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Minutes of a Trust Board Meeting held on 

 Thursday 31July 2014 at 2.00 pm at The Clarion Hotel, 75 Belfast Road, Carrickfergus, Co 
Antrim, BT38 8PH 

 
Present: 

Mr P Archer      Chairman 
Mr L McIvor Chief Executive 
Ms A Paisley Non-Executive Director 
Mr N McKinley Non-Executive Director 
Dr J Livingstone Non-Executive Director 
Mrs S McCue Director of Finance & ICT 
Mr B McNeill Director of Operations 
Dr D McManus Medical Director 
Ms R O’Hara Director of Human Resources and Corporate 

Services 
In Attendance:  

Miss K Baxter  Executive Administrator (Acting)  
Mrs J Pattison HR, Senior Secretary (Temp) 

     
 
Welcome and Format of the Meeting 
 
The Chairman opened the meeting by welcoming members of the public and Trust Board. 
 
1.0 Apologies  

 
 Apologies were received from Professor M Hanratty, Non-Executive Director. 

 
2.0 Procedure: Declaration of potential Conflict of Interest / Pecuniary Interests 

                    Quorum.  
 

 No potential conflicts of interest/pecuniary interests were declared and the Board 
was confirmed as quorate.    
 

3.0 Minutes of the Previous Meeting of the Trust Board held on 27 March 2014 
  
 Members accepted the minutes as a true reflection of discussions held on the 

proposal of Dr J Livingstone, seconded by Ms A Paisley. 
 
Action: Approved 
 

 3.1 Action Log  
 
The Chairman presented the Action Log and confirmed that the log was subject 
to ongoing review.   
 
In relation to action point 7 an issue has been identified in respect of the 
recording of absence in the new BSTP system. The accuracy of reported 
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absence information has been questioned and cannot be confirmed at this 
time, therefore the Trust Board agreed that NIAS should not present absence 
information until the issues have been resolved. 
 
 
   

4.0 Matters Arising 
 

  All matters arising would be picked up through main agenda items. 
 

5.0 Chairman’s Business 
  
 5.1 Chairman’s Update 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
5.2 
 
 
 
 
 
 
 
 

The Chairman gave a brief outline of his diary commitments since the last 
Board meeting.  
 
Visit to Carrickfergus Ambulance Station 
 
The Chairman on behalf of the Board paid tribute to the staff and officers for 
the visit to Carrickfergus Ambulance Station.  The Chairman stated once again 
that the Non-Executive Directors in particular received great value from visits to 
local stations before Board meetings where they have the opportunity to 
inspect the facilities and talk to any staff who were present.  Carrickfergus was 
a good example of a well organised station and the enthusiasm of the staff was 
very obvious during the visit which included a practical demonstration in the 
training room of the challenges faced while on duty in all sorts of conditions 
when having to inject patients with fluids or medicines. 
 

6.0 Chief Executive’s Business  
 
6.1 

 
Chief Executive’s Update 
 
The Chief Executive gave a brief outline of some of his activities since the last 
Board meeting which included the following meetings: 
 
 Urgent and Emergency Care Forum Steering Group - attended as the 

representative for Northern Ireland on the 4th June 2014.   
 SAI Review - Introductory Meeting with Sir Liam Donaldson on the 23 June 

2014. 
 End of Year Accountability Meeting with DHSSPSNI on the 24 June 2014. 
 Memorandum Of Understanding For The Provision Of A Declared Incident 

Mutual Aid – meeting with RoI Ambulance personnel on the 30 June 2014.  
 Unscheduled Care Task Group with Dr McBride on the 10 July 2014. 
 Introductory meeting on the 23 July 2014 with Richard Pengelly 

(Permanent Secretary) - opportunity to increase awareness of Ambulance 
Service. 
 

The Chief Executive briefed the Board on current issues reported in the media - 
the use of St Johns Ambulance and Weekend cover pressures.  

 

   
 6.2 Transforming Your Care Update 
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  An update was provided by the Chief Executive, who reported that support 

sought following HSCB presentation on NIAS proposals had been secured 
and captured on record.  Two Clinical Posts were being engaged to maximise 
impact of alternative care pathways. 
 

7.0 7.1 Performance Report 2014-15 as at 30 June 2014 
 

 The Chief Executive referred members to page 5 on of the 2014/15 report which 
outlined an overview of the Strategic Aims and Objectives. 
 
The Chief Executive reported that the CAT A diminished performance caused 
concern in respect of service delivery objectives, while current financial issues 
remained a concern. Key engagements were outlined highlighting how the Trust was 
working with HSCB on this, TYC and associated issues. 
 

 Operations 
 

 As at 30 June 2014:  
 
The Director of Operations updated members. He referred to (page 66) the 
performance charts showing monthly cumulative position of Cat A calls and outlined 
issues in respect of performance and service delivery. Trust Board was updated in 
respect of purchase of Ballymena Site for New Ambulance Station at a cost of 
£3.7M, tender process to begin in August 2014. 
 
The Director of Operations provided a detailed update on the issues of the previous 
weekend informing them that the service had only 37 out of 52 crews in operation 
due to staffing issues.  
 
The problems at the weekend were multi-factorial including extant vacancies, holiday 
leave arrangements, short-notice casual leave and carers leave requests and long 
and short-term sickness, compounded by a reluctance to work overtime most likely 
influenced by weather etc.  
 
NIAS has established a team dedicated to planning and maintaining cover and 
systems which support staff in managing work patterns and leave etc. this team 
operates 7 days a week to plan cover and try to fill short-notice gaps as they arise. 
Unfortunately over the weekend they were unable to secure sufficient extra staff to 
replace those who were/became unavailable. 
 
In addition we had arranged for support from voluntary ambulance providers to 
support our staff in transporting suitable non-emergency patients, to ease the burden 
on NIAS personnel and allow us to prioritise NIAS personnel to emergency calls.  
We operate robust attendance management policies and offer rapid access to 
supplementary health services for specific relevant conditions to expedite return to 
work for our staff when they are sick.  
 
The ‘review’ of the issues started on Saturday 26th July 2014 and a number of 
meetings of senior NIAS Operational Managers  have already taken place which 
have developed short and longer term action plans for operational staff. In addition to 
the steps outlined below designed to immediately impact on this weekend, there is a 
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focus is on the next 90 days (taking us to the end of October by which time the initial 
phases of the recruitment should have been completed).  
Key Actions identified: 

• Increased Non-Emergency Ambulance provision from Voluntary Ambulance 
Services  

• Increased Managerial scrutiny of short-term absence to expedite return to work 
• Refusal of Casual Leave applications  
• Revised arrangements for notification and authorisation of Carers Leave 

Requests 
• Revised management of Relief staff to prioritise cover of high-impact shifts 
• Reallocation of Training Officers to operational front-line duties 
• Revised arrangements for call management to maximise use of voluntary 

ambulances in place of emergency ambulances where appropriate 
• Revised arrangements for GPs in Ambulance Control to maximise use of 

voluntary ambulances in place of emergency ambulances where appropriate 
• Review of recruitment programme to expedite filling of vacant posts 

         . 
 Finance & ICT 

 
 As at 30 June 2014:  

 
The Director of Finance & ICT highlighted that the Trust Delivery Plan (TDP)  is 
dependent on approval of the Commissioning Plan, which has not yet been received 
from the HSC Board; as such the TDP is still in a draft form.   
 
The Director of Finance highlighted on NIAS’s financial position.  She stated that 
current figures to the end of June indicated that the Trust had a £15,000 overspend.   
 
