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Quality 

Domain
Metric Sept-21 Highlights from this report by quality domain Metric Sept-21 Potential risk/concerns and actions being taken

Safe

Rate of Low/No 

Harm Incidents per 

1000 Contacts - 999

2.4
Incidents: The Trust continues to see consistent incident

reporting which indicates a good reporting culture as well

as a culture of openness. The number of incidents graded

moderate harm and above has increased due to the high

levels of demand being experienced. Delays identified will

undergo a Structured Judgement Review (SJR) to look at

the impact this had on care and treatment.

Infection Prevention & Control:

Hand Hygiene compliance for September 2021 is 98%.

Compliance exceeds the expected Trust target of 90% for

the group station that submitted data. Of note, 14 out of 18

group stations submitted OWR data for September 2021.

Vehicle prep deep clean compliance remains positive at

the Trust’s expected target of 96%.

Premises cleaning for 18 Group Stations/Services who

submitted data for analysis provides a Trust compliance of

95%. This score continues to exceed the Trust

performance target of 90%. Stations that failed to achieve

90% are escalated to the facilities manager to establish

why and ensure remedial actions are put in place.

Overdue

incidents
956 

Overdue Incidents: There are 956 overdue incidents which have been opened on the system longer

than 35 working days (this excludes SIs, PSIIs & PSRs).

Action being taken: There is currently a comprehensive system wide review underway of overdue

incidents in all stages of the incident workflow. This is being undertaken by the Quality teams in

conjunction with key stakeholders for each area.

Medical Equipment continues to be one of the highest reported categories of patient safety

incidents. The majority of these are failure of devices rather than missing devices which had

previously been seen over the course of the year.

Actions being taken: There are currently several parallel activities ongoing regarding medical

equipment including working with the Guys and St Thomas Trust Medical Physics Team to provide

guidance and input into the overarching management of medical devices within the Trust.

Safeguarding Level 2 & 3 Training: The number of trained staff is below the Trust target of 90%

with a particular concern with the number of staff trained in IUC services.

Action being taken: The Safeguarding team have ensured that there are sufficient places on training

courses throughout 2021/22 and are working with IUC to ensure staff are released to attend training.

There will be the ongoing challenge to ensure staff attend training due to activity and demand on the

Trust including changes in REAP levels.

Trajectory: To achieve 90% compliance for both training by March 2022.

Statutory & Mandatory Training: As of 30th September, the compliance rate was 81% which is

tracking below the Trust wide 85% target. The compliance rate has decreased by 1% when compared

with the August figure.

Action being taken: Regular reports are sent to managers and individuals to remind them of when

training is due.

Rate of Low/No 

Harm Incidents per 

1000 Contacts - IUC

1.0

Medical 

Equipment

Incidents Report

119

OWR Hand Hygiene 

Compliance 
98%

Percentage of 

Level 2 

Safeguarding 

Training

79%

VP Deep Clean A&E 

Vehicles
96% Percentage of 

Level 3 

Safeguarding 

Training

59%

Premises Cleaning 

Audit
95%

Statutory & 

Mandatory 

Training 

Compliance

81%

Effective   

ROSC to Hospital 

(AQI) - Reported 4 

Months in Arrears

ROSC At Hospital

28%

Ambulance Quality Indicators (AQIs):

The Trust ranked 2nd amongst all ambulance services for

ROSC to hospital in the overall group (28.4%) against a

national average of 26.5%.

Post ROSC Care Bundle data for April ranks the Trust 3rd

with 85.5% which is greatly above the national average of

77.0%. There were 101 defibrillator downloads saved in

May 2021 – which is 31% of all resuscitation attempts.

In May 2021 the Trust returned to “Best in class” for the

mean call to hospital metric for suspected stroke patients

(01:16) after dropping to 2nd for April, this is well above the

national average of 01:28.

In terms of our Stroke Diagnostic Bundle data, the Trust

has improved from a ranking of 10th place in February

2021 to 8th in May. In the same month, the Stroke

Diagnostic Bundle was performed on 95.9% of suspected

stroke patients, and remains significantly below the

national average of 98.0%.

MCA level 1 

training
93%

MCA Level 1 & 2 Training: MCA level 1 is 93% and slightly below the 95% target. Level 2 training is

currently not offered.

Action being taken: Plans to include this in 2021-22 CSR programme are being developed.

PDR: Compliance has fallen to 59% down from 68% reported in August. This is being impacted on by

REAP 4 as PDRs are stood down at this extreme level of pressure.

Action being taken: People and culture are working closely with Corporate teams (who have lower

compliance levels than frontline teams) to improve their compliance levels. This includes weekly PDR

reports to highlight team members who have an expired PDR date and those who are due to expire in

the coming three month period.

CPI Completion rates: Due to operational pressures associated with REAP 4, Clinical Team

Managers have been required to fulfil frontline duties resulting in a substantial drop in CPI completion

across the Trust.

Action being taken: To counter this, where paramedics on non-patient facing duties are available

they are being allocated CPI audits for Group Stations with the lowest completion rates.

OWR compliance: This is currently at 55% which is down from 59% reported in August. This

remains below the Trust target of 85% and further action is required.

Language Line: The number of lost calls has been increasing over the last year. This is due to

increased activity/demand on the service.

Action being taken: The Trust entered into a new contract with Language Line on the 1st June 2021

which includes specific KPIs relating to longest time to answer / language not available metrics. A

number of actions are to be progressed but are being impacted on by the current demand being

experienced.

Personal 

Development 

Review (PDR) 

Compliance

59%
Post ROSC Care 

Bundle 
85.5%

CPI -

Completion 

Rate (% of 

CPI audits 

undertaken)

80%

Stroke - Call to 

Arrival at Hospital 

mean (hh:mm)
01:16

Operational

Workplace 

Review 

(OWR) 

compliance: 

55%

Language line 

% of Lost 

Calls

1.31%

Quality Report Summary
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Quality 

Domain
Metric Sept-21 Highlights from this report by quality domain Metric

Sept-

21
Potential risk/concerns and actions being taken

Caring
Number of CMC care 

plans viewed by LAS

5617

End of Life Care: The number of CMC views remains 

positive. The EoLC team have launched an educational 

programme which includes bitesize sessions on a wide range 

of topics including communication, medication and care after 

death. The sessions are available monthly and are delivered 

virtually. They are aimed to reach all clinical staff, including 

colleagues in IUC and EOC.

Responsive

Number of Public 

Engagement 

Events

9

Number of Public Engagement Events: The Public 

Engagement Team held 9 events in September which 

reaching an approximate audience of 2,085 on the following 

topics Drugs and Alcohol, Choose well, knife crime and an 

introduction to first aid.

Number of 

Complaints 

breaching 

the Trusts 

35 day 

timeframe 

80

Complaints: The number of complaints breaching the Trusts 35 day timeframe has increased

due to various factors including operational pressures associated with REAP 4.

Action being taken: The complaints team are revising processes including peer reviewing and

further embedding the CEO sign off process. The team are working closely with all internal

stakeholders to ensure that the exact reason for the complaint is understood to help to improve

their turnaround. As a pilot site for the new NHS Complaint Standards, we will be identifying a

cohort of complaints that can be managed using this methodology for a trial period.

Well led

Percentage of All 

Risks Reviewed 

Within the Last 3 

Months

100%

Risk Management: The Trust’s compliance in September was 

100% for risks reviewed within the last 3 months and 100% of 

all new risks approved within 1 month (the target for both is 

90%). The team continued to focus on this area with an aim to 

maintain 100% compliance for all risk. % of all 

policies in 

date
37%

Policies: There remains no policies overdue for a review with 69 under review and 41 in date.

The number of in date policies has increased by 2% since the last quality report produced in

August 2021.

Action being taken: Since receiving ExCo approval of a revised process the initial review of

outstanding policies will utilise a checklist questionnaire which will prompt the rationalisation of

polices through combining, grouping and re-categorising as procedures where appropriate.

Trajectory: Operational pressures continue to impact the 90% compliance trajectory as the

process is directly impacted by REAP levels and approval committees. The revised approvals

approach will reduce operational impact and the team continue to work towards 90%

compliance.

Quality Report Summary
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999 Operational Context 

In September 2021 there were 15,690 long delays, 10% of these resulted in a blue call.

This is 32% increase from August 2021. From the table below we can see from Apr’21 – Jul’21, each month

the number of long delays have nearly doubled from the previous month. The last 3 months Jul-Sep21, the

number of long delays have remained extremely high.

The top three determinants where a long delay incurred was:

• DX012 - Emergency Ambulance Response (Category 3) (7% n = 1086)– 54 required a blue call

• DX0112 –chest pain (7% n = 1062) – 70 required a blue call

• 36C5A – Protocol 36 Pandemic Card High Risk Conditions (5% n = 774) – 60 required a blue call

47% (n=7340) experienced a long delay were not conveyed and 53% were conveyed. It was also found that

21% (n=3310) of all long delays occurred between the hours of 17:00 and 20:00.

Action being taken include:

Forecasting and planning focus remains a part of the Strategic Response Group (SRG)

Daily operational performance review and actions via the Strategic Delivery Group (SDG)

Daily clinical safety reviews and daily patient safety reviews to oversee quality and clinical safety and

continuous improvement.

The service is meeting some operational delivery KPIs, with response times for Cat 1 within national set timeframes. There have been 

some challenges in call handling and the delivery of Category 2, 3 and 4. Actions are being taken to recover performance. 
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IUC Operational Context

The performance of 111 call handling against strategic objectives is being monitored closely to ensure performance is being managed within set 

performance targets/thresholds for IUC in SEL/NEL/NWL.

September again saw particularly high call volumes, 63,482 for ‘Contract calls offered’, up from August (62,215) an increase of 1,267 calls in SEL. Proportion of Calls Abandoned’ deteriorated to

18.4% this month, there is investigation as to why there is such a large number of calls abandoned before 30 seconds. One theory is calls are they being transferred from elsewhere and not being

properly accepted by the telephony system.

In September, NEL received 75,212 calls and answered 68,328 calls which was approximately 63% over predicted base call volumes. NEL finished on 75% against 60 second call answering

performance with an abandonment rate of 4.6%. Unfortunately NEL did not meet 95% KPI in September. Performance was particularly challenging in the first week of September resulting in KPI

below 80%. Challenges continued throughout September with only 4 days where performance was above 90%.

In September, we have continued to see a high the daily profile of calls arriving at NWL. Following the contract baseline being increased by 31% from September 2021 and the combination of the

daily profile activity aligned across the partnership, we are beginning to see more consistent delivery of the contract across NWL. Abandonment rate performance deteriorated by 2% from August

to 6.2% in September. Calls Answered in 60 seconds also deteriorated to 58.7% in September, the worse performance since December.
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IUC Operational Context

n KPI on or ahead of target

n KPI off target but within agreed threshold  

n KPI off target and outside agreed threshold

n KPI not reported / measurement not started

The performance of 111 call handling against strategic objectives is being monitored closely to ensure performance is being managed within set 

performance targets/thresholds for IUC in SEL and NEL.
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1. Safe

We must ensure we protect our patients and staff from abuse and avoidable harm. Our overall performance in this area over the past 

month is summarised by our Trust-wide Scorecard. 

For further assurance we then provide additional data and analysis on:

• Patient Safety

• Infection Control

• Medicine Management

• Safeguarding

• Health and Safety

• Clinical & Non Clinical Claims and Legal Inquests

• Outcome of Quality Visits (Environmental & Equipment)

• Statutory and Mandatory Training

Outstanding Characteristic: People are protected by a strong comprehensive safety system, and a focus on openness, transparency 

and learning when things go wrong.
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Owner: Helen Woolford  |  Exec Lead: Dr. John Martin

The number of patient safety incidents reported per month remains positive which

indicates a good reporting culture as well as a culture of openness.

The highest reporting month of December correlates to the second COVID19 wave on

the service in the winter of 2020.The number of patient safety remains above the mean

in September 2021, with 700 incidents reported.

The rate of incidents reported per 1000 EOC contacts has slightly decreased the last

few months, this is because the number of EOC contacts has increased, hence the rate

of incidents is lower.

Likewise, the graph on the left, shows a decrease EOC contacts resulted in a face to

face incident as a result of the increase in EOC contacts. In September there were

194,691 EOC contacts, of which 88,125 resulted in a Face to Face incident.

