2 of the project.  
 
Board Oversight: Finance & Investment Committee reviewed progress in January – 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 
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ID Title / Description   
Initial 
Risk 
Grading 

Current 
Risk 
Grading 

Target 
Risk 
Grading 

Risk owner 

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. Reviewed throughout 2023 and the Board reviewed progress with the MDC in December, and via FIC in 
January 2024.  

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: FIC to review the business case which is in development.  

 
  



Page 39   

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.  
 
The October 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. 
 
Update February: The planned exit meeting will now be in May 2024. The recovery programme team will continue to monitor progress weekly 
through our assurance framework through February, and we are taking a final stock of progress on the 1st week of March, after which we will collate 
our evidence base ready for submission to the national team. 
 

RSP ref. 
Requirement description - The trust 

must: 
Position Statement 

SECAmb Progress 
View (October) 

Forecasted by 
March 2024 

RSP-S1 

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

Achieved:  
- 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.  

- Aligned 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  
- Selected a partner to help deliver the plan for 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 

 

 

 

 

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 
- In addition, a substantive CFO, DoS, MD and DOO are in post 

Plan to exit:   
- An Executive structure review is scheduled to start in Q3 in 

support of implementing the strategy. 
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- Exec and senior lead development programme to 
commence in September 

- A new Chair will be appointed in December 2023 and take 
up post in May 2024.  

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 pre-exit Well-Led Review were approved by 
the Strategic Advisory Meeting (SAM) in September. 

Plan to exit:  
- Pre-exit well led review completed in Q3. 
- Chair appointed in December 2023 
- Clear plan in place for enacting any further findings post 

Well-Led review 
 

  

 

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.  

- Informal executive meetings have been taking place and 
encouraging proactive engagement without requiring CEO 
prompts. 

  
Plan to exit:  
  

- Trust index as measured by the development programme 
will show improvement 

- Development plan for the executive team will clearly show 
how it will support cohesion of the executive team structure 
resulting from the structure review. 

 

 

 

RSP-C1 
(previously 
RSP-L5) 

To move towards a more open and 
transparent culture that values 
partnership and collaboration.  

Achieved:  
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Evidenced by improved transparency 
and timeliness of reporting and 
information sharing with ICB partners 
and with patients. 

- Arrangements for evidence and data sharing in place since 
July 2022.  

- Have agreed a new governance oversight model 
incorporating contract quality and strategic oversight.   This 
new model became operational in Sept/Oct 24.  

- Furthermore, we have appointed Quality Leads, a System 
Lead and Clinical Leads for each system to better align with 
the ICB structure 

  
Plan to exit:  
  

- We have improved transparency with our system partners 
by aligning our key focus areas for the next 9 months 
through a joint forward plan.  

- 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 System Assurance 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 have invested in our Freedom to Speak Up (FTSU) team 
– 1 WTE to 3.  

- Extensive internal training has taken place, including for the 
Board, and the consultation stage of our Speak Up Policy, 
aligning it with National FTSU guidance.  

- Ongoing discussions emphasise the importance of evidence 
of speaking up across various organisational levels.  

- CEO meets monthly with FTSU guardian 
- Leadership training for first line managers programme in 

place for 12 months. Over 30% managers completion with 
>80% booked. 

  
Plan to exit:  
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- In support of the above, we need to make freedom to speak 
up everyone’s business.  We have planned significant 
leadership development for first-line and middle 
management this year to empower our workforce to 
address concerns locally.   

- The Trust recognises this is not a short term fix, and will 
require continued focus from the Executive and CEO, with a 
view of positive evidence being available from the Staff 
Survey 24/25. 

- The Trust will include a focus on this area through the Pulse 
Survey. 

 

RSP-C3 
(previously 
RSP-P3) 

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

Achieved:  
  

- We’ve now approved investment for Phase 1 of our Clinical 
Education investment program is currently underway with 
phase 2 in planning 

- The Clinical Education Strategy has been presented and 
approved by Board, providing the necessary support for the 
investment in the Clinical Education team. 

  
Plan to exit:  
  

- 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. 

 

  

 

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:  
  

- The Trust has taken its own assurances that progress has 
been made against the Warning Notices.  

- The WNs expired on the 18th of November 2022. 
  
Plan to exit:  
  

- Embed Quality Compliance Assurance as Must-Do’s get 
delivered to ensure future risks and issues can be identified 
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through the risk and quality governance of the organisation 
as part of “BAU” 

Note: CQC have not been back to inspect the organisation yet  
 

RSP-G1 
(previously 
RSP-L2) 

Clear lines of responsibility and 
accountability for individual 
executives. 