The Director of Finance confirmed that there is a requirement for NIAS to deliver 
savings of £3 million in 2014/15 on a recurrent basis.  She continued that about £2 
million of efficiency savings had been delivered during 2013/14, although this been 
through both non-recurrent means and the use of some bridging funding.  There are 
outline proposals for the £3 million saving in 2014/15, however, these are not yet 
fully confirmed.   
 
The Board was directed to page 87 which dealt with the prompt payment of invoices.  
Director of Finance indicated that although >90% had been paid within 30 days in the 
month, the cumulative target of 95% had not been reached and has dipped primarily 
due to demands of year end accounts and the new computer systems. 
 

 Human Resources & Corporate Services 
 

 The Director of Human Resources and Corporate Services updated members on her 
report. The following issues / comments were raised: 
 
As at 30 June 2014 
 
The following issues and comments were raised: 
 
 DHSSPS – Benchmarking information on absence no longer available. 
o In Conjunction with the Department NIAS are proposing an absence target of 

7%, this was based on benchmarking other HSC Trusts through HRMS. 
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o HRPTS System went live on 14 February and reported absence figures have 
increased regionally by approximately 2%.  It has been identified that there is an 
issue within the system and NIAS Trust Board has determined that HRPTS 
absence reports would not be presented until the issues are addressed. 

 Page 109 illustrated that Job Evaluation for three AfC jobs are still outstanding. 
The Trust is in regular contact with DHSSPS on this. 

 
 Medical 

 
The Medical Director presented his report and  commented on the new format. 
 
The following issues were discussed: 
 
 Emergency Planning Report (Page 45): 
 It was noted that there had been no major incidents during this period. 

o The numbers of calls to incidents involving Carbon Monoxide were due to the 
 increased use of Carbon Monoxide alarms and the increased awareness of 
 Carbon Monoxide  inhalation within the General Public due to recent media 
 campaigns,  

o  
8.0 PCS Eligibility 

 
 This paper was tabled last year; the information has now been updated. 

 
9.0 HSC Framework Document 
  
 Board Members have been asked for comments by 22 August 2014 

 
10.0 Items for Approval 

 
 
 
 
 
 
 
 
 
11.0 

10.1 Equal Opportunities Policy 
                  
                 Approved by Dr J Livingstone; Seconded by Mr L McIvor 
  
10.2 Working Well Together Policy 
 
                 Approved by Dr J Livingstone; Seconded by Mr L McIvor 
 
Items for Noting 
 

 11.1 Emergency Preparedness & response Annual Report 
 
                 Draft Form submitted to PHA. 
 
11.2 Assurance Committee Minutes – 5 June 2014 
 
  Noted – with no changes. 
 
11.3 Audit Committee Minutes – 29 May 2014 and 10 June 2014 
 
  Noted – with no changes. 
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12.0 Application of Trust Seal 
 
The Trust Seal has not been used since the Trust Board Meeting on the 27 March 
2014. 
 

  
13.0 
 
 
 
 
14.0 Equal Opportunities Policy 
 
 
15.0  

Forum for Questions 
 
No Questions were received. 
 
Any Other Business 
 
None 
 
Forward Agenda 
 
The Chairman brought forward the suggestion that the Board should plan Workshops 
for 2015-16. 
 
Dr J Livingstone brought forward the suggestion that each Director should give a 
verbal update on the Governance Rolling Action Plan and this should be repeated at 
alternative Board Meeting i.e. three times per year.  This was agreed by the 
Chairman. 
 

Date, Time and Venue of Next Meeting 
  
The next meeting of the Trust Board will be held on Thursday 25 September 2014 in 
Headquarters 
  

  
The Chairman thanked those present for attending and called proceedings to a close. 
 
 

 
 
Signed: _____________________ 
 
 
 
Date:  _______________________ 
                         Chairman  
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At each Board Meeting, action points are recorded throughout the meeting to note items which need further development, 
additional work or raise other issues which need to be considered or discussed.  This document has been created to keep a record 
of these action points.   

Trust Board Meeting - Action Log 

 

Date of 
Meeting 

Minute 
Reference 

Agenda Item 
(topic) 

Allocated To Action 

31 July 
2014 

6.1 Chief Executive’s 
Update 

Medical 
Director 

Medical Director to arrange presentation on Community Resuscitation 
Strategy for next Trust Board meeting in September.  
 

 9.0 HSC Framework All  Board members to provide comments to Chief Executive by 18 August 
2014  
 

 15.0 Forward Agenda  Chairman • Workshops for 2015/16 
• Governance Rolling Action Plan – Verbal update to be given by the 

convenors at September’s Board meeting and repeated at alternate 
Board meetings.  
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PROPOSED TRUST BOARD &  
COMMITTEE SCHEDULE 2014 

 

 
TRUST BOARD 

Thursday, 05 February 2015, Southern Division 
Thursday, 02 April 2015, Western Division 

Thursday, 04 June 2015, Headquarters 
Thursday, 18 June 2015, Headquarters (Annual Accounts) 

Thursday, 06 August 2015, Northern Division 
Thursday, 01 October 2015 - Also AGM, Headquarters 

Thursday, 03 December 2015, Eastern Division 
 

 
 

ASSURANCE COMMITTEE   

 
NIAS HEADQUARTERS AT 11.00AM 

TBC 
 
 

AUDIT COMMITTEE  

 
NIAS HEADQUARTERS AT 2.00PM 

TBC 
 
 
 
 

Notes: Audit Committee Meetings may be subject to change due to financial account timetables 
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WORKFORCE INFORMATION (taken from NIAS Quarterly Workforce Information Report dated 31 March 2014)  

 
NIAS budgeted establishment on 31 March 2014 was a total of 1237.54 WTE.  At this date NIAS total Substantive in Post (permanent & temporary 
contracts) was 1164.11  WTE including 69.1 WTE made up of 93 part-time staff (Headcount).  The total Staff In Post (Headcount) figure was 1191.  In 
addition there are currently 45 seconded posts (i.e. staff working temporarily in posts other than their substantive posts.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note 1: Substantive In Post (WTE): Does NOT include Sessional GPs, who constitute 0.14 WTE nor does it include individuals who support education, 
learning & development clinical programmes as required, who constitute 0.08 WTE.  These individuals have been included in the Staff In Post 
(Headcount), figures (in brackets) in the respective Directorates. 

Note 2: Finance Directorate: Included in the Substantive In Post (WTE) Temp figure, is 2 temporary Finance Administrators (B4), 1 temporary BSTP 
ICT Project Support Officer (B4) and 1 temporary Management Accounts Officer. 

Note 3: HR & CS Directorate: Included in the Substantive In Post (WTE) Temp figure, is 1 temporary Snr Learning & Development Officer (B6), 1 
temporary Receptionist (B2) and 1 temporary Clinical Training Manager (B8a), who are covering secondments / long term sickness.  

Note 4: Operations Directorate: Included in the Substantive In Post (WTE) Temp figure, are 30 temporary Paramedics, 30 temporary PiTs, 50.8 
temporary ACAs, 4 temporary EMDs, 2 temporary Non-Emergency Call Takers and 1 temporary Project Manager.   

Directorate Budgeted 
Est (WTE) 

Substantive In 
Post (WTE) 

Staff In Post (Headcount) Permanent 
Vacancies 

(WTE) 

Staff in 
Post 

Vacancies 

(WTE) 
Perm Temp Perm Temp Seconded 

CX/Board 7 7 0 7 0 0 0.00 0.00 

Finance 30.63 25.63 42 21 4 6 -5.00 -1.00 

HR 
68.15 65.16 2.583 

54 
(62)1 

3 12 -2.99 -1.41 

Operations 
1125.76 934.935 117.84 

931 
(945)1 

119 25 -190.86 -74.03 

Medical 6 6 16 6 1 2 0.0 3.00 

TOTAL 1237.54 1164.1 1191   
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Note 5: Operations Directorate: There are 3 Bank Paramedics (which have not been included in the Substantive In Post (WTE) figure). 