1. Safe - Patient Safety Incident Reporting Context

The number of patient safety incidents reported across the 999 service remains steady when compared against the number of EOC contacts and face to 

face incidents. 
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Analysis of SPC graphs:
The number of reported no and low harm incidents continues to be monitored to manage themes/trends

emerging. This is reviewed and acted upon monthly via the Trust’s Safety Investigations Assurance and Learning

Group (SIALG). The number of no harm incidents remains above the mean.

There has been an increase in low harm incidents, with 70 reported in September. There were a number of PSIs

reported which were identified from CARU via the Clinical Audit. There was also an increased number of delays

identified from the daily BI data.

The number of moderate, severe and death patient safety incidents remains high. This is due to an increase in

the number of delayed response incidents highlighted via the team’s daily review of delays experienced both in

call answering and dispatch of resource. In addition, 1 of the 5 death incidents and 2 of the 14 moderate harm

incidents were found via the re-contact audit which is auditing the months of December 2020 and January

2021;the height of the winter COVID19 wave experienced by the Trust.

1. Safe – 999 Patient Safety Incident Management

The severity of harm of patient safety incidents indicates a good reporting culture of no and low harm incidents. Moderate harm and above incidents are 

reviewed for an enhanced investigation in line with the Patient Safety Incident Response Framework. 

0

100

200

300

400

500

600

700

A
p

r-
1

9

M
a
y
-1

9

J
u

n
-1

9

J
u

l-
1
9

A
u

g
-1

9

S
e

p
-1

9

O
c
t-

1
9

N
o
v
-1

9

D
e
c
-1

9

J
a

n
-2

0

F
e
b

-2
0

M
a
r-

2
0

A
p

r-
2

0

M
a
y
-2

0

J
u

n
-2

0

J
u

l-
2
0

A
u

g
-2

0

S
e

p
-2

0

O
c
t-

2
0

N
o
v
-2

0

D
e
c
-2

0

J
a

n
-2

1

F
e
b

-2
1

M
a
r-

2
1

A
p

r-
2

1

M
a
y
-2

1

J
u

n
-2

1

J
u

l-
2
1

A
u

g
-2

1

S
e

p
-2

1

No Harm Mean UCL LCL

0

20

40

60

80

A
p

r-
1

9

M
a
y
-1

9

J
u

n
-1

9

J
u

l-
1
9

A
u

g
-1

9

S
e

p
-1

9

O
c
t-

1
9

N
o
v
-1

9

D
e
c
-1

9

J
a

n
-2

0

F
e
b

-2
0

M
a
r-

2
0

A
p

r-
2

0

M
a
y
-2

0

J
u

n
-2

0

J
u

l-
2
0

A
u

g
-2

0

S
e

p
-2

0

O
c
t-

2
0

N
o
v
-2

0

D
e
c
-2

0

J
a

n
-2

1

F
e
b

-2
1

M
a
r-

2
1

A
p

r-
2

1

M
a
y
-2

1

J
u

n
-2

1

J
u

l-
2
1

A
u

g
-2

1

S
e

p
-2

1

Low Harm Mean UCL LCL

0

5

10

15

20

25

30

35

40

A
p

r-
1

9

M
a
y
-1

9

J
u

n
-1

9

J
u

l-
1
9

A
u

g
-1

9

S
e

p
-1

9

O
c
t-

1
9

N
o
v
-1

9

D
e
c
-1

9

J
a

n
-2

0

F
e
b

-2
0

M
a
r-

2
0

A
p

r-
2

0

M
a
y
-2

0

J
u

n
-2

0

J
u

l-
2
0

A
u

g
-2

0

S
e

p
-2

0

O
c
t-

2
0

N
o
v
-2

0

D
e
c
-2

0

J
a

n
-2

1

F
e
b

-2
1

M
a
r-

2
1

A
p

r-
2

1

M
a
y
-2

1

J
u

n
-2

1

J
u

l-
2
1

A
u

g
-2

1

S
e

p
-2

1

Moderate Harm Mean UCL LCL

0
2
4
6
8

10
12
14
16
18

A
p

r-
1

9

M
a
y
-1

9

J
u

n
-1

9

J
u

l-
1
9

A
u

g
-1

9

S
e

p
-1

9

O
c
t-

1
9

N
o
v
-1

9

D
e
c
-1

9

J
a

n
-2

0

F
e
b

-2
0

M
a
r-

2
0

A
p

r-
2

0

M
a
y
-2

0

J
u

n
-2

0

J
u

l-
2
0

A
u

g
-2

0

S
e

p
-2

0

O
c
t-

2
0

N
o
v
-2

0

D
e
c
-2

0

J
a

n
-2

1

F
e
b

-2
1

M
a
r-

2
1

A
p

r-
2

1

M
a
y
-2

1

J
u

n
-2

1

J
u

l-
2
1

A
u

g
-2

1

S
e

p
-2

1

Servere Harm Mean UCL LCL

0

10

20

30

40

50

60

70

A
p

r-
1

9

M
a
y
-1

9

J
u

n
-1

9

J
u

l-
1
9

A
u

g
-1

9

S
e

p
-1

9

O
c
t-

1
9

N
o
v
-1

9

D
e
c
-1

9

J
a

n
-2

0

F
e
b

-2
0

M
a
r-

2
0

A
p

r-
2

0

M
a
y
-2

0

J
u

n
-2

0

J
u

l-
2
0

A
u

g
-2

0

S
e

p
-2

0

O
c
t-

2
0

N
o
v
-2

0

D
e
c
-2

0

J
a

n
-2

1

F
e
b

-2
1

M
a
r-

2
1

A
p

r-
2

1

M
a
y
-2

1

J
u

n
-2

1

J
u

l-
2
1

A
u

g
-2

1

S
e

p
-2

1

Death Harm Mean UCL LCL



11

Owner: Helen Woolford  |  Exec Lead: Dr. John Martin

1. Safe – 999 Overdue Incidents

The number of overdue incidents on the Trust’s risk management system, Datix, continues to be monitored centrally with action being taken within 

sectors/directorates to ensure investigations are completed and action are moved to closure.  

There are 956 incidents (as of 15/10/2021) which have been opened on the system longer than

35 working days (this excludes SIs, PSIIs and COVID19 reviews). This is a slight decrease from

August 2021, which saw 990 overdue incidents recorded. This breaks down to:

• 520 patient incidents

• 222 staff incidents (11/12 overdue moderate harm incidents are staff related)

• 8 visitor incidents

• 206 Trust related incidents

On average between Oct’20 – Sep’21, 1367 incidents are reported monthly on the system and

1389 incidents are investigated and moved to Quality check for final closure. During September

2021 the number of incidents reported was slightly lower than average and the number of

incidents moved to Quality Check similar to the average.

All incidents continue to be monitored daily by the Incident and Risk Hub. The Quality

Governance and Assurance Managers (QGAMS) also work with the sectors/depts. to ensure

incidents are investigated in a timely manner. Of the overdue incidents, the highest number, 116

incidents (12%) sits within both the North West Sector and the South East Sector joint

respectively. In regards to harm levels, 85% of overdue incidents have been labelled as No Harm

and 14% as Low Harm.
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The top 3 incident categories in September 2021 were Security – Violence,

Aggression and Abuse, Medical Equipment & Dispatch and Call.

Themes relating to medical equipment indicate that there has been a change from

missing equipment to failure of equipment in recent months.

There are currently several parallel activities ongoing regarding medical equipment.

The trust is actively engaging with Guys and St Thomas Trust Medical Physics

Team to provide guidance and input into the overarching management of medical

devices within the trust. This is a collaborative approach with GSTT, Safety and

Risk, the Medical Directorate and Strategic Assets and Property. Key aspects of

this include the imminent roll-out of asset tagging and traceability and the ability to

batch trace consumables and recall assets, additional support from suppliers with

workshop activities, trials of 2 methods of improved diagnostic pouch management

and the move to the new warehouse and workshop at Rainham.

Of the 80 Dispatch and Call incidents, 56% were due to a delayed response, 15%

due to an incorrect address/location being entered by EOC. All delayed response

incidents are undergoing a Structured Judgement Review to identify any additional

learning.

Owner: Helen Woolford  |  Exec Lead: Dr. John Martin

1. Safe – 999 Incident Category Analysis

Incident trends and themes are monitored by the Trust’s Safety Assurance and Learning Group to ensure improvement and actions are being taken to 

address recurrent incidents.   
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Analysis of SPC graphs:

There has been an increase in the number of no harm incidents reported in the last year, the reason for the

increase in no harm incidents is because IUC have increased incident reporting for language line issue, a new

category has been added on Datix for such issues, supervisors and team managers are working hard to ensure

they report all incidents of issues to help provide improved learning and promote a good reporting culture within

LAS.

The number of incidents reported within IUC increased in September 2021 compared to August 2021. This was

due to the increase of incidents reported in SEL, which can be attributed to longer waiting times due to the

current pressure on all services. Staff were reminded over the last few weeks on the importance of incident

reporting and how important this is for the Trust. The call volume remains high.
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Owner: Helen Woolford  |  Exec Lead: Dr. John Martin

1. Safe – IUC Incident Management

There are 133 incidents (as of 15/10/2021) which have been opened on the

system longer than 35 working days (this excludes SIs & COVID 19

reviews).

This breaks down to 115 Patient incidents, 12 Staff incidents, 3 Visitor

incidents and 3 Trust related incidents.

80% of incidents are in the Local Review stage and 20% in the Away for

Review stage. 95% of incidents have been classified as No Harm.

The severity of harm of patient safety incidents indicates a good reporting culture of no and low harm incidents. Moderate harm and above incidents are 

reviewed for an enhanced investigation in line with the Patient Safety Incident Response Framework. 
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The top 3 Incident categories in September

2021 were Communication Care & Consent,

Call Handling and Clinical

Assessment/Advice.

The number of Communication, Care and

Consent incidents has increased

substantially. This is because

Confidentiality incidents have now been

reclassified as Communication, Care and

Consent and recorded under this category,

hence there has been an increase.

The service is working on developing

further IUC specific categories that will help

provide further improved trend analysis

within the service.

Owner: Helen Woolford  |  Exec Lead: Dr. John Martin

1. Safe – IUC Incident Category Analysis

Incident trends and themes are monitored by the Trust’s Safety Assurance and Learning Group to ensure improvement 

and actions are being taken to address recurrent incidents.   
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Owner: Helen Woolford  |  Exec Lead: Dr. John Martin

1. Safe – Patient Safety Incident Response Framework (PSIRF)

The Trust continues to test and develop the Framework to ensure it is correctly embedded within supporting processes and governance structures. All 

learning is fed back to NHS E/I to support the national development of the overall framework ahead of national roll out in 2022.

During September 2021, a total of 62 (including NHS 111) reported incidents were assessed under the Patient 

Safety Incident Response Framework (PSIRF) and the Trusts Patient Safety Incident Response Plan (PSIRP). 

Of these 62, 38 were identified as requiring an enhanced level of investigation. The breakdown of the 38 are as 

follows:

4 incidents met the Nationally - defined priority requiring an internal investigation where a death was clinically 

assessed as more likely than not being due to problems in care. This case had been first reviewed by the Trust’s 

Learning from Death process.

2 incidents met the Nationally – defined priority requiring an external investigation. Both incidents met the criteria 

for an HSIB-led PSII.

1 incident met the Trusts PSIRP under the Local Priority of Clinical assessment of spinal injuries and is being 

investigated as a PSII.

2 incidents met the Trusts PSIRP under the Local Priority of Call Handling and are being investigated as PSIIs

1 incident met the Trusts PSIRP under the Local Priority of Face to Face Clinical Assessment and is being 

investigated as a PSII.

1 incident met the Trusts PSIRP under the Local Priority of Enhanced Telephone Clinical Assessment and is being 

investigated as a PSR, specifically case reviews

2 incidents did not meet the Trusts PSIRP and is being investigated as a PSR - case review. This was regarding 

the management of a paediatric patient and also regarding the management of a held call which had been received 

from the MPS. 

2 incidents are being investigated as part of a thematic review looking at the non conveyance of patients during the 

winter Covid-19 wave.

23 further incidents did not meet the Trusts PSIRP and are are being investigated as a PSR via a structured 

Judgement Review. The incidents involve a delayed response with the possibility of harm caused as a result. 