Achieved:  
  

- An Executive structure review has started in Q3 and will be 
completed to align with the new strategy. 

  
Plan to exit:  
  

- In support of the above review 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. 

- The executive structure review completed and new 
structure in place from April 2024 to align with 
implementing the new strategy 

  
 

  

 

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:  
- Updated BAF in place.  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.  

- 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.  

  
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.  
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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 at Board development 
sessions. Our leadership development plan will support our 
Executives based on this feedback. 

  
Plan to exit:  
  

- Continued focus on Board engagement with OUMs to 
ensure the embedding of meaningful autonomy  

 

  

 

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:  
- 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 
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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.  

  
Plan to exit:  
-        Continued implementation of the plan 
 

  

 

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. 

  
Plan to exit:  
  

- In developing our strategy, the Trust will agree a cost model 
in support of its proposed operating model with system 
leads 

 

  

 

RSP-G8 
(previously 
RSP-F3) 

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

Achieved:  
  

- 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:  
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- Continued implementation of the in year plan 

 

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 
retention challenges, which affect call handling times.  

  
Plan to exit:  
  

- A key deliverable of our strategy is a workforce plan aligned 
with the clinical model which is also consistent with the 
projected financial envelope.   This will be delivered as a 
part of the 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.  
  
Plan to exit:  

- Bespoke plan for most challenged area of recruitment – call 
centres – currently in development. 

 

  

 

RSP-HR3 
(previously 
RSP-P5) 

Strengthened HR systems and Board 
oversight of grievances, 
whistleblowing, training, staff 
turnover and exit interviews: themes, 
trends and learning. 

Achieved:  
  

- HR reporting improved with clear understanding of ER 
caseload and challenges.  

- Re-structure underway to create dedicated ER case 
management team. 

  
Plan to exit:  
  

- Continue restructure and recruitment for ER team 
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- Improvement in board oversight with consistent reporting 
and engagement 

- A follow-up external HR review will be conducted in Q3 to 
track progress against the original HR review in Q4. 

 

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.  

- Additionally, we've successfully implemented leadership 
visits, quality and performance management, and quality 
assurance visits.  

- Investment in the Communications Team has been agreed 
to improve internal comms  

  
Plan to exit:  
  

- Recruit to additional comms posts  
- Align comms activity to key change programmes e.g. 

housekeeping  
 

  

 

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. F 

- Focus on a renewed clinically led Trust-wide strategy and 
significant engagement through that process expected to 
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support improvement, providing our people a clear story of 
who we are and where we want to go. 

  
 

 
 
 
 
 
 
 
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 
 

Moderate injury requiring 
intervention 
 
Requiring time off work of 4-14 
days 

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  
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Increase in length of care by 1-3  
Increase in length of care by 4-14 
days 
 
RIDDOR / agency reportable 
incident 

 

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 
 
No or minimal impact of 
statutory guidance 

Coroners verdict of misadventure 
 
Breech of statutory legislation  

Police investigation 
 
Prosecution resulting in fine 
>£50K 
 
Issue of statutory notice 

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

Coroners verdict of unlawful killing 
 
Criminal prosecution or 
imprisonment of a 
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 
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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% 

 
 

 
 
Appendix 2 - SPC Icon Description  
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Appendix 3 – BRAGG Rating Definitions (for RSP – using National Criteria)  
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▪ Following additional Board development sessions with NHSE in 22/23, we have made further improvements to our IQR:

▪ Control Limits have been recalculated for metrics where there are clear signs of process change.

▪ Assurance grids have been introduced for every pillar of the Improvement Journey.

▪ Addition of Bullying and Harassment Metrics added in under Employee Experience and Suspensions in People and Culture. This will strengthen the Board’s visibility to some of the key 
metrics that help us assure how swiftly we are addressing ER cases.

▪ A technical Narrative has been added to the side of each SPC chart, to help the data trends be better understood.

▪ Operational Narrative training has been delivered to the Trust in sessions both in September and November.

▪ Board timetable has been updated to ensure there’s sufficient time to develop a quality report.

▪ Several metrics have been updated and included in the report, including: Safeguarding Level 3, Harm, Call handling performance in 999 and 111.

▪ Where appropriate, both annual rolling and monthly SPC charts are provided to see the trends better (i.e. in areas like attrition).

▪ The executive summary matrix has been included for all section, included of a breakdown of the key areas of assurance under each key pillar (see next slide).