Note 6: Medical Directorate: Included in the Substantive In Post (WTE) Temp figure, is 1 temporary HART Administrative Officer who is employed on a 
temporary contract.  

Note 7:  Permanent Vacancies: Calculated by subtracting WTE Budgeted Est figure from Substantive WTE in post (perm) figure. 

 

NB Data sourced from HR Management System (HRMS)- Information is valid on the date of publication only 

HR 12 

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

# # # # #
# # # # #

14 17 20 19 13
4 1 4 6 5
# # # # #

# # # # #

7.85 7.60 7.33 7.35 7.25 6.67 6.77 7.00 7.25 7.48 # #

PROPOSED ABSENCE TARGET 2014/15 = 7%**                                                                             WTE:1150.30

% long term cumulative absence
% short term cumulative absence

7%**7%**Absence Target 14/15 7%** 7%**

  TAKE STEPS TO MINIMISE SICKNESS ABSENCE DURING 2014/15

% absence 13/14 (cumulative)

Estimated Cumulative Cost of absence* 
(£’000)

Performance Assessment
Cumulative absence (%)14/15

MONTH

No. of employees on no pay
No. of employees on half pay

TOTAL YEAR ABSENCE 2013/14 = Not available

7%** 7%**7%** 7%** 7%** 7%** 7%** 7%**

NIAS % ABSENTEEISM                                                                                                                                

YEAR TO DATE 
ABSENCE = #

 
* Absence costs have been estimated by expressing the % absence figure as a % of the total staff costs within the Trust.  As such, this 

figure is a broad approximation of the cost of absence. 
**  This target is based on benchmarked HRMS figures. In light of issues arising in relation to the sickness absence figures produced 

following the implementation of HRPTS, it will be necessary to review this once the figures had been validated. 
# As part of the implementation of HRPTS, a regional issue was identified in the system calculation of the sickness absence percentage, 

which resulted in an apparent significant increase in the sickness absence percentage across HSC organisations.  The cause of this 
has been identified regionally and a change request process has been initiated with HCL Axon to amend the system calculation 
accordingly.  As such, percentage sickness absence figures will not be reported until this matter is resolved. 
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NB Data sourced from HRMS & HRPTS. - Information is valid on the date of publication only 

NB Data sourced from HR, Payroll, Travel & Subsistence (HRPTS). - Information is valid on the date of publication only 

Attendance Management Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Proposed Target absenteeism 2014/15 7%** 7%** 7%** 7%** 7%**

Cumulative absence (%) # # # # #
No. of employees on half pay 13 15 19 18 13
No. of employees on no pay 1 1 2 5 4

Proposed Target absenteeism 2014/15 7%** 7%** 7%** 7%** 7%**

Cumulative absence (%) # # # # #
No. of employees on half pay 0 0 0 0 0
No. of employees on no pay 0 0 0 0 0

Proposed Target absenteeism 2014/15 7%** 7%** 7%** 7%** 7%**

Cumulative absence (%) # # # # #
No. of employees on half pay 0 0 1 1 0
No. of employees on no pay 0 0 0 0 0

Proposed Target absenteeism 2014/15 7%** 7%** 7%** 7%** 7%**

Cumulative absence (%) # # # # #
No. of employees on half pay 1 2 0 0 0
No. of employees on no pay 0 0 1 1 1

OPERATIONS DIRECTORATE 
% ABSENTEEISM 2014/15

PROPOSED NIAS ABSENCE TARGET 2014/15 = 7%**

% ABSENTEEISM 2014/15

% ABSENTEEISM 2014/15

% ABSENTEEISM 2014/15

FINANCE & ICT DIRECTORATE 

MEDICAL DIRECTORATE 

  WTE: 1041.60

  WTE:  67.07

YEAR TO DATE 
ABSENCE = #

  WTE:  9.0

YEAR TO DATE 
ABSENCE = #

  WTE:  27.63

H R AND CORPORATE SERVICES DIRECTORATE 

YEAR TO DATE 
ABSENCE = #

YEAR TO DATE 
ABSENCE = #
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ABSENCE COMPARISON WITH NHS AMBULANCE TRUSTS 
(Comparison of Monthly Absence Statistics (%)* Across English Ambulance Services and NIAS Apr 13 – Mar 14) 

NHS TRUST April 13 May 13 June 13 July 13 Aug 13 Sep 13 Oct 13 Nov 13 Dec 13 Jan 14 Feb 14 Mar 14 

N/East Ambulance 
Service 5.34% 5.82% 5.80% 5.73% 5.84% 5.33% 5.16% 5.46% 6.71% 6.44% 6.13% 6.84% 

N/West Ambulance 
Service 6.48% 6.65% 6.80% 6.57% 6.68% 5.96% 5.7% 5.82% 6.85% 7.26% 7.31% 6.94% 

Yorkshire 
Ambulance Service 5.61% 5.50% 5.54% 5.55% 5.67% 5.62% 5.48% 5.50% 6.20% 6.54% 6.58% 6.69% 

E/Midlands 
Ambulance Service 5.17% 5.48% 5.45% 5.37% 5.28% 5.44% 5.34% 5.35% 6.73% 6.96% 6.70% 6.26% 

W/Midlands 
Ambulance Service 6.05% 5.43% 4.86% 4.97% 5.22% 4.85% 4.83% 4.76% 5.43% 6.15% 6.15% 5.73% 

East of England 
Ambulance Service 6.59% 5.54% 5.83% 5.81% 5.64% 5.66% 5.86% 5.89% 7.39% 7.32% 6.72% 6.54% 

London Ambulance 
Service 6.08% 5.90% 5.59% 5.58% 5.61% 5.56% 6.25% 6.23% 6.01% 5.82% 6.15% 5.78% 

S/East Coast 
Ambulance Service 5.83% 5.87% 4.99% 5% 5.36% 5.06% 5.05% 4.77% 6.15% 6.05% 5.96% 5.56% 

S/Central 
Ambulance Service 5.51% 5.40% 5.38% 5.13% 4.78% 4.63% 4.93% 5.07% 6.19% 6.06% 5.80% 5.69% 

Gt Western 
Ambulance Service - - - - - - - - - - - - 

S/Western 
Ambulance Service 5.20% 5.01% 5.12% 4.88% 5.16% 5.1% 4.73% 5.15% 5.92% 5.71% 5.95% 5.67% 

NIAS monthly 7.85% 7.28% 6.46% 7.08% 6.87% 7.76% 7.53% 8.31% 9.55% 9.58% 10.66% 9.79% 

NIAS** 7.85% 7.60% 7.33% 7.35% 7.25% 6.67% 6.77% 7.00% 7.25% 7.48% # # 

*Source - The Information Centre for Health and Social Care  ** NIAS cumulative figures  
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REPORTING 
PERIOD 

2009/10  2010/11  2011/12 
 

2012/13 
 

2013/14 

ABSENCE 
TARGET 

DHSSPS 
PFA 

Target 
5.5% 

 

DHSSPS 
PFA 

Target 
5.2% 

 
NIAS 

Target 
6.85% 

 
NIAS 

Target 
6.7% 

 
 

NIAS 
Target 
6.7% 

    

 
% 

Absence 
(2009/10) 

% 
Variance 
(2008/09) 

% 
Absence 
(2010/11) 

% 
Variance 
(2009/10) 

% 
Absence 
(2011/12) 

% 
Variance 
(2010/11) 

% 
Absence 
(2012/13) 

%  
Variance 
(2011/12) 

% 
Absence 
(2013/14) 

REGIONAL HSC 
TRUSTS 5.49% -2.8% 5.46% -0.55% 5.36% -1.87% 5.71% +6.13 * 

NI AMBULANCE 
SERVICE TRUST 6.72% -3.9% 6.87% +2.23% 7.18% +4.32% 7.50% +4.27 ** 

 

* Figures no longer provided by DHSSPSNI. 

