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1. SITUATION/BACKGROUND

1.1 In September 2023, Members of the Joint Committee requested assurance from the EASC team, following NHS England’s commissioning of an independent review into patient safety concerns and governance processes at the North East Ambulance Service (NEAS).

1.2 Commissioners felt it was important to remain sighted on reviews related to patient safety and ambulance services. The review identified is one of several in recent years and the EASC team will continue to work with WAST to ensure learning from such reviews has taken place.

1.3 On 22 May 2022, media coverage in the Sunday Times alleged that the North East Ambulance Service NHS Foundation Trust (NEAS) was covering up evidence in relation to patient deaths and withholding key evidence from (then) Her Majesty’s Coroners (HMC) linked to service failures.

1.4 The news article made reference to seven incidents and the names of five individuals were included. The report said that families were not always told the full facts of the circumstances surrounding the death of their relatives.

1.5 In addition, the whistle-blower who reported these concerns to the Sunday Times also alleged that these concerned had been raised about patient safety in NEAS a number of times and that they had been bullied and victimised as a result. Some of the concerns raised by the whistle-blower were known in NEAS and the wider NHS system particularly in relation to some specific complaints from families and the robustness of coronial processes and reporting.

1.6 The alleged incidents took place between December 2018 and December 2019.

1.7 Following concern expressed following the Sunday Times article, on 14 June 2022 the (then) Secretary of State for Health and Social Care Sajid Javid confirmed that the NHS had agreed to an Independent Review.

1.8 This Independent Investigation reviewed four cases that were identified by the whistle blower.

1.9 There were some similar themes emerging about governance, compliance with existing policies and procedures, openness, candour, judgement and timely communication. There were also concerns emerging about the capacity of the ambulance Trust to meet the national waiting standard and the risks that that brought. In addition, there are consistent messages in relation to the coronial processes.

1.10 It is reasonable to say that NEAS has processes equivalent to those of most (if not all) other Ambulance Services. It would seem however that in the cases that are the subject of this report, those processes failed in 2018/19. Internal review was not centred on the Serious Incident Framework.

1.11 Investigation reports and the obligation to provide HMC with original documentation were conflated. Multiple teams were involved, when the Concerns and Complaints Team should be the only team to have dealings with HMC. They should have been provided with all original documentation in a timely manner, for onward transmission to HMC. There is a lack of clarity about the flow of documentation and responsibilities.

2. SPECIFIC MATTERS FOR CONSIDERATION BY THIS MEETING (ASSESSMENT) 

Governance and Compliance with Existing Policy and Procedure
2.1 The Welsh Ambulance Services NHS Trust (WAST) undertake regular review of policy and procedure and store all documents on the trusts intranet which is accessible to all staff. All new policies are developed in partnership and undergo vigorous governance procedures prior to approval and dissemination. 

2.2 Where policy is not followed staff are supported to speak up freely via a number of mechanisms. They can raise with their manager either verbally, in writing or via Datix, or approach workforce for general advice, the speaking up freely nominated person or their professional group lead.

Timeliness, Openness and Duty of Candour
2.3 Due to current system pressures identified as a direct result of handover delays, the ‘Putting Things Right’ (PTR) team are unable to meet the standard of 75% or above compliance in responding to complainants within 28 days, however recently the team has made progress towards this.

2.4 Due to the demand placed on the PTR team WAST is not in compliance with the Duty of Candour for incidents graded as suffering ‘moderate harm’. However, WAST is in compliance with the Duty of Candour for those incidents graded as ‘catastrophic’. 

Judgement
2.5 Any incident identified as moderate harm or above is brought to a Serious Case Incident Forum (SCIF). These forums are chaired by the patient safety team and each case is reviewed to identify next steps and gather a thematic analysis. It is here that cases are identified as a National Reportable Incident (NRI) or a Joint Investigation. At this forum it is possible to revise scoring of harm and should there be a revision this will be discussed with the person who initially scored it. Should any themes be identified in the inappropriate scoring of harm, further training and support is available for staff.

2.6 Following the SCIF, information is collated and themes and trends are delivered to the Chief Ambulance Service Commissioner (CASC) and WAST Quality and Delivery meeting which takes place monthly. In addition to this, the information is presented to Welsh Government at WASTs IQPD meetings.

Serious Incident Framework
2.7 WAST follow national guidance when undertaking review of concerns and complaints Quality and Safety Framework: Learning and Improving (gov.wales)

Communication with His Majesty’s Coroner (HMC)
2.8 The number of coronial requests has almost doubled to that of pre pandemic times. The complexity remains high, with multiple statements and actions per approach. This is in addition to the extra work required to manage cases where the Trust has been given ‘interested person’ (IP) status.

2.9 Data and information is also provided by the Trust as required to the Medical Examiner Service to inform their reviews of deaths in acute care.

2.10 Cases continue to be registered and distributed and the Patient Safety Team has had to introduce a new process surrounding the notification of summons to inquest. At the national network, all Health Bodies reported an increase in both volume and complexity of the coronial work post pandemic. The Team ensures they are meeting the dates for the production of statements, and escalating should difficulties be experienced.
3. [bookmark: _Hlk150772276]RECOMMENDATION 

3.1 EASC Committee Members are asked to:

· NOTE the contents of this paper for assurance
· NOTE that the Joint Committee will continue to monitor and seek assurance on these areas through its normal mechanisms.
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