▪ Performance benchmarking has been included against other Ambulance providers for the month of October.

▪ (New February 2023) Financial reporting run charts have been added against plan for the main indicators. This is supported by the standalone Finance Report received now monthly.

▪ Several Targets have been included or reviewed in this iteration of the IQR, meaning more SPC icons will become apparent to the Board in the review of this version.  Absolute targets of 
0 or 100 are still in place where compliance requires it, and still add value as Failing processes will still indicate that even with standard variation we are not expecting our processes to 
be capable of meeting the required standards.

▪ In addition, the BAF Risk report now includes a direct link to the key assurance metrics and SPC icons to strengthen how the reports are considered together.

▪ The focus will also shift during the upcoming period to start on-boarding key data sources to the data warehouse, as we remain with 75% of data not being available, which 
creates a data quality and validation risk. The priority datasets will be Datix and workforce systems. The Data Strategy development has begun but the timing of it’s completion 
is now aligned to the Trust-wide strategy to ensure alignment.

▪ We have now updated an initial cover page under “Annual Plan” to provide the Board with performance against in-year objectives at a glance. This is under development but 
>80% of the KPIs are available and therefore included in this version to support improving the quality of the discussion.

▪ In addition, we now have incorporated medicines governance key reporting such as PGD compliance (CQC Must Do), and stock levels, as part of the Continuous Improvement 
of the report.

▪ No further changes have been included from the August 23 to October 23 period

Improving Quality of Information to Board – 
October 2023
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Icon Descriptions
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Alignment Framework

Trust Priorities for 23/24

Quality & Safety

We listen, we learn and improve

Responsive Care

Delivering moderns healthcare

People & Culture

Everyone is listened to, respected and well 
supported

Sustainability & Partnerships

Developing partnerships to collectively 
design and develop innovative and 

sustainable models of care

IQR 
Themes

- SI, Incidents and Harm

- Patient care – Cardiac

- Patient care - Stroke

- Medicines Management

- Safeguarding

- Safety in the workplace

- Patient Experience

- Ambulance Quality Indicators

- Call Handling EOC

- Utilisation

- 999 Frontline Efficiency

- Supporting the system

- 111 Operation

- Support Services

- Employee Experience

- Culture

- Workforce

- Wellbeing

- Development

- Delivery against Plan

QUALITY & SAFETY
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Annual Plan

Details can be found in the S&P section below in this report and in the Finance Report.

Note: This is a new page from August Board to provide the Board with progress against in-year KPIs at a glance. Whilst it’s under development, most KPIs for the 
year can be found below. The “Mean” still relates to the last 15 periods as per NHSE’s Make Data Count SPC methodology.



Quality & Safety
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Overview (1 of 3)QUALITY & SAFETY
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SummaryQUALITY & SAFETY
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Overview (2 of 3)QUALITY & SAFETY
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Overview (3 of 3)
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Summary

(QS-1) Number of Datix incidents - The Trust continues to evidence an effective culture of incident reporting in line 
with policy that is more consistent now (over past 5 months) and not fluctuating as previously witnessed.
(QS-17) Outstanding actions relating to SIs– An improved accountability process has been enacted to embed local 
ownership and responsibility which is yielding positive changes in timely responses to completing actions. This involves 
bi-weekly reminders to owners, BSM oversight in each directorate, a standing agenda item on SMG for escalation, and 
clear escalation to managers.
(QS-2) Number of incidents reported as Serious Incidents– The number of incidents reported as SIs is within normal 
variation.
(QS-3) Duty of Candour Compliance – Duty of Candour for declared Serious Incidents has remained at 100% 
compliance for the past 9 months.

What actions are we taking?

(QS-1) Non-SI incidents and (QS-2 / 17) SI actions
• Ensuring feedback to individuals / team is provided and organisational wide learning  is captured following from 

“housekeeping” actions identified as part of culture programme
• Work continues for the implementation of PSIRF which is due to go live on 29th January 2024
• Work is ongoing on the development of the new incident module on DCIQ due to launch January 2024 in line with 

PSIRF.
(QS-3) duty of Candour Compliance
• Duty of Candour compliance has routinely been tracked for SIs with non-SIs being more challenging to monitor.  The 

introduction of PSIRF and the new DCIQ incident module brings a more robust way of identifying the woder cohort 
of incidents that require DoC, execution and recording of these.

SIs, Incidents, & Duty of CandourQUALITY & SAFETY
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What actions are we taking?