** Figures currently not reportable from HRPTS. 
 

 

 

 

 

NB Data sourced from HRPTS. - Information is valid on the date of publication only 
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COMPARATIVE ANALYSIS OF % ABSENCE BETWEEN NIAS  
AND REGIONAL HSC STAFF GROUPS 

 
* Figures no longer provided by DHSSPSNI 

Staff Group 
No. of staff 
in group as 

at Q4 
(31/03/14) 

Staff Group 
as % of 

Workforce 
as at Q4 

     
  

 

   

Regulated  
2010-11 
Q3&4 

2011-12 
Q1&2 

2011-12 
 Q3&4 

2012-13 
Q1&2 

2012-13 
Q3&4 

2013-14 
Q1&2 

2013-14  
Q3&4 

2014-15 
Q1&2 

2014-15 
Q3&4 

Paramedic Station 
Supervisors & Clinical 

Support Officers 
54 4.54 NIAS 4.67 7.98 8.32 8.41 12.57 4.73 ** **  

Paramedics 333 28.01 NIAS 6.76 5.18 7.94 6.46 8.31 7.30 ** **  
Nursing & Midwifery 

(formerly TC5) N/A* N/A* HSC 6.26 5.90 6.41 6.16 6.59 * * *  

Social Services 
(formerly TC6) N/A* N/A* HSC 6.42 5.89 6.23 6.09 6.53 * * *  

Non-Regulated 

Admin & Clerical*** 
125 10.51 NIAS 2.67 3.78 5.23 3.57 4.97 5.30 ** **  
N/A* N/A HSC 4.26 3.91 4.40 4.17 4.86 * * *  

Estate Services 
(formerly TC3) 

3 0.25 NIAS 9.57 1.28 0.00 0.00 0.00 2.55 ** **  
N/A* N/A HSC 6.25 3.78 4.82 4.67 5.60 * * *  

ACA’s 264 22.20 NIAS 6.57 6.83 7.94 6.39 8.12 6.44 ** **  
EMTs / PiTs 213 17.91 NIAS 8.91 8.84 8.74 6.76 8.59 11.30 ** **  
Control Staff 110 9.25 NIAS 13.81 7.74 9.52 10.21 12.52 8.46 ** **  

Support Services 
(formerly TC4) 

1 0.08 NIAS 3.85 0.38 11.11 0.38 11.54 7.69 ** **  

N/A N/A HSC 7.16 6.09 7.84 6.91 7.85 * * *  
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** Figures currently not reportable from HRPTS. 

*** Includes Management and Senior Management grades  
 

NB Data sourced from HR Management System (HRMS) and HR, Payroll, Travel & Subsistence (HRPTS). - Information is valid on the date of publication only 
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EMPLOYEE RELATIONS 

Grievance Standards Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total
No. of Grievances received 0 0 3 3 0 6
Grievances acknowledged within 
2 days

0 0 3 3 0 6

Grievances at Informal Stage 0 0 0 2 0 2
Grievances resolved informally / 
withdrawn

0 0 2 0 0 2

Grievance at Formal Stage 0 0 1 1 0 2
Stage 1 hearing arranged within 
15 working days

N/A N/A 0 0 N/A 0

Stage 1 Grievance Hearing heard N/A N/A N/A N/A N/A 0

Stage 1 outcome conveyed within 
7 working days of hearing

N/A N/A N/A N/A N/A 0

No. of cases appealed N/A N/A N/A N/A N/A 0

Stage II hearing arranged within 
15 working days of notification

N/A N/A N/A N/A N/A 0

Stage II outcome conveyed within 
7 working days of hearing

N/A N/A N/A N/A N/A 0

Grievance Cases Closed 0 0 2 0 0 2
Number of active Grievance 
Cases (2014/15)

4

Total number of active 
Grievance Cases 30
* Information is valid on the date of publication only 
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Discipline Standards Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar TOTAL
Number of disciplinary cases 4 1 0 2 1 8
Number of HCPC referrals 0 1 0 1 0 2
Withdrawal of Professional 
Registration. 0 0 0 0 0 0

Number of suspensions 0 0 0 0 0 0
Decision to suspend reviewed 
every 4 weeks N/A N/A N/A N/A N/A 0

Formal investigations ongoing 4 1 N/A 2 1 8

Formal investigations completed 
as soon as is reasonable 0 0 N/A 0 0 0

Informal Recommendations 
Made 0 0 N/A 0 0 0

Formal hearing recommended N/A N/A N/A N/A N/A 0
Document disclosure exchanged 
5 working days prior to 
disciplinary hearing

N/A N/A N/A N/A N/A 0

Decision of Stage I Panel 
conveyed within 7 working days 
of date of hearing

N/A N/A N/A N/A N/A 0

No. of appeals of Stage 1 
outcome received N/A N/A N/A N/A N/A 0

Employee given 7 working days 
notice of appeal hearing N/A N/A N/A N/A N/A 0

Decision of Stage II Appeal panel 
conveyed within 7 working days 
of date of hearing

N/A N/A N/A N/A N/A 0

Disciplinary Cases Closed 0 0 0 0 0 0

Number of active suspensions 2

Number of active Disciplinary 
Cases (2014/15)
Total number of active 
Disciplinary Cases

8

22
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Harassment Standards Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar TOTAL
Number of harassment cases 1 0 1 0 0 2
Number of informal cases 0 0 0 0 0 0
Number of formal cases 1 0 1 0 0 2

Recipient of the complaint meets 
complainant within 5 working 
days of receipt of complaint

0 0 0 0 0 0

Cases withdrawn 0 0 0 0 0 0
Investigation complete within 30 
working days of receipt of 
complaint

0 0 0 0 0 0

Harassment Cases Closed 0 0 0 0 0 0
Finding of Harassment 0 0 0 0 0 0
Number of active harassment 
cases (2014/15) 2

Total Number of Active 
Harassment cases 7

Industrial Tribunal Standards Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar TOTAL
No. of lT Applications received 0 0 0 0 0 0
Response to IT Applications within 28 days 0 0 0 0 0 0
IT cases Closed 0 0 0 0 0 0
Number of active IT cases (2014/15) 0
Total number of active IT cases 0
* Information is valid on the date of publication only 
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Case File Closures April 2014 – March 2015 

Case File Type Apr May Jun July Aug Sept Oct Nov Dec Jan Feb Mar  
Grievance 1 0 0 3 0        
Disciplinary  1 0 0 0 1        
Complaint of 
Harassment 0 0 0 0 0        

Total 2 0 0 3 1        6 
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IMPLEMENT KNOWLEDGE AND SKILLS FRAMEWORK (KSF) REQUIREMENTS  
TAKE STEPS TO ENSURE THAT 90% OF STAFF WILL HAVE HAD AN ANNUAL APPRAISAL OF THEIR   
PERFORMANCE DURING 2014/15 

KSF was fully implemented within NIAS with effect from October 2012. Compliance from October 2012 – September 2013 was 96%. 
Compliance from April 2013 – March 2014 was 97%.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   

The second annual cycle commenced on 1 April 2014-31 March 2015.  Each directorate has responsibility to report on compliance of 
completion of KSF PDCR’s for all staff within their remit.  This will be monitored and reported on by the KSF management side lead 
on a 6 monthly basis. i.e. at 30/09/14 and 31/03/15.  