The remaining 24 incidents were referred to Sector/Department management teams to continue with a local 

investigation.  

The following mitigating actions have taken place:

• Areas of discrepancy have been highlighted regarding the SOPs to manage calls from the MPS. These are 

being aligned.

• Themes from patient safety incident have been shared with managers via the Monthly Managers Incident and 

Learning meeting which is hosted by the Quality Improvement and Learning Team. 

National Priority – Patient Safety Incident Investigations (PSII)

Local Priority – Patient Safety Incident Investigations (PSII)

Patient Safety Review (Non PSII) including Thematic Review

Local Review

Implementation of PSIRF: 

The Trust went live with the PSIRF on the 1st April 2021 and the focus is now on 

developing a set PSRIF process and governance structure that will be tried and 

tested.

The implementation has seen strengthen governance and assurance processes 

regarding investigation of incidents from the point of being reported, ensuring that 

those meeting the PSII criteria are escalated in a timely manner to the PSIP for 

confirmation.  In terms of assurance, this has been further strengthen for those 

incidents re-categorised with clear rationales and clinical reviews recorded on the 

incident records. 

The team have engaged with the Trust’s Patient and Public Council (PPC) to support 

the development of the desired patient standards as part of the PSIRF. 

Next Steps of the implementation:

• Continue to implement Framework and communicate across the service

• Continue to attend monthly PSIRF webinars with early adopters to feed back and 

also learn from others.  

• Develop the QI element of the framework which is a current quality priority. 
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There continues to be a focus on SI actions, at the end of September there were

163 open actions, of these 17 were overdue. There are certain processes in place

to monitor and encourage prompt completion of actions including:

• Action owners are made aware of the overdue action by the Datix system which

sends a reminder every 2 days.

• The team makes contact with the owners by various correspondence to get

updates on the action, provide support where possible and ensure that actions

are being addressed.

• Overdue actions are also monitored at the Safety Investigation Assurance and

Learning Group (SIALG) where escalations to departments are communication,

if required.

There are 2 incidents which are oldest and highest in priority:

Finance and Estates to continue with the roll out of Drug Room Project (Secure

Drug Rooms)

Update: The project is being progressed.

The Trust should consider moving towards electronic access to all LAS premises.

This will ensure that local managers have oversight of individuals who have

accessed their stations, reduce workload on the resource coordinators and local

management when changing door codes. Additionally access to LAS buildings can

be restricted should a member of staff leave the Trust.

Update: Action owner has changed numerous times since creation, and will shift to

a new responsible manager in the coming weeks. There is current focus on estate

consolidation, and infrastructure.

Overdue actions by Sector / Department 

1. Safe – Safety Investigation Actions

Overdue actions by priority of action

The number of safety investigation actions on the Trust’s risk management system continue to be monitored centrally to ensure they are closed within 

their set timeframe.   

Owner: Helen Woolford  |  Exec Lead: Dr. John Martin
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1. Safe - Medicine Management 

• No unaccounted for losses of schedule 2 controlled drugs

• Total of 41 other controlled drug (CD) incidents including 

• Documentation errors (n=18)

• Drug usage not accounted for (n=2)

• Morphine retained off-duty (n=5)

• CD unsecured (n=2)

• Breakages, wastage or damage (n=14)

• Inappropriate ketamine dose (n=1)

• Non-controlled drugs incidents

• Kitprep discrepancy (n=5)

• Breakages (n=10)

• Drugs unsecured (n=5), safe failure (n=1), missing (n=2) or supply issue (n=1)

• Medication error by non-LAS staff (n=14)

• Inappropriate administration of diazepam (n=3), paracetamol (n=5), adrenaline (n=2), aspirin 

(n=2), ibuprofen (n=2), hydrocortisone (n=1), TXA (n=2).

Assurance 

• Incidents where morphine retained off duty identified in a timely fashion 

ensuring drugs returned and secured promptly.

• Reduction in supply chain issues

• Reduction in CD incidents

Actions

• Procurement of IT infrastructure to support paramedic prescribing 

underway

• Medicines packing unit work complete and now operational

• PGD review underway

Owner: Timothy Edwards  |  Exec Lead: Dr. Fenella Wrigley
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1. Safe - Medicine Management Audits

Owner: Gavin Mooney |  Exec Lead: Dr. Fenella Wrigley

The inspection results are based on the numbers of 

inspections which take place only. Year on year comparison 

shows notable difference since station consolidation; 

inspection trends on the decline since increase of REAP and 

redeployment of CTM/IROs/APPs. Likely to remain steady in 

lieu of REAP4 currently. Average score declined by 1% 

compared last reporting period. 

Action plans for lowest scoring stations / areas sit with 

respective SMT / QGAMs
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We continue to have good uptake of the Level 3 Safeguarding training with positive feedback about the content and delivery. Compliance from Integrated Urgent Care (IUC) on Safeguarding level 2 training remains a concern. The 

issue appears to be impacted by IUC staff not having protected time for Core Skills Refresher (CSR). Positively, the numbers have increased in recent weeks and is regularly discussed within IUC at Governance meetings.

Adult safeguarding referral to local authorities remains within normal range       Child referrals to local authorities remains within normal range Welfare concerns are within normal reporting numbers.                                                                                             
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1. Safe - Safeguarding 

Owner: Alan Taylor  |  Exec Lead: Dr. John Martin
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Owner: Alan Hay   |  Exec Lead: Dr. John Martin

EBS works to deliver the trust’s safeguarding referral process, as

well as arranging falls and diabetes referrals, and coordinating and

facilitating of ex-utero transfer in London, Kent, Surrey and Sussex

and in-utero transfers in London.

September 2021:

• Total adult safeguarding calls: 1,163

• Total child safeguarding calls: 1,072

• Perinatal calls: 154

• Falls and diabetes calls: 1,022

Highlights / lowlights

• Safeguarding referral calls have stabilised at around 2,100 a 

month, a slight increase on pre-pandemic levels. Some of 

the features of pandemic demand, particularly very high 

levels of child referrals, are receding.

• Falls volumes have dropped slightly which is usual / 

seasonal.

• Work underway, as part of the Clinical Contact On Scene 

Time initiative, to create an electronic referral method for 

crews to make falls referrals. This will lead to a significant 

saving in JCT – yet to be formally quantified, but several 

hours a day.

• Changes implemented to streamline Prevent and Maternity 

Alert processes.

• Difficulties persist with Avaya CM7, complicated by issues 

arising around a planned outage

Current focus:

• Devise and implement new Falls process

• Work with IM&T colleagues to resolve Avaya CM7 issue

• Work on ePCR project
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EBS activity year to end Sept 2021

Safeguarding calls Perinatal calls Falls & Hypo calls

Total referralsAdult SG Child SG

London 

NTS KSS NTS IUT Falls Hypo

October 20 1274 1289 119 27 29 1400 83 4221

November 20 1195 1296 114 28 34 1398 108 4173

December 20 1181 921 116 35 29 1493 99 3874

January 21 1385 883 103 26 22 1433 95 3947

February 21 1251 1033 83 23 23 1260 85 3758

March 21 1261 1428 97 18 21 1303 94 4222

April 21 1196 1383 87 30 23 1201 68 3988

May 21 1216 1669 111 42 21 1149 92 4300

June 21 1200 1284 117 24 33 1106 99 3863

July 21 1187 1224 143 36 21 1095 86 3792

August 21 1220 1007 115 34 27 1037 80 3520

September 21 1163 1072 99 29 26 961 61 3411

1. Safe - EBS
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1. Safe – Safeguarding DBS Checks 

Non-Clinical 

308 C&E Communications & Engagement L4

308 CHX Chief Executive L4

308 COO Chief Operating Officer Management L4

308 ITS IT & Technical Services L4

308 P&P Programmes & Projects L4

308 PER Performance L4

308 SAP Strategic Assets & Property 

L4

Owner: Alan Taylor  |  Exec Lead: Dr. John Martin

308 CORP Corporate Governance L4

308 FIN Finance L4

308 MED Medical L4

308 NED Chairman & Non Executive L4

308 P&C People & Culture L4

308 Q&A Quality & Assurance L4

308 S&T Strategy & Transformation L4

DBS Checks Assurance Template - As at 30th September 2021

Total 
number 

requiring 
DBS checks

Total number 
of recorded 
DBS checks

Percen
tage

Starters
DBS Rechecking 

-
Non compliant

Sept
2021 

position 

Change from 
previous 
month 

Comment

Ambulance Services 4138 4122 99.6% 16 19 24 -5 - DBS rechecking  - we have given a final deadline for 
22nd October and will then escalate to Directors for 
resolution
- bank staff will not be booked for shifts without a DBS 

check
- there are 27 Emergency Responders out of the 43 

required checks for non-clinical teams

Integrated Patient Care 1306 1303 99.8% 3 2 7 -5

Non-Clinical (Corporate Teams) 
(inc ERs)

409 389 95.1% 20 1 1 0

Ambulance Services (Bank) 393 389 99.0% 4

Total 6246 6203 99.3% 43 22 32 -10
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1. Safe - Infection Prevention and Control

14/18 group stations submitted OWR data for September 2021. Overall submissions totalled 331 during August.

Following an in-depth review of last years audit programme and presentation of these findings to IPCC, QOG &

QAC, the OWR hand hygiene element submission targets were lowered to 55% of staff count per station as of

April 21. Group stations manage their respective annual trajectory for OWR submissions and it is acknowledged

by the IPC Committee that this may have resulted in some monthly zero submissions throughout the year.

16/ 18 Group Stations and 2 IUC Services submitted data for analysis in August 2021.Overall Trust compliance for September is 95%. This score continues to exceed the Trust performance target of 93%. In response to the COVID-19 

situation, some Ambulance station premises have been temporarily closed to consolidate resources and therefore not all group stations were occupied. In those instances cleaning audits were not carried out. Stations that failed to achieve 

the required  performance target of 90% have been escalated to the facilities manager , who has been asked to establish why this has happened and what remedial actions  have been put in place by the contractor, Lakethorne. Westminster 

has submitted data for this month and is above required limit. Actions: Scores below 90% escalated  to facilities manager 

Trust compliance for September is 96%, meeting the Trust target of 95%. In response to COVID-19, 6 vehicle 

decontamination hubs were organised at: Brent – NW Sector, Isleworth – NW Sector, Bromley – SE Sector, St Helier –

SW Sector, Ilford – NE Sector & Silvertown – NE Sector - was the hub where the Nightingale vehicles were cleaned.

A total of 10 incidents were reported via Datix for contaminated sharps injuries and exposure to BFE in Sep 2021.

• 3/6 BFE incidents reported this month were as a result of true exposure to body fluids (BFE)

• All 4 incidents reported this month were as a result of true contaminated sharps injuries

Overall the Trust OWR hand hygiene compliance for September 2021 is 98%.

Compliance exceeds the expected Trust target of 90% for the group station that submitted data

Actions: Reinforcing the importance of compliant Hand Hygiene practice has been communicated as part of the IPC

programme of work. Hand Hygiene audits as part of the OWR process were reviewed as part of the COVID-19 secure

process. An adapted measure was implemented for audits to take place at A&Es.

Owner: Claire Brown  |  Exec Lead: Dr. Fenella Wrigley
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1. Safe

Owner: Edmund Jacobs |  Exec Lead: Diane Scott

Reported RIDDORs related to Manual Handling (MSK) Incidents (Thematic Analysis) – September 2021

1. Safe – Health and Safety
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Findings

• The highest number (n=12) of RIDDOR incidents for Sept'21

occurred in the patients home.

• Total of 8 MSK related RIDDOR incidents reported during

September 2021.

• The RIDDOR related incidents reporting varies by month from

sector to sector with the highest reporting during Sept 2021.

• There is an average of 1 reported moving and handling incident for

every 2000 face to face attendances and an average of 3 working

days lost per 1000 attendances.

Actions

• The Wellbeing Strategy is being reviewed.

• A new video based learning package has been developed and is now part of CSR (Core Skills Refresher) for frontline staff. This highlights practical

manual handling best practice, along with some tips and tricks for using the small handling aids.

• The HS&S Team have completed the physio and MSK specification which will be incorporated within the wider proposed Service contract project.

• Monthly contract meetings with OH provider and The Physio Network to enable collaborative work and early identification of any trends or concerns.

• The MSK action plan has been updated and will be the focus of the steering group.