• Developing our organisational approach to establishing a learning framework
• Where themes or trends are identified in incident reporting, specific actions will be identified at team, service or 

organisational level to support continuous improvement.
• Continue to monitor grade of harm in relation to the trend or theme of incident that is being reported and 

raise concerns or arising issues with all OUs when completing the initial checks

Summary

QS-28 No Harm incidents per 1000 incidents – the number of these incidents reported has remained relatively static 
since July 2023
QS-29 Harm incidents per 1000 incidents - the number of these Incidents shows a downward trend; with a steep fall 
in December 2023.  This is encouraging as the reduction did not coincide with a drop in overall incident reporting as 
seen in QS-1.

HarmQUALITY & SAFETY
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Summary
Cardiac Arrest Survival:  – continues to demonstrate common cause variation, albeit with a mean to date 
above target. The annual Cardiac Arrest Report is published during Q4 reporting a validated retrospective one 
year sample, which provides greater accuracy. The report will provide the Board with greater insight of Trust 
performance, and benchmarking against other Ambulance Trusts.
STEMI Call to Angiography – continues to demonstrate common cause variation. Partly due to delays to 
arrival on scene and long journey times and partly due to crew behaviour on scene such as non-registrants 
waiting on scene for back-up, multiple attempts at ECG transmission or administration of the STEMI care 
bundle before leaving scene.
Acute STEMI Care Bundle Outcome: demonstrates common cause variation

What actions are we taking?
STEMI call to Angiography
There is a transformation review beginning to look at the viability of another pPCI centre in Kent. This will 
address the long travel times there (up to 60 minutes in some areas). Reducing time on scene is consistently 
taught during Keyskills, CPD. Dashboards for local OUs are still in development to audit time on scene and 
inappropriate requests for back-up. There is a QI project underway regarding communication and time on 
scene for pPCI. Little more can be done without direct engagement with individual staff members  when 
there is a long on-scene time without documented explanation.
Acute STEMI care bundle outcome

STEMI care bundle is currently being reviewed nationally and it is hoped that a bundle that has more 
evidence of patient benefit is forthcoming

Impact on Patient Care - CardiacQUALITY & SAFETY
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Summary
Reporting around medicines incidents has declined. Staff are encouraged to report medicines incidents  including 
near misses. 

CD breakages are monitored by the medicines team and presented into Medicines Governance Group (MGG) for 
discussion. 

Percentage of audits around safe and secure handling of medicines at station sites has declined. 

In relation to Single Witness signature for CDs work continues to address this area of activity and the reporting of 
it is going to go onto the weekly OTL checks making it easier around reporting which is partial manual currently. 

What actions are we taking?
The new compliance audit system is nearly ready to go live (awaiting final approval and roll out plan). 
Work is ongoing to roll MedX out as soon as possible at Omnicell sites and a Task & Finish group has been set up. 
Current ‘go live’ date of 11th March 2024. MedX training has been completed in all OUs with over 80% of 
Operational Team Leaders (OTLs) completed
Medicines Safety Officer (MSO) role has been recruited  to and will start end February 2024. This post holder will 
focus on patient safety and medicines incidents and learning.
Medicines team supporting in targeted areas around weekly checks and compliance, expect to see this 
percentage rise in next month. 

Medicines Management (1 of 2)QUALITY & SAFETY
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Medicines Management (2 of 2)

Summary

Patient Group Direction (PGD) compliance is at 80%. OUMs receive a report every two months on PGD 
compliance for their registered staff. Currently OUMs disseminate to their OTLs for management amongst their 
Paramedic teams. Colleagues are being encouraged to undertake the PGD eLFH module on discover (currently 
62% completed) as this is mandatory. Further training is required which is under development by medicines and 
clinical education teams 
Resilience stock remains within safe limits however capacity at Medicines Distribution Centre ( MDC) is critical. 
Phase 1 of the improvements is to be complete by 31 May 2024.  

What actions are we taking?
A PGD report down to practitioner level is being shared with OUMs monthly. Discussion around compliance is 
covered in the PGD working group. Work ongoing with Medicines System Lead and BI team to investigate if JRCALC 
data can be linked to ESR to support better reporting and cleansed data set. Currently resource intensive and a 
manual task. PGD case study on key skills lesson plan for discussion (directly linked to MD11 CQC must do).
Third Pharmacy Technician role has been recruited and has started at MDC. This will help with the day to day 
running of the Medicines Distribution Centre and stock management for the Trust.