Key Actions Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 

Operations Directorate 

Control A A A A A        

Operations A A A A A        

Fleet & Estate A A A A A        

Medical Directorate 
Medical & Risk Mgmt A A A A A          

Emergency Planning A A A A A        

Finance Directorate 
Finance A A A A A        

ICT & Information A A A A A        

Stores & Courier A A A A A        

HR Directorate 
HR A A A A A        

Equality & PPI A A A A A        
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Corporate Services A A A A A        

RATC A A A A A        

RATC ACTIVITY REPORT 

The 2-Year Education, Learning and Development Plan (2014-2016) was approved by SEMT on 21 August 2014 and has been 
included in Assurance Committee papers for noting. 

 Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 
Clinical Training Programmes 
Paramedic-in-Training Programmes G G G G G        

Emergency Medical Technician N/A N/A N/A N/A N/A        

Ambulance Care Attendant Programmes N/A N/A N/A N/A N/A        

Mandatory Training & Assessment Programmes 
Development of Annual Mandatory Training Workbooks 
and eLearning 

A A A A G        

Annual Assessment and CPD – Paramedics and EMTs 
– Day 1 
Commencing September 2014 

N/A N/A N/A N/A N/A        

Annual Assessment and CPD – Paramedics and EMTs 
– Day 2 
Commencing September 2014 

N/A N/A N/A N/A N/A        

Annual Assessment and CPD – Paramedics only – Day 
3 

N/A N/A N/A N/A N/A N/A N/A N/A N/A    
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Commencing 5 January 2015 

Annual Assessment and CPD – Ambulance Care 
Assistants – Day 1 
Commencing September 2014 

N/A N/A N/A N/A N/A        

Annual Assessment and CPD – Ambulance Care 
Assistants – Day 2 
Commencing 5 January 2015 

N/A N/A N/A N/A N/A N/A N/A N/A N/A    

Care & Responsibility Programme G G G G G        

First Aid at Work Programme G G G G G        

Manual Handling Training for Non-Frontline Staff G G G G G        

Evacuation Chair Training G G G G G        

Safetalk, Control N/A N/A N/A N/A N/A        

Cat B/ RRV driver training 
Commencing 5 January 2015 

N/A N/A N/A N/A N/A N/A N/A N/A N/A    

Continuous Professional Development 
Manual Handling Train the Trainer N/A G G G G        

Training Team Clinical Update days N/A N/A G G G        

Service Developments 
ADI Training for RATC Ambulance Driving Instructors G G G G G        

Care and Responsibility (Conflict Resolution) Train the 
Trainers 

G G G G G        

Collision and Management Investigation Course N/A N/A N/A G G        

Putting people first N/A N/A N/A N/A N/A        

IT skills pathway N/A N/A N/A N/A N/A N/A N/A N/A N/A    

Human Factors N/A N/A N/A N/A N/A        

Psychosocial resilience N/A N/A N/A G G        
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RATC Input for Other Medical Disciplines 

Foundation Year Doctors Generic Skills Training N/A G G G G        

Queens University Medical Students N/A N/A N/A N/A N/A        

Clinical Support Officer Workstreams 

Paramedic-in-Training – Practice Placement Educator 
and Mentoring 

G G G G G        

EMT  Practice Placement Educator and Mentoring N/A N/A N/A N/A N/A        

ACA monthly support post qualified ( up to 6 months) N/A N/A N/A N/A N/A        

Clinical Supervision of Post-Qualified Staff G G G G G        

Clinical Audit G G G G G        

Equipment Trails G G G G G        

Clinical Performance Indicators (CPIs) G G G G G        

Patient/Client Experience Audit G G G G G        

CPD Events G G G G G        

High Speed Assessments N/A N/A N/A N/A N/A        

Return to Work Training G G G G G        

New Vehicle Training G G G G G        

Driver assessor course refresher N/A N/A N/A N/A N/A        

Management Development Programmes 2014-2015 

Recruitment & Selection N/A N/A N/A N/A G        

Disciplinary, Grievance & Investigation N/A N/A  N/A N/A N/A        

Complaints Investigation N/A N/A N/A N/A N/A        

eRecruitment N/A N/A N/A N/A N/A        

Equality & Human Rights Screening N/A N/A N/A N/A N/A        
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Manager Self-Service (MSS) N/A G G G G        

Employee Self-Service (ESS) N/A G G G G        

Managing the Development of Staff N/A N/A N/A N/A N/A        

Team Effectiveness N/A N/A N/A N/A N/A        

Project Management Awareness/Refresher N/A N/A N/A N/A N/A        

Introductory Certificate in Healthcare Finance in NI G G G G G        

Risk Assessment N/A N/A N/A N/A N/A        

Business Continuity Planning (Advanced) N/A N/A N/A N/A N/A        

Fire Risk Assessment N/A N/A N/A N/A N/A        
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JOB EVALUATION FOR PARAMEDICS, RRV PARAMEDICS & EMERGENCY MEDICAL TECHNICIANS 
Trust Board is aware that the Regional Quality Assurance (RQA) team, who are considering the NIAS jobs, have submitted questions to 
both management and staff side representatives for each of the three Job Evaluation Questionnaires, with a request for agreed 
answers, signed off by both management and staff side for each individual job.  The RRV Paramedic response has already been 
agreed by the staff side representative and management representative and sent back to the RQA team. 

Despite several attempts, the Trust has been unable to provide an agreed response to the RQA team for the Paramedic and EMT jobs.  
This is more difficult given a recent Unison Press Release and subsequent publicity regarding an apparent vote of no confidence in the 
NIAS Trust Board, CEO and Directors with elements relating to the Job Evaluation process. 

Accordingly the Trust is of the view that there is no benefit in continuing to attempt to reach an agreed position in relation to the RQA 
team’s questions. The management response to the questions posed by the RQA team for the Paramedic and EMT jobs have been 
forwarded to the RQA team, for their independent review and determination and in order to bring this matter to a satisfactory conclusion 
without any further delay, and in the best interests of fairness, independence and therefore the best interests of staff.  The management 
job evaluation lead has been asked to obtain and forward the post-holder representatives individual responses for the Paramedic and 
EMT jobs. 

The Trust consider the most fair and expedient way of finalising this process is for the RQA Team to consider the separate responses to 
the questions and is keen for a speedy conclusion to his for the related staff.  The Joint Chairs of JNF have been advised of this 
development. 

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

Paramedic Job 

Trust notified of JE outcome N/A N/A N/A N/A N/A        

Notify post-holders of JE Outcome N/A N/A N/A N/A N/A        

Notify Payroll of JE Outcome N/A N/A N/A N/A N/A        

RRV Paramedic Job 

Trust notified of JE outcome N/A N/A N/A N/A N/A        

Notify post-holders of JE Outcome N/A N/A N/A N/A N/A        

Notify Payroll of JE Outcome N/A N/A N/A N/A N/A        
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EMT Job 

Trust notified of JE outcome N/A N/A N/A N/A N/A        

Notify post-holders of JE Outcome N/A N/A N/A N/A N/A        

Notify Payroll of JE Outcome N/A N/A N/A N/A N/A        
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CLAIMS MANAGEMENT 

Claim Type Carried Over Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total

Employers 
Liability 32

2 0 4 1 2 9
0 0 0 0 0 0

41
Clinical 
Negligence 7

0 0 0 0 0 0
0 0 0 0 0 0

7
Public 
Liability 5

0 0 2 0 0 2
0 0 0 0 0 0

7

Cases Received
Cases Settled

Cases Ongoing

Cases Ongoing

Cases Ongoing

Cases Received
Cases Settled

Cases Received
Cases Settled
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COMPLAINTS MANAGEMENT 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total %