• Final design stage of Project Zero and looking to incorporate new ways of working and equipment into this project, such as self loading trolleys and

powered track chairs.

Assurances

• Under the Manual Handling Steering Group the HS&S Team has fed into the OH service re-tender. OH service re-tender project board have incorporated the MSK KPIs into the OH performance reporting. Currently all work is being

addressed through Manual Handling Steering Group.
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Notes:

• The graph and dash board (left side)

provides the Rate of reported Physical

Assault on Staff by Sector per 1000 face

to face Attendances.

• According to the number of reported

incidents: In all 5 sectors, approximately

one physical assault incident occurred

per every 2000 face to face attendances.

Sector
Rate of Physical 

Assaults on Staff

NW 0.54

SE 0.52

NC 0.62

NE 0.41

SW 0.46

Notes:
• The graph and dash board (above) provides the Number of reported Physical Assault on Staff by Patient & the Rate of reported Physical Assault on Staff by Patient per 1000 face to face Attendances over the last 12 months (Oct’20 to Sep'21 ).

Month
No of Physical Assault on 

Staff by Patient

Rate of Physical Assault 

on Staff by Patient

Oct-20 60 0.62

Nov-20 58 0.61

Dec-20 40 0.40

Jan-21 32 0.31

Feb-21 51 0.61

Mar-21 64 0.69

Apr-21 39 0.42

May-21 66 0.66

June-21 46 0.47

Jul-21 41 0.42

Aug-21 33 0.36

Sep-21 37 0.42

60 58

40
32

51

64

39

66

46
41

33
37

0.62 0.61

0.40

0.31

0.61

0.69

0.42

0.66

0.47

0.42

0.36

0.42

0.00

0.10

0.20

0.30

0.40

0.50

0.60

0.70

0

10

20

30

40

50

60

70

Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21

P
h

ys
ic

al
 A

ss
au

lt
 in

 R
at

e 
p

er
 1

00
0 

A
tt

en
d

an
ce

s

P
h

ys
ic

al
 A

ss
au

lt
 in

 N
u

m
b

er
s

No of Physical Assaults on Staff by Patient vs Rate of Physical Assaults on Staff by Patient per 1000 face 
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Key Update:

• 5 RIDDOR reportable Violence &

Aggression related incidents were

recorded during 2021/22 (up to end

September’21) .

NHS definitions of assault:

Physical assault – “the intentional application of force to the person of another, without lawful justification, resulting in physical injury or personal discomfort” (NHS Protect / NHS Employers).

Non-physical assault – “the use of inappropriate words or behaviour causing distress and/or constituting harassment” (NHS Protect / NHS Employers).

*NB: Clinical assault occurs when the assailant is not aware of their actions / lacks capacity. This September result from such things including the effects of prescribed medication, mental health issues, and post-ictal state.

1. Safe – Health and Safety Security
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181

59

34

7
12

5

Physical assault by
blow (Kick, punch,
head-butt, push,

scratch)

Physical assault by
grab/touch (Including

sexual)

Physical assault by
spitting (Sputum

landing on
person/clothing)

Physical assault by
biting

Assaulted with a blunt
weapon

Assaulted with a
edged weapon

Number of reported  Physical Assaults on Staff by Type (YTD) – 2021/22
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Number of reported Physical Assaults on Staff by Top 5 Sectors & Severity (YTD) –
2021/22

No Harm Low Harm Moderate Harm Severe Harm

Notes:
• A total of 298 Physical Assaults on Staff were reported during 2021/22 (up to end September'21).
• 149 (50%) of the incidents were reported as ‘No Harm/Near Miss incidents, whilst 149 incidents resulted in Harm. 139

(47%) of the harm related incidents were reported as ‘Low Harm and 10 (3%) incidents were resulted in Moderate Harm.
• 26 out of the 298 Physical Assaults on Staff were caused by others (ex: family member of the patient / by standers etc.).
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Number of reported  Physical Assaults on Staff by Influencing Factors (YTD)  2021/22 

Alcohol Mental Health Known Psyc.Disorder Head Injury Clinical Factors Drugs Medication RTC

Non Clinical Factors

Clinical Factors

Notes:

• Physical Assault – by blows, kicks/ assault to staff (61% , n=181) accounted for the highest number of incidents

reported during 2021/22 (up to end September'21).

Notes:

• CLINICAL Factor: 165 (55%) of the incidents occurred due to Clinical Factors, such as Mental Health (n=89), Known Psyc.Disorder (n=41), Head Injury (n=13), Clinical Factors (n=14), Medication (n=8).

• Non Clinical Factor: 133 (46%) of the incidents occurred due to Non Clinical Factors, such as Alcohol (n=92), and Drug (n=41).

Non 
Clinical 

45%

Clinical
55%

Percentage Breakdown of Factors (YTD)  2021/22

1. Safe – Health and Safety Physical Assaults
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1. Safe - Statutory & Mandatory Training 

In September, both statutory and mandatory training and PDR compliance continue to be affected by the REAP 4

level. As at 30th September we are currently tracking below our 85% target at 81%.

Actions: 

Regular reports are sent to mangers and individuals highlighting those who have any expired training as well as 

those who are due to expire in the coming three month period.

Owner: Chris Randall |  Exec Lead: Damian McGuinness 
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Statutory & Mandatory Training 

StatMan Training % Mean UCL LCL Target

TYPE Sep-21

Display Screen Equipment (3 Years) 84.15%

Duty of Candour (3 Years) 93.70%

EPRR Incident Response (Clinical) (1 Year) 42.19%

EPRR Incident Response (EOC) (1 Year) 67.45%

EPRR JESIP Awareness E-Learning (1 Year) 88.65%

EPRR JESIP Commander Classroom (3 Years) 62.81%

EPRR LAS Operational Commander Foundation (3 Years) 63.21%

EPRR LAS Tactical Commander Foundation Course (3 
Years)

77.27%

Equality, Diversity & Human Rights (3 Years) 91.03%

Fire Safety (2 Years) 92.45%

Fraud Awareness (No Renewal) 82.37%

Health & Safety Trust Board (1 Year) 64.71%

Health, Safety & Welfare (3 Years) 92.54%

Infection Prevention & Control Level 1 (3 Years) 94.39%

Infection Prevention & Control Level 2 (1 Year) 91.34%

Information Governance (1 Year) 70.31%

Medicines Management (1 Year) 91.36%

Medicines Management (NETS) (1 Year) 0.00%

Mental Capacity Act Level 1 (3 Years) 92.82%

Moving & Handling Level 1 (3 Years) 92.41%

Moving & Handling Level 2 (Load Handling) (3 Years) 61.76%

Moving & Handling Level 2 (People Handling) (1 Year) 72.80%

NHS Conflict Resolution (3 Years) 60.23%

Prevent Level 1 (3 Years) 81.43%

Prevent Level 2 (3 Years) 31.50%

Resuscitation Level 1 (1 Year) 80.60%

Resuscitation Level 2 Adults (1 Year) 70.87%

Resuscitation Level 2 Paediatrics (1 Year) 70.87%

Resuscitation Level 3 Adults (1 Year) 76.42%

Resuscitation Level 3 Newborn (1 Year) 76.40%

Resuscitation Level 3 Paediatrics (1 Year) 76.42%

Safeguarding Adults & Children Level 1 (3 Years) 94.85%

Safeguarding Adults & Children Level 2 (Clinical) (3 Years) 94.30%

Safeguarding Adults & Children Level 2 (EOC/111) (3 
Years)

63.67%

Safeguarding Adults & Children Level 3 (3 Years) 59.03%

Safeguarding Trust Board (3 Years) 29.41%
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1. Safe - Outcome of Quality Visits (Environmental & Equipment)

Owner: Lee Hyett-Powell |  Exec Lead: Dr John Martin

Q2: 57 Quality Visits Completed (Ambulance Stations)

91% average compliance (target: 90%)
Areas of concern are feedback to local management teams to ensure timely actions 

are created. Effectiveness of those local actions are monitored through further visits. 

A full thematic review will be conducted in October/November to establish actions.

Q2 21/22 Q1 21/22
Variation since 

last visit

Site 80.27% 91.44% -11.16%

Garage 82.73% 90.28% -7.56%

Dirty Utility 83.80% 84.24% -0.44%

Kitchen 87.42% 94.05% -6.63%

Security 89.12% 94.43% -5.31%

Offices 91.82% 94.57% -2.75%

Medicines 94.44% 95.90% -1.46%

Noticeboards 94.62% 95.60% -0.98%

Locker Room 97.08% 96.40% 0.68%

Question Q2 21/22

Variation since 

last visit

Staff members are adhering to Coronavirus PPE guidance 48.57% -39.66%

LAS marked vehicles inside the perimeter/garage are locked 50.00% -28.79%

Equipment that is unsafe, for repair has been tagged and correctly 

disposed of (Red boxes) 51.52% -33.67%

Hand sanitiser & f luid resistant surgical masks are available at all 

entrances to the building. They are visibly clean, in w orking order 66.67% -22.01%

Fire alarms & emergency lights been tested recently 69.39% -9.78%

Hard surface w ipes are available in all rooms for cleaning 

w orkstations/desks 72.55% -23.68%

Maximum occupancy signs are displayed for all rooms and adhered 

to 74.51% -0.96%

The PRF (Patient Record File) box is locked 75.00% -18.48%

There is evidence that frequent touch points are cleaned repeatedly 

throughout the day 75.51% -0.96%

Site

Sector Q2 21/22 Q1 21/22

Variation 

since last 

visit

North East 82.83% 84.32% -1.49%

North West 84.10% 94.53% -10.43%

South West 85.47% 91.03% -5.55%

R&SA 87.74%

South East 88.18% 95.11% -6.93%

North Central 89.88% 92.43% -2.55%

Question Q2 21/22

Variation since 

last visit
Vehicles are in date for their deep clean 29.41% -43.32%
Dirty linen is segregated correctly & in appropriate bags 41.46% -25.20%
Clinical w aste only is stored in designated area, locked & 

inaccessible to un-authorised persons 63.64% -20.81%

There is non-clinical w aste in the clinical w aste bin 64.44% -12.83%
Clinical w aste bags are cable tied 65.12% -25.79%

Garage

Question Q2 21/22

Variation since 

last visit

Security LAS marked vehicles inside the perimeter/garage are locked 50.00% -28.79%
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2. Effective

To be effective we must ensure that people’s care, treatment and support achieves good outcomes, promotes a good quality of life

and is based on the best available evidence. Our overall performance in this area over the past month is summarised by our Trust-

wide Scorecard. 

For further assurance we then provide additional data and analysis on:

• Clinical Ambulance Quality Indicators

• NICE and JRCALC Guidance Updates

• Clinical Audit Performance

• Handover to Green

• PDR & MCA Training

Outstanding Characteristic: Outcomes for people who use services are consistently better than expected when compared with 

other similar services.
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2. Effective – NICE Guidelines

Owner: Jaqualine Lindridge Exec Lead: Dr. Fenella Wrigley

National Institute for Health and Care Excellence (NICE) Guidance: Update Report - September 2021

At the time of writing, there are actions in progress for 10 articles of guidance.  This includes activity from the August and September 

summaries.  There are 3 articles of guidance which are overdue detailed review, and 2 actions with delayed implementation due to

service pressures.

August 2021

The summary of NICE Guidance for August 2021 has undergone Consultant Paramedic review.  Of the guidance released, three items 

required further, detailed review:

NG201Antenatal care

This guideline was reviewed by the Consultant Midwife, who confirms the guidance we have in place is compliant.

NG204 Babies, children and young people's experience of healthcare

NG9 (updated from June 2015) Bronchiolitis in children: diagnosis and management

These guidelines are currently being reviewed by the Clinical Directorate Paediatric lead to identify the need for local actions, and 

prepare plans should there be local actions required.