QUALITY & SAFETY
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Summary

Stroke – Call to hospital Arrival mean. This standard should be 120 minutes (as overall call to needle time is 
180 minutes allowing 60 minutes for 'door to needle'). Time on scene is 39 minutes mean, so 71 minutes 
should account for response and travel time. Most stroke units are within about 30 minutes of call location, 
so we are not meeting the national targets for Stroke patients due to overall delays in arrival at scene.

Stroke: diagnostic bundle: Compliance against the Diagnostic Bundle has largely been above target since 
August 2021.

Stroke Time on scene mean. Common Cause variation.

What actions are we taking?
Ongoing two year UCL study of stroke telemedicine partly to evaluate if stroke telemedicine extends time on 
scene. Audit results indicates minimal extra time (about 3-5 minutes) for Kent telemedicine  centres, with 
Frimley achieving the second best time on scene for all stroke units in SECAmb in spite of using telemedicine, 
possibly due to local initiative to feed back directly to crews.  Inconsistency between pPCI metric (call to 
balloon) and stroke (call to door) has been raised at national level. Mean time on scene for stroke generally 
across SECAmb is within reasonable parameters (approximately 39. minutes). This is to be added to the IQR 
as it has been identified as a key indicator for quality of care in one of our clinical priority areas. It is not 
possible to make any more improvements without addressing the Trusts C2 performance, although a QI 
dashboard which allows individual feedback to staff regarding their time on scene further as has been 
demonstrated in the Guildford OU. The downward trend in time on scene will be watched to see if it 
sustains, and explore reasons for this for learning.

Impact on Patient Care – StrokeQUALITY & SAFETY
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Summary

• The number of complaints received is showing normal variation. No concerns / issues.
• The number of complaints relating to crew attitude reduced to 56% in November and 38% in December. It is not 

known why this is as the overall numbers of  complaints have not decreased significantly, but a deep dive into 
complaints relating to crew conduct/attitude is underway, to report to DOQ&N by end of January 2024.

• Timeliness in responding to complaints has now seen consistent improvement since June 2023 and was 95% in 
November and 100% in December.

What actions are we taking?

• The deep dive into crew conduct / attitude complaints is underway with the initial findings due to be completed by 
the end of January 2024.

Patient ExperienceQUALITY & SAFETY
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Health & Safety Incidents

The key trends for Health & Safety related incidents reamin are the following:
• Slips, trips and falls
• Environmental issues

The increase in incidents reported seen in December is related to Slips, trips and falls incidents occurred during the cold 
weather period.  The majority are from slips, trips and falls outside of SECAmb sites, e.g. patient footpaths, homes etc.

What are we doing
• The regional and Trust-wide Health & Safety groups will continue monitoring incident trends.
• The H&S team are planning to meet with all Team Cs across the organisation and Union colleagues to improve 

relationships and support a culture of H&S being everyone's business.
• The H&S team are working with the QI team to review and improve the RIDDOR reporting process.

Manual Handling Incidents

No significant variation

What are we doing
• A task & finish group has been initiated to lead on actions from the recent HSE visit which includes a review 

of manual handling training, specifically in relation to the manual handling and use of specialist equipment for 
Bariatric patients.

• The Local and Trust-wide Health & Safety groups will continue monitoring incident trends.
• The H&S group is led by the Executive Director Q&N with attendance by other Executives, with the Head of Health, 

Safety & Security to ensure that assurance is provided on all regulatory aspects and action plans agreed and acted on.

Safety in the Workplace (1 of 3)QUALITY & SAFETY
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Hand Hygiene Compliance

The data for hand hygiene compliance is showing normal variation but with a drop in compliance for December 2023 
following a previous upward trend. The lowest compliance was seen in two areas of the Trusts and the IPC team have 
planned visits to these sites to discuss the results with the local management teams and staff.

What Actions are we taking?

• The IPC team are working to engage IPC champions for each OU/EOC/111 to develop better 
relationships, communication, and knowledge to support more devolved effective local IPC management.

• The IPC Lead has reviewed the audit tool and specifically the questions asked to ensure effective 
understanding to enable reporting that is reflective of current practice.

• The new audit tool will be shared with the IPC Champions and OTL's across the Trust for comment and feedback and 
a proposed start date of 1st April 2024 is planned for the new range of IPC audits will help support some of the key 
messages and understanding around IPC practices. 