Complaints Received 22 27 15 18 82 150 100%

Total A&E & PCS Activity 30108 30606 32159 34104 126977

% Complaints/Activity 0.07% 0.09% 0.05% 0.05% 0.00%

Acknowledged within 2 working days 22 27 15 18 82 100% 149 99%

Acknowledged after 2 working days 0 0 0 0 0 0% 1 1%

Response within 20 working days 5 5 0 4 14 17% 49 33%

Response after 20 working days 9 6 6 2 23 28% 51 30%

Complaints Investigations ongoing 8 16 9 12 45 55% 50 36%

25 24

Cases referred to NI Ombudsman 
(cases ongoing) 1(3) 1(4) 0(5) 0(5) 5 6% 3 1%

2013-14

Average Response Time (Working days)

 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total %

Accident & Emergency 5 10 8 10 33 40% 53 35%

Patient Care Service 4 2 3 3 12 15% 24 16%

Control & Communications 11 11 4 5 31 38% 68 45%

Other 2 4 0 0 6 7% 5 3%

Voluntary Car Service 0 0 0 0 0 0% 0 0%

TOTAL 22 27 15 18 0 0 0 0 0 0 0 0 82 100.0% 150 100%

2013-14
SERVICE AREA OF COMPLAINTS 
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2014-15 %

Staff Attitude 9 13 6 7 35 42.7% 58 39%

Ambulance Late/No Arrival 8 8 4 6 26 31.7% 68 45%

Clinical Incident 1 1 4 2 8 9.8% 18 12%

Suitability of Equip/Vehicle 0 0 0 0 0 0.0% 1 1%

Other 4 5 0 3 12 14.6% 4 3%

Patient Property 0 0 1 0 1 1.2% 1 1%

TOTAL 22 27 15 18 0 0 0 0 0 0 0 0 82 150

NATURE OF COMPLAINTS RECEIVED
2013-14

 

COMPLIMENTS RECEIVED 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2014-15
RECEIVED 16 21 16 17 11 81

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2014-15 %

Accident & Emergency 14 21 15 14 10 74 91.4% 175 90%

Control 0 0 0 2 0 2 2.5% 3 2%

Patient Care Service 1 0 0 1 0 2 2.5% 12 8%

Voluntary Car Service 0 0 0 0 1 1 1.4% 0 0%

Other 1 0 1 0 0 2 2.5% 1 1%

TOTAL 16 21 16 17 11 0 0 0 0 0 0 0 81 191

COMPLIMENTS RECEIVED
2013-14

191
SERVICE AREA OF COMPLIMENTS RECEIVED

2013-14

 



112 

 

 

COMPLAINTS CLOSED - OUTCOME / LEARNING REPORT: JUNE & JULY 2014 

Ref Summary of Complaint Outcome Action Required/Learning Points 

Comp/675 Complainant made a complaint last year on behalf of his 
Wife, a renal patient. His wife travels three times a week 
for four and half hour dialysis treatment. He again wants 
to make a formal complaint regarding the lateness of 
non-emergency transport 

Complaint upheld.  Ambulance late due to 
patient journeys earlier in the day impacting on 
availability. 

Letter of apology and explanation issued. No 
further action identified. 

Comp/682 Patient was refused non-emergency transport for a 
Saturday appointment. 

Complaint not upheld.  Non emergency 
transport is not available at weekends for 
hospital appointments. 

Letter of explanation issued.  No further action 
identified. 

Comp/683 Complainant wants to make a complaint regarding 
paramedics failure to cover her mattress while she was 
giving birth 

Complaint not upheld.  Crew did everything 
possible to prevent soiling to the mattress. 

Letter of explanation issued. No further action 
identified. 

COMP/684 Complainant feels that crew took a longer route to 
transport his brother to hospital. The route they should 
have taken would have been 20mins and instead took 35 
mins. The crew member was also very abrupt with the 
complainant. 

Complaint partially upheld.  Crew took the most 
appropriate route however the crew member 
should not have spoken to the complainant in 
an abrupt way. 

Letter of apology and explanation issued.  
Crew member to be counselled on the 
importance of being professional and 
courteous at all times. 

Comp/685 Complainant fell off his mountain bike. His brother 
phoned for an ambulance and requested that NIFRS be 
called as his brother would need help in being lifted. He 
was told that the Fire Service was called. When crew 
arrived they realised they needed help lifting patient and 
called mountain rescue. The complainant felt that with 
pain  he was in and EAC being told he needed Fire 
service why were they not called when his brother had 
requested them 

Complaint partially upheld.  There was a delay 
in our Control Room contacting the PSNI 
Search & Rescue which was due to 
consideration being given as to the appropriate 
emergency services to respond. 

Complaint partially upheld.  NIAS to contact 
Down District Council regarding keys/codes 
for access to bike trails. 

COMP/687 Complaint regarding the treatment provided by staff to a 
10 month old baby who subsequently died. 

Complaint not upheld.  Investigation found that 
the appropriate medical treatment was provided 
to the child. 

Letter of explanation issued.  No further action 
identified. 

Comp/689 Complainant feeling very low, lifeline service phoned 
999, complainant felt that paramedic's attitude towards 
her was not appropriate and alleged an inappropriate 
comment while leaving the premises. 

Complaint not upheld. Investigation found that 
complainant had become aggressive and the 
crew withdrew. 

Letter of explanation issued.  No further action 
identified. 
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Ref Summary of Complaint Outcome Action Required/Learning Points 

Comp/691 Complaint regarding the attitude of a Non emergency 
ambulance driver  

Complaint upheld.  Staff member found to be 
uncooperative. 

Letter of apology and explanation issued.  
Staff member to be counselled regarding the 
standards expected . 

Comp/692 Complainant felt that they were causing an 
inconvenience to crew by calling 999 and felt that 
comments made were not appropriate. The 
complainant’s wife was in severe abdominal pain  

Complaint partially upheld. Crew believe they 
acted appropriately during this call however 
investigation was unable to establish the tone of 
any exchanges. 

Complaint upheld.  Staff to be reminded of the 
need to act professionally at all times. 

Comp/694 Complaint regarding late and non arrival of non 
emergency transport on a number of occasions for one 
of her constituents. 

Complaint upheld.  Two appointments had been 
cancelled by Control. 

Letter of apology and explanation issued.  No 
further action identified. 

Comp/695 Complaint regarding the attitude of one crew member to 
a resident.  The crew member behaved as if they 
shouldn't be there and voiced this in front of the fragile 
resident. 

Complaint not upheld.  No evidence found that 
the crew acted inappropriately. 

Letter of apology and explanation issued.  No 
further action identified. 

Comp/696 Concern regarding Emergency Ambulance Control being 
unable to locate patient’s address on two separate 
occasions. 

Complaint withdrawn.  No further action required. 

Comp/697 Patient upset at the attitude of a crew member when 
crew arrived to transport him that morning. 

Complaint not upheld.  Emergency crew had 
been tasked to undertake routine transfer 
however patient was not ready and they 
advised nursing staff they could not wait. Nurse 
unhappy that crew could not wait and patient 
then became distressed. 

Letter of explanation issued. No further action 
identified. 

Comp/699 GP requested ambulance within one hour and four hours 
later no ambulance had arrived.  RRV arrived after GP 
made another call and the family had to transport patient 
in own car. 

Complaint upheld.  Control Room extremely 
busy on this day and failed to provide adequate 
response. 

Letter of apology and explanation issued.  No 
further action identified. 

Comp/700 Daughter of patient complained that she had been 
booked to accompany her mother to hospital today and 
her mother received a call yesterday advising that we 
cannot take her. Complainant is unhappy given that her 
mother has a lot of health problems and will not travel 
without her and she will now have to arrange a taxi to 
bring them to hospital. 