September 2021

The summary of NICE Guidance for September 2021 has undergone Consultant Paramedic review.  Of the guidance released, two 

items required further, detailed review by subject matter experts, which is in progress:

QS202 Workplace health: long-term sickness absence and capability to work

QS13 (updated from Nov 2011) End of life care for adults

https://www.nice.org.uk/guidance/ng201
https://www.nice.org.uk/guidance/ng204
https://www.nice.org.uk/guidance/ng9
https://www.nice.org.uk/guidance/qs202
https://www.nice.org.uk/guidance/qs13
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2. Effective - Clinical Ambulance Quality Indicators

Owner: Dr. Rachael Fothergill |  Exec Lead: Dr. Fenella Wrigley
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Documented Care - Severe Sepsis Compliance (CPI audit)

Documented Care - Diff iculty In Breathing Compliance (CPI audit)

STEMI On scene duration (CARU continual audit)

Call to Angiography - Mean (hh:mm)

Stroke - Call to Arrival at Hospital - Mean (hh:mm)

CPI - Completion Rate (% of CPI audits undertaken)

CPI  - Percentage of Staff receiving tw o feedback sessions YTD

Documented Care - Elderly Falls Compliance (CPI audit)

Survival to 30 days UTSTEIN (AQI)

Measures

ROSC at Hospital (AQI)

ROSC at Hospital UTSTEIN (AQI)

STEMI Care Bundle (AQI) (Reported every 4 months)

Stroke Care Bundle (AQI) (Reported every 4 months)

Stroke on scene duration (CARU continual audit)

Survival to 30 days (AQI)

Documented Care - Cardiac Arrest Compliance (CPI audit)

Documented Care - Discharged at Scene Compliance (CPI audit)

Documented Care - Mental Health Compliance (CPI audit)
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Owner: Dr. Rachael Fothergill |  Exec Lead: Dr. Fenella Wrigley

Cardiac Arrest: In May 2021, LAS ranked 2nd amongst all

ambulance services for ROSC to hospital in the overall group

(28.4%) against a national average of 26.5%. However, in the

Utstein comparator group, we ranked 10th at 35.6%, with a national

average of 42.9%.

For survival to 30 days, LAS ranked 4th in the overall group and 6th in

the Utstein comparator group at 11.7% and 23.3% respectively. This

compares to the national averages of 9.9% in the overall group and

24.9% in the Utstein comparator group.

Post ROSC Care Bundle data for April ranks the LAS 3rd with 85.5%

which is greatly above the national average of 77.0%. 101

defibrillator downloads were saved in May 2021 – which is 31% of all

resuscitation attempts.

Stroke: In May 2021 the LAS returned to “Best in class” for the

mean call to hospital metric for suspected stroke patients (01:16)

after dropping to 2nd for April, this is well above the national average

of 01:28.

In terms of our Stroke Diagnostic Bundle data, the LAS has

improved from a ranking of 10th place in February 2021 to 8th in May.

In the same month, the Stroke Diagnostic Bundle was performed on

95.9% of suspected stroke patients, and remains significantly below

the national average of 98.0%.

STEMI: In May, the average 999 call to catheter insertion for

angiography for patients treated by LAS for a suspected STEMI was

2 hours and 20 minutes. LAS ranked 6th and were 2 minutes slower

than the national average of 2 hours 18 minutes.

STEMI Care Bundle data was published for April. 63.7% of STEMI

patients received the full care bundle (or had valid exceptions).

Although this is a 3.9% increase from the last published figures (for

January 2021), the LAS continues to rank in 9th place overall.

AQI: Narrative

2. Effective - Clinical Ambulance Quality Indicators
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Owner: Dr. Rachael Fothergill |  Exec Lead: Dr. Fenella Wrigley

Clinical Audit Update

Mental Health Joint Response Car

In August we published a clinical audit examining the care provided by the Mental Health Joint Response Car (MHJRC).  

Reassuringly, the clinical audit showed that many patients were assessed and treated to a high standard, with almost all 

patients having their mood, and thoughts and perception assessed as part of the mental state examination 

(MSE). Furthermore, most patients had a management plan, details of their current care person and safety netting 

arrangements made via referral or signposting, when required. Documentation was less frequent for sleep, appetite, 

speech, and insight. Additionally, approximately half of patients whose capacity was in doubt had this assessment 

documented. Therefore we have recommended a review of the Mental Health CPI to ensure allows for continuous 

clinical audit of documentation by the MHJRC. Where available, the time from clinical assessment to outcome decision 

was achieved within 30 minutes for less than two-thirds of patients (as per guidance). As most patients attended by the 

MHJRC require both physical and mental health assessments before an outcome decision can be made, it has been 

recommended that the MHJRC Standard Operating Procedure be amended to remove this time constraint. Where the 

MHJRC was contacted by attending crews for advice over the phone, the content and outcome of the discussion with 

the clinician on-scene was recorded for all patients, and the advice recorded for less than three quarters.  

2019-21 Report

In September we published our Clinical Audit Report for 2019-21 which summarises all of the Trust’s achievements in 

clinical audit over the last two years:

• The publication of 13 clinical audit reports (in addition to ongoing clinical audit activity via the Clinical Performance 

Indicators (CPIs), our clinical quality monitoring registries, the re-contact clinical audit and in the Integrated Urgent 

Care Clinical Assessment Service (IUC CAS))

• Several developments to our continuous clinical audit activity:

• facilitating early reporting of potential patient safety incidents

• expanding the Sepsis CPI to include paediatric patients and a focus on pre-alert decisions, and, for both 

the Sepsis Discharged at Scene CPIs, the inclusion of the National Early Warning Score (NEWS2)

• reduction of the sample sizes for the Elderly Falls and General Documentation CPIs and suspension of 

the Glycaemic Emergencies CPI (to support operational pressures and as a result of consistently high 

standards of care)

• inclusion of electronic patient care record (ePCR) case summaries

• adapting the re-contact clinical audit process to allow for Structured Judgement Review as part of the new 

Learning from Deaths (LfD) process

• Increased clinical audit participation by facilitating over 130 staff undertaking clinical audit activity (in addition to all

Clinical Team Managers completing CPI audits) and training for 4,227 clinical staff through the Evidence Based 

Practice e-learning written by CARU, as well as 637 staff received bespoke training in various areas of clinical audit 

relevant to their roles

• Facilitation of 5,237 feedback sessions to frontline clinicians; 631 letters to clinicians and 187 letters to Emergency 

Medical Dispatchers following the survival of a patient in cardiac arrest

• Raising 68 retrospective safeguarding concerns and highlighting 701 potential patient safety incidents via Datix

• Providing evidence to the Association of Ambulance Chief Executives (AACE) to amend national clinical guidelines, 

resulting in us being a finalist for the “Sharing a Success Award” during Clinical Audit Awareness Week in 2019

• Four members of CARU also earned their Level 3 accreditation in clinical audit

CRASH-4:

Since opening in July, LAS has now recruited 7 patients into 

CRASH-4. We trained an additional 3 clinicians in the CRASH-4 

trial protocol in September. We are working on expanding the 

study to Deptford Group Station now additional hospitals have 

joined the trial and aim to open there in the next few weeks.

PARAMEDIC-3:

We are working on setting up the NIHR HTA funded PARAMEDIC-

3 study, which is being coordinated by the University of Warwick. 

This randomised controlled trial will compare the intravenous and 

intraosseous routes of drug administration in cardiac arrest. We 

have been invited to participate in this study as one of the pilot 

sites and aim to open this study in mid-November in North West 

London.

ARREST:

The ARREST trial re-opened on Monday 6th September after a 

long break due to COVID-19. This British Heart Foundation funded 

study, investigating the best post-resuscitation care pathway for 

patients with Return of Spontaneous Circulation will recruit 

patients in London for a further 12-18 months. The APP (CC) 

group recruited 9 patients this month. 

PRINCIPLE:

We continue to participate in the PRINCIPLE Urgent Public Health 

Study and clinicians in our 999 ECAS screened 3 patients for 

eligibility in July.

Our new Research & Development Coordinator joined the Trust on 

Monday 6th September 2021. However, one of our Research 

Paramedics left the service in September meaning we are 

currently carrying a vacancy in the team. 

Research Update

2. Effective - Clinical Audit Performance & Research
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2. Effective – Maximising Safe Non-Conveyance to ED

Our operational efficiency is critical to our success and whilst one of our key dependencies is the ability to successfully handover if a patient is 

conveyed to hospital we must ensure we strive to be as efficient as possible whilst always delivering the very best care for our patients.

Arrival at Hospital to Patient Handover Patient Handover to Green

Please note: 999 

performance data is 

correct as at 24/09/21 

and is subject to 

change due to data 

validation processes

Max average breach value

Value >10 mins per breach

Max average breach value

Value >7 mins per breach

We saw a similar number of in hospital delays in August in comparison to July, with the overall number at 

2,681 hours lost from our arrival to patient handover over 30 mins. Kings College, Royal Free, and 

Northwick Park had the greatest proportion of handovers exceeding 30 minutes. Royal Free had the had 

the highest number of lost hours over 30 minutes, with a significant 600 hours for the month.

In August, we saw handover to green performance within the target, with 15.3, consistent with recent 

months. However, over 3,400 hours were lost due to patient handover to green exceeding the 14 minute 

threshold. Handover to Green received organizational focus through the Covid response team and will 

receive renewed focus as part of planning and recovery.

STP Hospital
T otal 

Conveyances
Handovers

Handovers 

E xceeding 30 

mins

% of  Handovers 

over 30 mins

T otal T ime 

Lost Over 30 

M ins

Average Arr 

at Hosp to 

P atient 

Handover 

T ime

Barnet 1,363 1,276 457 36% 226.1 34.1

North Middlesex 1,487 1,289 442 34% 87.6 27.7

Royal Free 2,094 1,880 1,236 66% 600.4 46.8

University College 1,969 1,776 227 13% 42.7 20.7

Whittington 1,364 1,171 361 31% 209.5 31.9

Homerton 1,177 1,023 54 5% 5.0 16.8

King Georges 1,177 1,023 54 5% 5.0 16.8

Newham 1,378 1,186 188 16% 65.1 22.9

Queens Romford 2,158 1,910 72 4% 51.5 15.2

Royal London 1,377 1,219 360 30% 105.8 28.5

Whipps Cross 1,876 1,768 105 6% 23.5 16.9

Charing Cross 1,192 1,104 6 1% 0.6 13.0

Chelsea & West 1,271 1,078 28 3% 9.1 16.7

Ealing 1,238 1,183 64 5% 11.9 14.8

Hillingdon 1,755 1,635 208 13% 69.6 19.1

Northwick Park 2,183 2,039 798 39% 208.9 29.6

St Marys 1,232 1,089 127 12% 34.3 21.6

West Middlesex 1,354 1,249 100 8% 22.3 17.4

Kings college 1,110 943 679 72% 276.6 45.8

Lewisham 1,562 1,381 133 10% 23.4 20.9

Princess Royal 3,139 2,946 501 17% 204.7 20.8

Queen Elizabeth II 1,656 1,387 244 18% 139.5 25.0

St Thomas' 1,566 1,442 258 18% 57.7 21.7

Croydon 2,064 1,901 148 8% 30.8 21.2

Kingston 1,890 1,708 471 28% 92.8 25.9

St Georges 1,884 1,617 233 14% 20.2 22.8

St Helier 1,864 1,484 347 23% 56.0 23.6

TOTAL 44,380 39,707 7,901 20% 2,681 24.0

South 

West

North 

Central

North East

North West

South East

Sector S tation Group
Handovers to 

Green

Handovers 

E xceeding 14 

mins

% over 14 mins
T otal T ime 

Lost (hours)

Avg T ime P H 

to Green

90th Centile 

P H to Green

Avg mins lost 

per breach

Camden 1,873 1,176 63% 233.6 17.3 33.4 11.9

Edmonton 2,455 1,425 58% 227.6 16.3 30.2 9.6

Friern Barnet 1,705 1,042 61% 165.5 16.1 30.6 9.5

Homerton 2,176 1,287 59% 237.9 15.6 31.1 11.1

Newham 2,345 1,376 59% 224.8 15.0 29.6 9.8

Romford 2,594 1,529 59% 234.2 15.2 28.7 9.2

Brent 3,288 2,049 62% 292.4 16.2 28.2 8.6

Fulham 2,076 1,348 65% 209.7 16.5 30.1 9.3

Hanwell 2,708 1,632 60% 185.5 15.0 25.2 6.8

Hillingdon 1,550 846 55% 99.7 14.7 24.7 7.1

Westminster 1,282 884 69% 145.5 17.7 30.8 9.9

Bromley 1,968 1,191 61% 155.7 14.0 27.2 7.8

Deptford 3,649 2,191 60% 295.3 15.1 27.3 8.1

Greenwich 2,132 1,172 55% 109.5 13.7 23.3 5.6

Croydon 1,847 1,138 62% 149.4 15.4 26.6 7.9

New Malden 1,433 919 64% 114.3 15.3 26.9 7.5

St Helier 1,480 916 62% 112.7 15.4 26.8 7.4

Wimbledon 935 568 61% 82.7 11.6 28.5 8.7

NULL 274 225 82% 38.8 14.5 32.3 10.3

IRO 11 5 45% 0.7 12.0 27.7 8.4

Other 647 369 57% 54.8 12.7 30.8 8.9

Training 1,370 658 48% 97.9 13.9 27.0 8.9

LAS TOTAL 39,798 23,946 60% 3468.2 15.3 28.4 8.7

South East

South West

North 

Central

North East

North West

Other
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2. Effective – PDR & MCA Training
A

p
p

ra
is

a
ls

Latest 

Month:

59%
As at 30th September the PDR compliance is at

59%, down from 68% in July. This is being

impacted on by the REAP 4 level as PDRs are

stood down at this extreme level of pressure.