Safety in the Workplace (2 of 3)

Deep Clean Compliance %
September 2023 – 100 % vs 100% target
October 2023 – 98% vs 100% target
November 2023 – 99% Vs 100% target
December 2023 – 70% Vs 100% target
Note – there is significant variation in compliance score depending on the site, so whilst the average is near or on target, there remain 
sites where delivering the deep cleans remains a challenge for example the VPP sites  non full MRCs) along with sites where the 
contractors have higher staff vacancies. This is driven by the infrastructure of the VPP sites (need to move vehicles to delivery Make Ready), 
and workforce challenges, due to a 21% vacancy rate against Churchill establishment(updated November 2023)
The drop in deep clean compliance for December is partially due to some VPP sites  now operating at a VPP spec.rather than the MR spec. 
and therefore the Deep clean frequency is every 6 weeks rather than 12 causing a spike in required deep cleans

What actions are we taking?
The Deep Clean reporting should now become more consistent due to the updated vehicle numbers and more aligned methods of 
reporting.
Churchill wages were increased in April above the contract to meet the national living wage uplift – this has seen a slight improvement 
from a vacancy rate of 25% to a current vacancy rate of 21%.
A harm review is being commissioned and close to completion, to identify the level of risk associated and driven by contractor vacancies. 
This is nearly upon completion, but the initial feedback is the incidents are very little harm / low harm coming through.
The Joint vehicle audit regime has been reviewed and improved upon significantly. We are now seeing high returns of joint audits between 
MRCMs and Churchill. Churchill are reporting a 78% compliance score of their internal audits.
The RAG group will be independently reviewing the Churchill Capacity Risk – which is currently scored as an 8, however triangulation of 
the KPIs with the workload and the harm data will provide us with a better understanding of the risk and mitigations required.
Datix data for October shows a total of 99 Incident reports with 71 no harm ,13 being low harm and 15 near miss events.( some of 
October incidents are currently being reviewed. September shows a total of 74 Incident reports with 47 no harm 7 being low harm and 20 
near miss events. The quality of the Datix reporting process has been reviewed and improvements are in progress – the MRC Lead is 
escalating any that are determined to require escalation , the MRCMs are discussing shared learning of any incidents with the Churchill 
account managers and the joint vehicle audits should start to highlight any discrepancies.
Churchill are currently reviewing their deployment model to provide us with a proposal to better match our needs with the limited 
capacity to better mitigate risk in geographies with of lower compliance in the meantime.

QUALITY & SAFETY
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Violence & Abuse

There is a slight upward trend within the data, though not statistically significant at this point.
Reported incidents have risen to be on average 118 per month.  ASB is not significantly higher in November, with 33 
recorded in September and lower than 44 in October. Assaults have not risen significantly over the last 4 months. There is 
a rise in verbal abuse both in November and December that can be attributed to incidents reported by call handling 
centres.

Staff reported 131 violence and aggression related incidents in November 2023.
The sub-categories of these incidents are shown below:
• 60  verbal abuse
• 33 Anti-Social Behaviour
• 24 assaults

Staff reported 127  violence and aggression related incidents in December  2023.
The sub-categories of these incidents are shown below:
• 56 verbal abuse
• 22 Anti-Social Behaviour
• 26  assaults

What actions are we taking?

• A task & finish group has concluded the action from the HSE visit. Face to Face Conflict Resolution Training (CRT) is 
scheduled to commence for road staff in April 2024. Two new Trainer posts will be advertised to be responsible for 
delivering training.  Resilience is built into the training through four other staff members being trained to deliver the 
course content.

• Monthly monitoring at the Violence Reduction working group and Health & Safety group continues.
• We continue to triage all incidents and provide contact and support to staff  if appropriate in reporting to police for 

investigation. The Trust now has two Violence Reduction Security officers to manage incidents and support staff.
• Monthly partnership meetings  are held with police to provide updates on cases involving our staff.
• Carriage of BWC has increased by 266% since the completion of the expansion across the entire Trust..
• Partnership working internally with frequent caller teams and history marker group to improve sanctions and 

processes.

What changes do we expect from these actions ?

• An increase in staff confidence and satisfaction that we are taking V&A seriously as a Trust
• Increased use and sharing of BWC and CCTV Data with police partners to increase sanctions.
• Increased contact and  support for staff from having an additional Violence Reduction Security Officer. 
• A possible shift in trend during 2024. Comparison  of data continues to show steady increases  month by month in 

comparison to last year. Data suggests that assaults have not increased over the last 5 years, it is the reporting of 
verbal aggression by staff that has increased, particularly in call handling centres.

Safety in the Workplace (3 of 3)QUALITY & SAFETY
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Summary
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Overview (1 of 2)
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