Complaint not upheld. A patient will always take 
priority over escorts.  The Trust cannot 
guarantee that an escort will travel. 

Letter of explanation issued. All booking 
agents to be advised at the time of booking 
that the Trust cannot guarantee that escorts 
will travel if the place is required by a patient.  
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Ref Summary of Complaint Outcome Action Required/Learning Points 

Comp/702 Complaint regarding the attitude of crew member who 
was neither caring nor compassionate to a patient on a 
999 call. 

Complaint upheld.  Crew member's behaviour 
found to be inappropriate. 

Letter of apology and explanation issued.  
Crew member to be counselled in her lack of 
empathy towards patient and his wife. 

Comp/703 Complaint regarding careless driving of an ambulance.  
The ambulance was parked outside a shop when it 
started to reverse just as a member of the public was 
behind it about to cross the road. 

Complaint upheld.  Driver did not carry out the 
manoeuvre safely. 

Letter of apology and explanation issued.  
Driver to be counselled on the expected 
standards of driving as per NIAS training. 

Comp/704 Complaint regarding the attitude of a staff member to a 
member of the pubic outside Daisyhill Hospital where he 
allegedly verbally abused a lady and accused her of 
blocking the entrance to the hospital and embarrassed 
her in front of other members of the pubic. 

Complaint upheld.  Crew member should not 
have left his vehicle but sounded his horns to 
demonstrate he needed access to the 
emergency department.  

Letter of apology and explanation issued.  
Crew member to be reminded of the expected 
standards of conduct. 

Comp/705 Complaint regarding the delay of an emergency 
ambulance to transport the patient to hospital and the 
fact that the paramedic was visibly shaking when he saw 
the state of the patient. 

Complaint partially upheld.  RRV Paramedic 
was on scene within 11 minutes however there 
was a delay in the emergency ambulance.  No 
evidence was found regarding the concerns of 
the complainant in relation to the Paramedic 
being nervous while treating the patient. 

Letter of apology and explanation issued.  No 
further action identified. 

Comp/707 Complaint regarding the attitude of staff, so much so that 
the patient did not travel to hospital with them. 

Complaint not upheld. No evidence found that 
the crew acted inappropriately. 

Letter of explanation issued.  No further action 
identified. 

Comp/708 Complaint that staff would not take disabled patient's 
bags on transfer home from hospital. 

Complaint not upheld. Due to health and safety 
only one bag per patient is permitted. 

Letter of explanation issued.  No further action 
identified. 

Comp/709 Complaint regarding no ambulance available to take 
patient to RVH from the BCH and when the complainant 
went outside he saw 9 ambulance’s parked, one of which 
the driver was sitting reading.  

Complaint not upheld. No request for transport 
was received. 

Letter of explanation issued.  No further action 
identified. 

Comp/711 Complainant wishes to know why crew of the Non-
Emergency ambulance would not assist with her aunt 
getting into bed as they had no means of doing this given 
the time and her aunt’s disabilities and that none of the 
family are trained in using the hoist or any other lifting 
equipment. 

Complaint not upheld.  Crew acted 
appropriately during this incident. 

Letter of explanation issued.  No further action 
identified. 

Comp/715 Complaint regarding the dignity of a patient being 
transported from Antrim Area Hospital  

Complaint withdrawn. Patient did not travel with 
NIAS. 

No further action identified. 
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Ref Summary of Complaint Outcome Action Required/Learning Points 

Comp/717 Complaint regarding staff attitude and behaviour at an 
incident involving his father and has alleged that his 
father was not correctly assessed. 

Complaint not upheld.  Paramedic correctly 
assessed patient. 

Letter of explanation issued.  No further action 
identified. 

Comp/718 Staff Nurse phoned to complain about the way in which a 
paramedic spoke to her when he could not understand 
what she was saying to him due to her accent. 

Complaint upheld.  Behaviour of crew member 
was found to be totally unacceptable. 

Complaint upheld.  Staff member to be 
counselled and due to the serious nature of 
the incident a formal letter will be written to 
him with a copy held in his personal file. 

Comp/720 Complaint regarding driving and behaviour of an off duty 
staff member in uniform. 

Complaint partially upheld.  Investigation was 
unable to determine the tone or manner of the 
exchange however the staff member will be 
counselled. 

Letter of explanation and apology issued.  
Crew member to be counselled on expected 
standards of behaviour. 

Comp/722 Complainant felt that Ambulance driver was taking 
unnecessary risks in overtaking her on a sharp corner as 
vehicle had no warning sirens no lights she did not see 
the need for this and the incident frightened her. 

Complaint not upheld.  Unable to substantiate 
allegation. 

Letter of explanation issued. No further action 
identified. 

Comp/726 Nurse Manager alleged that male crew member had an 
attitude and was "giving off" that the gates of the nursing 
home were too narrow and were a health & safety issue.  
Nurse Manager states that she has worked there for over 
20 years with no issue.  

Complaint withdrawn.  NIAS did not transport 
patient. 

No further action identified. 

Comp/727 Complaint regarding the attitude of a crew member and 
the manner in which he lifted the patient. 

Complaint not upheld. No evidence found that 
the crew acted inappropriately. 

Letter of explanation issued.  No further action 
identified. 

Comp/731 Complainant called 999 for patient who was complaining 
of stomach pains.  The patient had taken alcohol and she 
felt that the female paramedic's attitude towards him was 
very poor and that she was shouting at him.  The 
complainant found this incident to be very upsetting.   

Complaint not upheld.  No evidence found that 
the crew acted inappropriately. 

Letter of explanation issued.  No further action 
identified. 

Comp/734 Complaint regarding the treatment provided to her late 
husband where he subsequently died. 

Complaint not upheld.  No evidence that 
treatment provided was not appropriate. 

Letter of explanation issued.  No further action 
identified. 

Comp/737 Complaint regarding the delay of an emergency 
ambulance which took one hour to arrive. 

Complaint not upheld.  Call prioritised 
appropriately. 

Letter of explanation issued.  No further action 
identified. 



 

116 

 

 

Ref Summary of Complaint Outcome Action Required/Learning Points 

Comp/739 Complaint regarding the noise inside a PCS vehicle.  
This is the second complaint received from this 
complainant. 

Complaint upheld.  Fault found with the ramp 
within the vehicle. 

Letter of apology and explanation issued.  
Schedule of work to be agreed to modify any 
affected vehicles with the NIAS fleet. 

Comp/741 Complaint regarding the RRV not recognising that a two 
year old child had a broken leg after falling from a slide. 

Complaint upheld.  RRV Paramedic should 
have undertaken a full assessment of the child's 
leg. 

Letter of apology and explanation issued.  
RRV Paramedic to undertake remedial 
training on differential diagnosis and 
appropriate paediatric assessment 
techniques. 

Comp/742 Complaint regarding the RRV setting a piece of 
equipment on the table beside the patient and allegedly 
broke the patient’s glasses which were on the table.   

Complaint not upheld.  No evidence found to 
substantiate allegation. 

Letter of explanation issued.  As a gesture of 
good faith £35 has been reimbursed for the 
repair of the glasses. 

Comp/747 Complainant was in a lot of pain with back and kidney 
problems, she says she is known to Craigavon station 
and the crew know to come on in as she struggles 
walking. Crew member kept knocking and didn't come on 
in, the crew allegedly made a snide comment and she 
was not given Entonox until two mins before she got to 
hospital, journey is 15mins. 

Complaint withdrawn. No further action identified. 