Actions: The weekly PDR compliance report

continues to be circulated to all Trust managers to

help improve compliance. We are working closely

with Corporate teams who have lower compliance

levels than frontline teams to improve their

compliance levels to the required level of 85%. To

support this, Corporate Directors are receiving

weekly PDR reports for their teams highlighting

those who have an expired PDR date and those

who are due to expire in the coming three month

period.

M
C

A
 T

ra
in

in
g

Latest 

Month:

93%

Owner: Various|  Exec Lead: Dr. John Martin & Damian McGuinness 

MCA level 1 – Current compliance is at 93%.

The Trust is currently not delivering Level 2

training. There is a tolerated risk (ID 1044) on the

Corporate (Trust Wide) Risk Register.

Action: The safeguarding team are working with

Clinical Education and plans are underway to

include this in 2021-22 CSR programme.
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2. Effective – EOC Call Handling Quality Assurance

Owner: Sue Watkins |  Exec Lead: Dr. John Martin

Analysis:

Although huge surges in call volumes meant that QAMs were still be

utilised and re-deployed to support EOC during these times, the team

have increased the amounts of audits undertaken.

The Trust continues to operate within Centre of Excellence standards

with high levels of compliance, resulting in appropriate triage and in turn

patient care. The trend line shows a rise in “average call handler” score,

and is above the expected range. This measure allows for significant

outliers to be supported and monitored moving forward.

Although the chart showing the required percentages of call reviews

indicates a drop (but pleasingly increased upon previous months), the

IAED have implemented the Covid-19 activity measures for all ACE

accredited sites, as they understand and fully appreciate the huge

challenges being faced in undertaking audit in such challenging times.

The revised metrics actually indicate that we obtained 89% for July and

104% for August 2021 against this revised target. (The chart shows

against the core 1% of all calls triaged in MPDS. September still saw high

volumes of call triaged in the EOCs, 111,419 compared with August

109,450. Still huge compared to April and May which saw 87,747 and 98,

285 respectively).
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2. Effective – Trust Wide Language Line

Owner: John Light  Exec Lead: Khadir Meer
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September 2021 Update 

• Language Line (LL) are receiving

increased demand for their

services, in line with the rising

demand across our 999 / 111

services, although we saw a

slight dip in August.

• New contract entered into with

Language Line from 1st June

2021, this includes specific KPI's

relating to longest time to answer

/ language not available metrics.

• Work underway with LL to report

on above new KPIs

• Monthly contract meetings stood

up to review performance /

activity

• Process in place to flag any

issues directly with language line

via VOC (Voice of the Customer)

forms

• Owing to REAP 4 challenges,

this has not changed or been

progressed at this time

• Purchase Orders complete for

this calendar year, with a review

of the contract occurring March

2022

Month Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21

Total Number of Lost Calls 105 83 105 114 128 122 108 107 91

% of Lost Calls 1.48% 1.56% 1.71% 1.94% 1.96% 1.76% 1.59% 1.96% 1.31%
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2. Effective – NEL Quality Audit Data

Owner: Jacqui Niner |  Exec Lead: Khadir Meer

Role
Require

d

Complet

ed

% 

Complet

ed

Number 

Passed

% 

Passed
Learning / Findings / Action

Service

Advisors
178 147 83% 139 95%

• New/worsening symptoms not asked.

• Staff working outside of remit.

Health

Advisors
745 589 79% 532 90%

• Choosing the wrong Pathway.

• Questions missed in Pathways.

• No worsening advice given.

• Local policy not followed.

• Lack of probing.

• Not seeking Clinical advice when required.

• Providing an unsafe disposition/inappropriate disposition 

reached.

• Working outside of remit.

Due to increased demand, HA shifts were incentivised, which resulted in auditors working front-end and decreasing the uptake of 

auditing hours. Due to increased on-boarding program activity and shortage of staff combined with high volumes , resulted in many 

coach/auditors being utilised for coaching, rendering them unable to complete auditing. We also had a lot of agency staff, 

particularly SAs who required coaching as well as staff returning back to work after long term sickness absence.

Any Call Handling staff who have audit issues identified are being provided a high level of support and managed under the 

appropriate policy if needed.

Role
Require

d

Comple

ted

% 

Comple

ted

Number 

Passed

% 

Passed
Learning / Findings / Action

Clinical 

Navigator
55 55 100% 48 87%

• DOS instruction issues where recorded within the audits 

for patients referred onwards to a downstream provider

• Individual feedback has been given via the audit tool  and 

further follow up where required Reminders sent to 

clinicians to read the Dos instructions carefully 

• Staff familiarisation with local agreed policies and 

reminded to follow agreed guidance

Pathways 

Clinician
58 58 100% 56 96%

• Local Policy not followed for Cat 2  process and Declared 

Medical History 

• Consistent High pass rate following agreed local IUC 

processes .

• Cat 2 validations dealt with appropriately and safely 

Role
% 

Completed
% Passed Learning / Findings / Action

CEC Clinician 100 100 • Average score 97.75%

ACP 100 98.75
• Average score 95.00%

GP 100 98.8 • Average score 96.50%
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Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21

Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21

Service Advisor 91.0% 89.0% 84.0% 90.0% 91.0% 95.0%

Health Advisor 84.0% 83.0% 89.0% 86.0% 89.0% 90.0%

Clinical Navigator 94.0% 94.0% 94.0% 90.0% 91.0% 87.0%

Pathways Clinician 86.0% 89.0% 87.0% 87.0% 87.0% 96.0%

CEC Clinician 0.0% 0.0% 100.0% 100.0% 100.0% 100.0%

ACP 100.0% 100.0% 97.5% 95.3% 95.0% 98.8%

GP 97.0% 100.0% 95.0% 99.5% 95.0% 98.8%
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2. Effective – SEL Quality Audit Data

Owner: Jacqui Niner |  Exec Lead: Khadir Meer

Role
Require

d

Complet

ed

% 

Complet

ed

Number 

Passed

% 

Passed
Learning / Findings / Action

Service

Advisors
144 50 35 47 94

• 3 SA audits fell below the 85% pass rate, all feedback has 

been given to the members of staff.

• Themes identifies from failed audits were; failing to 

manage the clinical situation 

and failing to convey questions skilfully.

Health

Advisors
525 398 75 362 91

• 36 HA audits fell below the 85% pass rate.

• Themes identifies from the failed audits were; failing to 

manage the clinical situation safely, failing to operate 

within the boundary of their role and failing to control the 

flow and pace of the call. Feedback has been provided to 

staff.

Any Call Handling staff who have audit issues identified are being provided a high level of support and managed under the 

appropriate policy if needed.

Role
Require

d

Comple

ted

% 

Comple

ted

Number 

Passed

% 

Passed
Learning / Findings / Action

Clinical 

Navigator / 

Clinical 

Floor 

Walker

30 3 10% 2 67

Areas of Excellence:

• Excellent communication and rapport demonstrated

• High standard of professionalism and respect 

demonstrated

Learning points:

• Management of complex cases

• Particular course of action

Individuals have been fed back on audit results and learning 

plans implemented where/if appropriate. 

Pathways 

Clinician
85 21 25 18 85

• 3 CL audit fell below the 85% pass rate.

• Themes identifies from the failed audits were:- Failing 

to managing the clinical situation safely and failing to 

negotiate where appropriate.

Role
% 

Completed
% Passed Learning / Findings / Action

CEC Clinician 100 100 • Average score 98.0%

ACP 100 100 • Average score 97.25%

GP 100 100 • Average score 97.0%

0.0%

20.0%

40.0%

60.0%

80.0%

100.0%

Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21

Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21

Service Advisor 85.0% 96.0% 96.0% 91.0% 95.0% 94.0%

Health Advisor 85.0% 90.0% 93.0% 92.0% 89.0% 91.0%

Clinical Navigator 100.0% 89.2% 89.2% 89.0% 92.3% 67.0%

Pathways Clinician 87.0% 83.0% 85.0% 85.0% 92.0% 85.0%

CEC Clinician 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

ACP 100.0% 100.0% 100.0% 95.3% 98.0% 100.0%

GP 100.0% 100.0% 100.0% 99.5% 100.0% 100.0%
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3. Caring

We must ensure that the service involves and treats people with compassion, kindness, dignity and respect. Our overall 

performance in this area over the past month is summarised by our Trust-wide Scorecard. 

For further assurance we then provide additional data and analysis on:

• Mental Health

• Maternity

• End of Life

Outstanding Characteristic: People are truly respected and valued as individuals and are empowered as partners in their 

care, practically and emotionally, by an exceptional and distinctive service.
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3. Caring – Pioneering Services

CMC viewing via NRL/SCRa continues to increase EoLC Spotlight week hosted including 2 CPD sessions

The Mental Health Team were awarded ‘ Highly Commended’ in the recent HSJ Value Awards. 

We continue to maximise patient facing time to support REAP 4 whilst ensuring we work towards making the MHJRC business as usual. 

Macmillan Programme finalist in Macmillan Excellence Awards. The EoLC team have launched an educational programme which includes bitesize sessions on a wide range of topics including communication, medication and care after 

death. The sessions are available monthly and are delivered virtually. They are aimed to reach all clinical staff, including colleagues in IUC and EOC.Team provided education for Emergency and Community First Responders
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Owner: Various |  Exec Lead: Dr. Fenella Wrigley

September

Total views: 

5617 

Views per 
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MH Incidents as % of all incidents Mean

UCL LCL
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3. Caring - Maternity

Highlights and Our Service Values:

Respectful

On-going debriefs for staff (EOC & 

Road Staff) 

Innovative

Launch of SDEC pathway in SEL for 

early pregnancy bleeding

Professional

Recruitment of new Practice 

Development Midwife to support all 

staff in maternity education and 

training.

Collaborative 

4 webinars carried out over October 

to introduce new LAS maternity divert  

with all London maternity units

Exceptions (Improvement 

required):

HSIB/LAS Standard Operating 

Procedure to be signed off

Outstanding 

 686 frontline clinicians have 

attended a maternity training 

event this year so far

Maternity Performance Review Dataset:

The planned performance charts will detail the current focus of improvement in the management of women contacting NHS 111 and 999 with 

early pregnancy bleeding and vomiting.  The Objectives are to increase assessment of women in same day emergency care or through early 

pregnancy service providers.  

Maternity 3 Top Priorities: 

1) Launch of new Datix trigger list

2) Test new PPH Screening and 

Action Tool 

3) Winter plan for education and 

support to be finalised and 

signed off

Owner: Amanda Mansfield |  Exec Lead: Dr. Fenella Wrigley

0.0%

0.2%

0.4%

0.6%

0.8%

1.0%

1.2%

0

200

400

600

800

1000

1200

1400

M A T E R N I T Y  C A L L S  A S  %  O F  A L L  C A L L S  

Number of Maternity Calls Maternity Calls As % Of All LAS Calls

0.0%

0.1%

0.2%

0.3%

0.4%

0.5%

0.6%

0.7%

0.8%

0.9%

0

100

200

300

400

500

600

700

800

900

1000

T O T A L  M A T E R N I T Y  I N C I D E N T S  A S  %  O F  T O T A L  L A S  I N C I D E N T S  

Maternity Incidents Total Maternity Incidents As % Of Total LAS Incidents



42

4. Responsive

As an organisation we must ensure we are responsive and that services meet people’s needs. Our overall performance in 

this area over the past month is summarised by our Trust-wide Scorecard. 

For further assurance we then provide additional data and analysis on:

• Frequent Callers

• Complaints

Outstanding Characteristic: Services are tailored to meet the needs of individual people and are delivered in a way to 

ensure flexibility, choice and continuity of care.
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Owner: John O’Keefe/ Juliette Smyth |  Exec Lead: Dr. John Martin

National definition of a frequent caller is anyone aged 18+ years

who:

• Calls 5+ times in one month from a private dwelling; or

• Calls 12+ times over a three month period from a private

dwelling

New & existing callers 762    

NHS numbers matched                100%

Stakeholder meetings online      69 

Highlights / lowlights

• Hillingdon HIU team, of which our NWL FC Manager 

Ruth Williams is a member, won HSJ Value Awards 

2021: Urgent and Emergency Care Initiative of the 

Year. Well done Ruth!

• Greatly improved partnership working with Med Dir –

AMD presence at monthly FCT meetings.

• New FC Lead for NEL in post and developing well; 

workload issues resolved to a degree.

• Approach made to IG colleagues to review data 

sharing arrangements with MPS.

• ePCR portal search provided to FCT managers and 

leads, and a further tranche of FCMD improvements 

implemented.

Current focus:

• Implement Complex Patient Forum

• Move to quantitative reporting via improved FCMD.

• Clarification re: info sharing with MPS

Sector CCG Patients Sep-21
Calls last 
quarter

Calls last 12 
months

12 month 
cost

Patients with 
care plan

SE SOUTHWARK CCG 34 461 1031 3055 390,498 6

SE LEWISHAM CCG 26 421 1324 4080 363,875 8

NW HARROW CCG 23 400 950 2630 301,282 3

NE CITY AND HACKNEY CCG 44 398 1359 4160 505,281 15

SW CROYDON CCG 31 390 1056 2424 360,627 7

NC HARINGEY CCG 35 386 1031 2614 284,948 7

NC ENFIELD CCG 31 368 1797 4283 370,222 3

NE NEWHAM CCG 39 366 1062 2792 321,415 2

NW HILLINGDON CCG 28 362 1016 2306 276,813 1

NE WALTHAM FOREST CCG 25 345 842 2389 231,269 5

NW EALING CCG 31 315 947 2667 344,467 5

NW WEST LONDON CCG 27 300 814 2174 284,399 5

NE TOWER HAMLETS CCG 26 289 917 1916 236,819 6

SE LAMBETH CCG 27 265 1038 3108 342,966 6

SE GREENWICH CCG 21 233 633 2223 246,492 5

NE HAVERING CCG 23 232 680 2514 299,033 4

NC BARNET CCG 28 229 808 2194 279,127 8

NC CAMDEN CCG 23 225 828 2673 264,918 7

NC ISLINGTON CCG 26 215 673 1446 199,942 10

NW
CENTRAL LONDON (WESTMINSTER) 

CCG
21 212 427 1019 154,367 2

NW BRENT CCG 23 204 790 2393 257,469 3

SE BEXLEY CCG 17 195 418 1109 118,921 5

NE REDBRIDGE CCG 19 195 600 1906 215,005 2

NW HOUNSLOW CCG 20 181 719 2006 197,930 4

SW WANDSWORTH CCG 22 169 474 1486 177,489 2

SE BROMLEY CCG 18 153 434 1089 159,324 5

NE BARKING AND DAGENHAM CCG 15 141 414 1479 201,172 2

SW SUTTON CCG 14 103 340 1079 170,016 2

SW MERTON CCG 16 94 402 972 144,606 1

SW RICHMOND CCG 12 65 274 677 98,845 2

SW KINGSTON CCG 9 62 178 450 69,710 0

NW HAMMERSMITH AND FULHAM CCG 8 48 146 476 76,419 1

4. Responsive – Frequent Callers
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4. Responsive - Complaints

Complaints are an integral way of enabling the Trust to receive patient and public feedback about their experience of our service 
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0.18
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Month: 80
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There were 537 x PALS enquiries which includes 307 added to the duty spreadsheet that did not

require any further actions other then referring the enquirer to the correct team. Higher than the

current 2021/22 average of 488. We managed 33 Quality Alerts of which 5 were from LAS staff.

This is slightly lower that previous months. Yearly current average is 35 per month.

The CEO is now signing off all complaints. Throughput has been slower in September partly as

a result of the process becoming embedded at the Executive Office. Currently 40% of the out of

time complaint responses are awaiting signature.

The Liaison Team at PHSO met with representatives from LAS to discuss the Trust’s role as a

Pilot site in the new NHS Complaint Standards. It has been agreed that we will prepare a list of

the top 5 questions from the Maturity Matrix with a view to comparing the complaints model

against the current processes.

The community of learning and good practices are so important. It is also key to note that the

Standards although aimed at bringing consistency in complaints handling across the whole of the

NHS, are voluntary and not mandatory.

The Strategic Complaints Team for NHSE has agreed to take the National Complaint Managers

Forum forward with effect from 01 October 2021 with a view to sending out its first update in

early 2022. They will provide quarterly newsletters with updates from key stakeholders and

complaints news and are planning to host a Forum inbox/chat facility.
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Patient Experience – September 2021

Complaint from patient about the interaction and care provided by the initial crew who attended to her when she experiencing acute abdominal pain, severe sickness and 

diarrhoea. From a clinical perspective, we are satisfied that the assessment and care provided by the first ambulance crew was within expected practice. 

Although the pain the patient was experiencing contributed to their agitated behaviour, the attending staff should not have to tolerate abuse and the crew made alternative 

arrangements for the patient  to be taken to hospital.

However, it is evident that communication was problematic almost from the outset. It is important to try and identify any learning we can take from this incident and the crew have 

been asked to meet with a Clinical Team Manager so that they can consider how the situation could have been better managed, with particular emphasis on better explaining the 

purpose of the assessment questioning and gaining the patient’s confidence This is a useful way of encouraging professional development and we are confident that this 

exercise will benefit their future practice.

Owner: Gary Bassett |  Exec Lead: Diane Scott

Compliments September 

2021

As of 2nd October:

August 2021, 93 logged, 

relating to 234 staff

September 2021, 124 logged, 

relating to 312 staff

The team are working through 

a backlog and these numbers 

will increase

Complaint numbers continue to be above the annual average (88) at 158. The percentage of complaints versus

the call rates against calls attended continue to be above average. 17 of this number where the issues raised are

not covered in the NHS Complaint regulations and were managed as a concern. We have always routinely

included these in our complaints total each month.
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Supplementary information

No. of public engagement events: September 2021 9

Approximate audience numbers: September 2021 2,085

Public engagement hours: September 21021 35

No. of events: April to September 2021 37

Approx. audience no.: April to September 2021 6,704

Approx. video views: April to September 2021 14,781

Patient & Public Involvement

The work we do through attending public engagement events supports the development of our reputation with patients and members of the public as well as the long term future 

development of our organisation through raising awareness of career opportunities available as part of the London Ambulance Service.

Owner: Philippa Kier |  Exec Lead: Antony Tiernan

Public Engagement Events Public Engagement Activities Headlines from August & September:

Return to Face-to-Face Visits:

We worked closely with the Infection Prevention & Control 

and Medical Directorate colleagues to develop a Hierarchy 

of Controls. This has allowed us to start a phased return to 

face-to-face events.

Safety First 2020/21 Academic Year:

The Safety First project team completed their final visits of 

the 2020/21 academic year. Through virtual visits, the 

team were able to bring Knife Crime workshops to 2,581, 

and Drugs & Alcohol sessions to 1,426 participants this 

year.

Feedback from Safety First:

“Also, a huge thank you for the day, all the workshop 

leaders on the day were great and both staff and students 

really enjoyed the sessions” - The John Roan School

“Thank you very much for facilitating the workshops, 

feedback from students was really positive and they 

enjoyed their morning” – Harris Academy Greenwich

Your Life, You Choose:

Two of our Community Education Volunteers (CEVs) were 

involved in filming for a new, virtual version of the 

collaborative knife crime project Your Life, You Choose.

Junior Citizen’s Scheme Volunteers:

Over 40 members of staff have signed up to volunteer at 

Junior Citizen’s Schemes across London after attending an 

introductory webinar.

During September 2021, we facilitated some events on 

virtual platforms, covering the following types of activity:

• Visits as part of the Safety First project, a blue light 

collaborative project delivering sessions to year 8 

students. LAS input covered Knife Crime and 

Choose Well sessions.

• Assemblies for primary school students giving an 

introduction to first aid and how to use 999 and 111.

We also completed our hierarchy of controls which 

allowed us to complete our first face to face visits since 

March 2020. These included:

• Visits to youth groups, including the Scout 

Association and Army Cadets, to teach first aid.

• Sessions as part of the Junior Citizen’s Scheme.

• A multi agency event for #Together providing 

careers information alongside Metropolitan Police 

and London Fire Brigade colleagues. 
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4. Responsive – Patient & Public Engagement
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5. Well Led

By well-led, we mean that the leadership, management and governance of the organisation assures the delivery of high-

quality and person-centred care, supports learning and innovation, and promotes an open and fair culture.

In this section we examine whether the actions we are taking to support the Quality of the organisation are having the 

necessary impact.

Outstanding Characteristic: The leadership, governance and culture are used to drive and improve the delivery of high-

quality person-centred care.
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1. Safe

Working Above and Beyond

On the night of the unplanned cad outage, this individual was on

DDS. She ensured ring back were still being done, she helped Sector

staff sorting the allocation boxes out and helped with the paper

tickets.

She made my job as performance manager a bit easier as any task I

gave her she did with confidence.

She is a credit to the Trust.

This crew, despite being X-ray post night shift, offered up for a late job

to help a gentleman hit by a train. Despite a long and relentless night,

they showed commitment above and beyond in order to help this

patient and their colleagues. They are both a credit to themselves and

the service. Thank you.

This individual has been seconded to the role of Team Coordinator for

the last three months and today whilst running the office on her own,

she had to deal with numerous issues which all came in at once. Her

calmness 'under fire' dealing with a serious welfare issue, a vehicle

fuelling issue, and several other things happening all at once, was

fantastic. I have seen this individual grow into the role she is now

doing with confidence and ability, and even though she has had no

experience of this type of management style, she has been a real

asset to the office and to the station staff. I feel she should be

commended for it.

Outstanding Patient Care

The crew staff attended a call for a 63yom in cardiac arrest.

Working as a team, they provided the patient with ALS, and

defibrillated him 8 times. Due to the care provided by the crew

staff, the patient had a ROSC, and his subsequent ECG indicated

a cardiac cause, with ST elevation consistent with an inferior MI.

Following successful resuscitation of the patient, other resources

attended scene including an IRO, and HEMs. At this point, the

patient was already awake and talking. A clinical discussion was

had regarding where, and how the patient should be conveyed to

definitive care. With HEMs providing a ground escort with the crew

to a HAC. I have no doubt that thanks to the teamwork and care

provided by the crew staff to this patient, it enabled for him to have

the best possible outcome, and survive his cardiac arrest. They

should be proud of the care they provided, and the job that they

do.

This individual experienced a particularly difficult shift today

whereby she took multiple calls for patients in cardiac arrest. They

remained professional, polite and upheld the values of the LAS.

They should be proud of her efforts with each patient she

addressed during her shift particularly those in arrest and how she

composed herself. They are a valued member of the LAS.

Thank-You

This duo work to undertake the manual review and emailing of

Excellence Reports across the Trust - on top of their 'normal'

role requirements. The amount of Excellence Reports that

they undertake is a testament to the high standards across

the Trust, but I felt it important that they are recognised for the

work they undertake in sifting through and emailing out -

keeping such an important initiative alive! Thank you for all

you do!

Just wanted to say on record a big THANK YOU for their help

(in particular over the last few days). Coming into the Quality

Directorate and being new to having an understanding of IUC

and 111 they have been patient and taken the time to explain

things where necessary.

I have also sent a barrage of incidents over to the team to

review and provide feedback or pass on to other providers (as

part of my efforts to drive down the number of outstanding

999 incidents) and they have both been super quick and

extremely helpful in doing this and their help is much

appreciated!

I look forward to continue working alongside the rest of the

NEL Governance Team.

Owner: Helen Woolford  |  Exec Lead: Dr. John Martin

In September 2021 56 Excellence Reports submitted
were submitted.

Key themes identified from September reports include:

Working Above and Beyond

Outstanding Patient Care

Thank you

5. Well Led – Learning From Our Actions
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1. Safe

Some further examples of excellence reports from September: 

Scene Management–

They were so effective and fantastic in managing a chaotic scene, bringing a calm and authoritative

professionalism.

I was called to a three year old girl with complex, medical needs. She had sustained a significant

facial injury and required specialist attention. The issue arose, with the patient's siblings and mother.

There were another seven children on scene, two of which had learning difficulties, no other adult on

scene and all were running riot! There was huge logistic issue with managing the 'multi-causalities',

as we tried in vain to find a solution.

In the meantime this duo, without hesitation, worked off their initiative and were so professional in the

way they managed the challenging behaviours' and 'multi-persons'. They worked together so well, in

an intuitive way, without complaint.

They are super-hero's and brought calm to a hectic situation and I am truly grateful.

Cardiac Arrest Management –

This clinician was involved in two cardiac arrests in one shift. the first one being a 2 month old

and the second being a 74 year old. They were amazing throughout both resuscitations and was

incredibly professional throughout. He worked well under direction and provided effective CPR

and airway management to both patients that day. Considering he has only worked for the

service for eleven shift on OPC with me, he has been an excellent student with a great bedside

manner with patients. I want to say a big well done on what was a really tough day. You are a

credit to the service.

The LAS has a tiered system for incident learning, which encompasses individual learning via specific support and 

feedback, sector level monitoring and action on incidents to higher level thematic/ strategic learning within sectors, 

and across the Trust. 

Excellence reporting and themes are monitored at the Safety Investigation Assurance and Learning Group 

(SIALG). The Group examines excellence reports alongside themes from serious incidents, complaints, legal 

cases, patient experiences, and audits to see where learning can be extracted and shared throughout the 

organisation.

Excellence reports are shared via the following local and Trust wide routes:

• All Excellence reports are shared with individuals, teams and sectors within 48 hour of being reported. 

• Used in the Learning events such as the monthly SI learning meeting and the quarterly learning from 

experience group.

Owner: Helen Woolford  |  Exec Lead: Dr. John Martin

5. Well Led – Learning From Our Actions
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5. Well Led - Risk Management

Risk Management

The Trust has Risk Management KPIs which are used to monitor compliance against the Trust’s

Risk Management Strategy and Policy as well as the Risk Management Procedure.  

The Trust’s compliance in September was:   

 100% of risks reviewed within the last 3 months – target 90%

 100% of all risks approved within 1 month in September– target 90%

The risk team are liaising with all teams to ensure regular risks review meetings take place and risks 

are reviewed on a regular basis whilst acknowledging the additional pressures of REAP 4. 

Actions and assurance:

The risk manager supports all teams to ensure overdue risk are reviewed promptly. 

All risks with a risk score of 15 and above are managed via the Trust’s Risk Compliance and  

Assurance Group (RCAG) monthly to ensure actions are being taken to mitigate against the risk 

and bring the risk score down to its target level. 

The June 2021 data achieved our target of 90% of risks reviewed within the last 3 months with a 

compliance of 91.9%. The team continued to focus on this area with an aim to maintain 100% 

compliance for all risk. 

Corporate (Trust wide) Risk Register

Risk Assurance and Compliance Group (RCAG)

The RCAG review all red (15 and above) scored risks on a monthly basis, including 

those held in the Corporate Trust wide Risk Register as well as those held on other 

risk registers across the Trust. 

The group review the risks monthly in terms of movement to ensure that risks are, 

where relevant, moving as required, tolerated or escalated for actions through the 

Trust. 

In the last month, there were 5 red risks on the Corporate risk register, one of which 

has been reviewed at RCAG and the risk rating has been reduced . This is 

demonstrated in the movement table to the right of this text. 

Owner: Helen Woolford  |  Exec Lead: Dr. John Martin

ID
Sector / 

Department
Description Opened 

Initial 

Risk Score

April 

Risk Score

May 

Risk Score

June 

Risk Score

July 

Risk Score

Aug 

Risk Score

Sept

Risk Score

Change 

in Risk Score:
Progress Notes:

1081
Fleet and 

Logistics

TOLERATED RISK

There is a risk of the inability for the Trust to store, pack and supply 

medicines to frontline clinicians due to the legal requirement for 

organisations that supply medicines to staff, to have a Whole Sale 

Dealers Licence; which may lead to the inability for LAS staff to treat 

patients if not properly managed. 

25/04/2020 16 16 16 16 16 16 16 Tolerated risk

1112 NHS111

There is a risk that a patient will be connected to an unmanned 

telephone due to the telephone agent having not logged out of the 

Avaya system when not in a position to take a call leading to a delay in 

patient care as the patient receives no answer at the end of the line.

05/06/2020 16 16 16 16 16 16 12

Discussed at Sept RCAG:

Following assurance provided 

the Likelihood was agreed to 

reduce from Likely (4) to 

Possible (3) reducing the risk 

rating from 16 to 12.

1133
South East 

Sector

There is a risk that crews will be delayed attending calls, conveying 

patients to hospital or accessing properties due to the introduction of  

road closures, reduced lane capacity causing congestion, parking 

restrictions and other traffic calming schemes with limited/minimal 

consultation as a result of a pan London response to COVID by TfL and 

local authorities to enhance cycling and walking schemes. The aim is to 

increase capacity to assist with social distancing requirements and the 

reduced public transport capacity capabilities and local authorities 

developing schemes to support the reopening of the hospitality sector, 

provide safe spaces near schools and provide traffic safe 

neighbourhood zones. This could lead to increased job cycle times 

which could lead to an adverse impact on patient care/patient safety 

due to delayed response, members of the public at risk of accident in 

pedestrian zones, acute site impact and impact on wider NHS providers.

04/08/2020 15 15 15 15 15 15 15

Tolerated risk

Discussed at Sept RCAG:

Reviewed and agreed to 

continue to Tolerate until Jan 

2022

775 Estates

TOLERATED RISK

There is a risk that the current UPS which has been upgraded to meet 

building supply demand will go into safe mode and switch off due to 

having no isolation transformers to prevent neutral from being lost 

during a network power outage.  Failure of the equipment in normal 

operation or during a network power outage would cause a service 

failure. Interruption of electrical supply would impact IM&T data and 

telephony services and interrupt EOC services independently at Bow 

and HQ.

16/03/2018 15 15 15 20 20 20 20

Tolerated risk

Discussed at Sept RCAG:

Agreed risk to remain at 20 until 

exit from BOW which is 

scheduled for Feb 2022.

1145
Health and 

Safety

There is a risk that medical devices issues may not be managed 

appropriately due to the Trust not employing or contracting the services 

of a medical device specialist which may lead to equipment not being 

safe or fit for purpose which could impact on patient and staff safety.

15/09/2020 12 16 16 16 16 20 20

Discussed at Sept RCAG: 

It was agreed for the risk to 

remain at 20 with a review to 

reduce to 16, at RCAG, after the 

first GSTT visit

Negligible Minor Moderate Major Catastrophic Total

Almost certain 0 0 0 1 0 1

Likely 0 1 1 1 1 4

Possible 0 0 7 5 1 13

Unlikely 0 0 1 3 1 5

Rare 0 0 0 0 0 0

Total 0 1 9 10 3 23
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Owner: Tashalee Seejore | Exec Lead: Diane Scott

5. Well Led - Legal Clinical & Non Clinical Claims

Closed Non-Clinical Claims by Cause and Total Claim Cost

Current Non-Clinical Open Cases by Cause Current Non-Clinical Open Cases by Injury

Closed Non-Clinical Claims by Cause Closed Non-Clinical Claims by Injury 

Current Clinical Open Cases by InjuryCurrent Clinical Open Cases by Cause

Closed Clinical Claims by Cause and Total Claim Cost

Highlights

• Recruitment of staff (temporary - pending permanent recruitment) 

to assist with increasing workload.

• Reduction in attendance of live witnesses at hearings. 

• Increase in witness statements and records (call log/PRFs) being 

read in Court esp. on Level 1 cases.

• The Legal Services Manager and Head of Resolution are in 

discussion with Procurement to establish contracts with a few 

Panel firms with a view to reduce professional legal fees.

• Increase in workload from Coroner’s Court due to backlog.

Lowlights

• Two PFDs received since April 2021.

• Due to staff leaving and increased workload, work is being 

outsourced to a Panel firm

• Legal spend increase until contracts with Panel firms established.
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Work Equipment
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Electric Shock 90%

5%

2% 3%

Orthopaedic Injuries

Psychiatric Damage

Burns

Injuries to Internal Organs

Cause 2018/19 2019/20 Grand Total

Assault £4,165.00 £0.00 £2,431.00

Breach of DPA £9,000.00 £0.00

Defective Tools/Equip £3,812.11 £15,036.00 £0.00

Electric Shock £5,179.00

Hit by Object £2,233.30 £0.00 £0.00

Manual Handling £0.00 £11,184.90

Manual Handling Regulations £0.00

Mgt of H & S at W Regs £0.00

Professional Indemnity Claims £1,064.00

Prov & Use of Personal Prot Equip Regs £0.00

Provision and Use of Work Equipment Regulations £2,822.00 £0.00

Sharps Injury £10,567.00 £8,298.80 £2,830.00

Slip or Trip £26,991.60 £0.00 £4,908.00

Theft/Criminal Damage £0.00

Workplace (Health, Safety and Welfare) Regulations £11,615.50

Grand Total £73,563.51 £37,341.70 £11,233.00
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4%

4%
2%

2% 2% 2%
2% Fail / Delay

Treatment
Fail/Delay Admitting

To Hosp.
Operator Error

Application Of

Excess Force
Unexpected Death

Lack Of

Assistance/Care
Equipment
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Inappropriate

Treatment
Fail/Delay Referring

To Hosp.

29%

21%

8%
6%

6%

6%

4%

4%

2%
2%

2%

2%

2%

2% 2%2% 2%
Fatality

Cardiac Arrest

Brain Damage

Spinal Damage

Stroke

Cerebral Palsy

Multiple Disabilities

Nerve Damage

Tetraplegia/

Quadraplegia

Cause 2018/19
Number of 

Cases
2018/19

Number of 

Cases

Fatality £38,914.75 5 £10,382.15 1

Unnecessary Pain £0.00 1 £1,225.00 1

Adtnl/unnecessary 

Operation(s)
£404.30 1

Grand Total £39,319.05 7 £11,607.15 2
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5. Well Led - Trust Policies

The Team continues progress a significant amount of work to recover the policy position but progress continues to be impacted by the Trusts increased

REAP position. REAP 4 redirects activity away from the review of policies and as such the recovery position has remained static.

The September Trust board received a paper seeking the approval of 3 Core policies, including TP001 the policy for the development and

implementation of procedural documents. In doing this the opportunity was taken to provide additional clarity to the review and approval process.

This included:

• Producing a list of policies which identifies their approval and review route

• Clarifying the list of Core Policies, which are the responsibility of the Trust Board, and the Organisational Policies, which are to be agreed by the

Executive Committee or at Director level e.g. ‘clinical’, ‘operational’, ‘corporate’, ‘people & culture’ policies

• Clarification of the policy review intervals and approval of minor updates– to include interim annual reviews and a three year cycle of full reviews

• Encouraging a reduction in the overall number of policies by considering whether groups of policies in a particular area could be consolidated into

fewer, more comprehensive policies that make it easier for colleagues to locate the information they need

• Additional support to directorates in ensuring that policy reviews take place quickly, efficiently and effectively.

The Trust Board welcomed the approach to reducing the overall number of policies by combining existing documents and making more use of

procedures where appropriate and approved the policy for implementation.

The register of policies has since been updated to include approval routes in line with the updated TP001. It has also been shared with the Executive,

for their oversight and action. It is recognised that the 2 policies awaiting People and Culture Committee approval would result in the removal of 6

policies from the register as they have been rationalised into a single policy.

Progress will continue to be monitored by the team with a target to resolve the position by the end of the calendar year.

Owner: Victoria Moore |  Exec Lead: Diane Scott

Policies in date Policy owner informed 

overdue

Draft policies submitted Awaiting committee 

approval

Total

41 61 6 2 110

37% 55% 5% 2% 100%
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