Comp/753 Patient’s wife wished to complain about the amount of 
questions asked of her husband which she didn't feel 
necessary given that the GP had phoned the ambulance. 
Complainant also said it was the way the crew members 
asked the questions.  

Complaint withdrawn  No further action required.  

Comp/754 Patient had an appointment and waited in all day and no 
transport arrived. She called the hospital and was 
advised that the transport had been cancelled due to the 
patient being too unwell to travel. The patient said she 
was fine and was waiting for transport  

Complaint withdrawn. The Mater had not 
booked the transport. 

 No further action required. 
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COMPLIMENTS RECEIVED – JULY & AUGUST 2014 

 
Description  

Thanks for everything the crew were exceptional in the way they handled and treated my father. 

We really appreciate you giving up your time to visit us, and for arranging to bring the ambulance. Our boys and Leaders found it very interesting and 
informative. Thanks again 

Thank you for everything the call taker was lovely and crew were exceptional 

I came off the Road in the wet weather. I want to express my deep gratitude for the job the crew did. I was never on my own and they never stopped 
reassuring me. While I am sure they are thanked all the time for what they do, they are not thanked enough. 

I had a massive bleed at 30wks pregnant. I was alone and dialled 999, the staff on the emergency help desk, the rapid response and the crew were nothing 
short of outstanding, I want to thank all these dedicated and professional staff for making what was a very traumatic experience, bearable. These people 
cannot be commended enough, I for one don't know how I would have got through without all of their help and kindness. 

We can never thank you enough for what you did for us. Having you arrive at our house so quickly made such a difference, you were calm, supportive and 
incredibly professional. We will never forget how much you helped us. 

Very many thanks to you all for all your care last Sunday, I am making good progress.  

This letter is to express our profound appreciation for the dignified and professional manner in which the staff helped us during our sons illness and 
subsequent death. 

It is just a note to say thank you to the control room operator and her supervisor for their help when my mother took ill. 

I went into labour and the operator supported my husband in delivering our baby successfully. I cannot speak highly enough of how helpful and supportive 
and skilled she was. I would also like to mention the three crew who attended me they were fantastic. 

They were both extremely professional. Thank you. 

Many thanks for the care and attention you gave me and took me to hospital when I collapsed. 

I would like to highly commend the ambulance staff . The paramedics who attended were extremely professional and put my son at ease throughout 

My thanks to the ambulance crew who came to our aid their professionalism and kindness was very much appreciated 

I was very glad you came to help me and looked after me so well,.  Thank you so much again!  

Thank you to crew who attended my wife. 

Thanks to Control staff who helped me when my mum was having a heart attack 
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Description  

Thanks at the outset, your role is a difficult one. Your staff deserve credit particularly those on the ground.  

Can I take this opportunity to commend the professionalism and the manner in which the Paramedic conducted his duties.  I can’t thank him and two 
ambulance crew who were also in attendance enough.  All too often these individuals are subject to criticism and abuse which in my opinion is totally 
unjustified. 

I was contacted by RMC and advised that my mother 76 had been involved in an incident whilst out on her bicycle. The staff member was able to reassure 
me that there was an RRV and crew in attendance. I would be grateful if you could pass on my thanks and those of my mother for the professional care the 
kindness and compassion with which she was treated. 

My sister had cause to ring for help on the 3 July. Whilst she was still talking to your operator the cardiac response team were pulling up at the back door. We 
cannot thank the guys enough for their professionalism 

Thank you for attending the recent accident when our son tragically died. We know the attending crew really worked with him in an attempt to save his life. 
Thank you for trying your best for him. 

We would like to take this opportunity of thanking you for the caring, thoughtful & very pleasant young men. They treated my mum with patients, kindness and 
indeed some banter which she absolutely loved 

I just wanted to say thanks. My 2 year old daughter fell and split her head open, Quite a deep cut and she was very distressed. The ambulance crew were 
fantastic. The guy who looked after us was amazing and put her at ease for the journey to Antrim hospital. I just wanted to say thanks for making a distressing 
situation a lot easier for both of us. 

Just to say thank you so much for the attention and care  

My mum suffered a stroke which we were told was severe and our family want to thank the paramedics who attended to Mum. Due to their quick action and 
professionalism mum has been spared a life of disability and is looking forward to a holiday 

Patient would like to pass on sincere appreciation to this volunteer driver who is "a wee gem" and currently making her life more bearable. 

I would like to express my thanks to   for the quick response, professionalism and outstanding work in coming to my aid in October 2012.  
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SECTION 75 

 

Section 75 Policy Screening Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total 
Completed Policy S75 Screenings 0 0 0 0 0        0 
Whilst completed Equality Screenings have not been signed off in the 1st quarter, a number of screenings are underway in key policy areas. Progress has been limited due 
to capacity and competing priorities. 

Equality Statutory Compliance Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar  
Disability Action Plan Implementation  G G G G G         

Equality Scheme Implementation  G G G G G         

S75 Compliance Report to ECNI A A A A R         
 

MEDIA MANAGEMENT 

Media Responses Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total 
Daily Media - Response within same day 

Number of enquiries received 28 31 22 22 42        145 

Number of responses issued on day of receipt 28 31 22 22 42        145 

Weekly media - Response within three days 

Number of enquiries received 14 3 6 6 11        43 

Number of responses issued within 3 days of receipt 14 3 6 6 10        42 

  

Number of responses resulting in Media Coverage 39 33 28 28 50        178 
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COMMUNITY EDUCATION 

Community Education  Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total 
Number of visits delivered 30 32 42 9 9        122 

 

CONSULTATION RESPONSES 
 
 

 

Date of 
Response 

 

Consultation Title & 
Summary 

Summary of NIAS Response 
 

Link to Consultation 
 

07-Jul-14 Consultation on the Housing 
Executive's 'Safer Together' 
Community Safety Strategy 
2014 – 2017 

Welcome the links and partnerships that have been 
developed which could prove useful in tackling anti-social 
behaviour directed towards healthcare workers including 
ambulance staff.  The Strategy includes an aim to establish 
inter agency working and NIAS would be happy to 
contribute and engage on Acceptable Behaviour Contracts.  
Suggest that the list of types of reported antisocial 
behaviour in the Strategy should be expanded to include 
‘violence towards healthcare workers’. 

http://www.nihe.gov.uk/safer_t
ogether_community_safety_strat
egy_2014_2017.pdf 

http://www.nihe.gov.uk/safer_together_community_safety_strategy_2014_2017.pdf
http://www.nihe.gov.uk/safer_together_community_safety_strategy_2014_2017.pdf
http://www.nihe.gov.uk/safer_together_community_safety_strategy_2014_2017.pdf
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To Achieve the best outcomes for patients whilst Ensuring High Quality Corporate Governace, Risk Management and probity

Risk Type CORP

Title Financial Stability - Achieving Financial Balance 2014/15
Descripti

on
There is a risk to the Trust that it will fail to meet its statutory duty to achieve financial balance.  


Risk level 
(initial)

HIGH

Risk level 
(Target)

MEDIUM

Risk level 
(current)

HIGH

Lead 
Director

FINDIR

Initial 
Action 

Taken to 
Control/ 
Mitigate 

Risk

The Trust has returned a break-even financial position for the last ten years and has a sound understanding of cost / income with controls in place to 
manage spend. There are however a number of factors which can contribute to the risk that the Trust will fail to achieve financial balance namely:

1. Overspending against core budget; 

2. Increases to Savings Target.  Savings remain as advised to NIAS Cumulative savings of £3,044k for 2012/13 to 2014/15 (£1,176k 12/13, £1,066k 
13/14 and £802k in 2014/15).  Recurrent savings of £947k have been delivered in 2012/13 leaving £2,097k to be delivered in 2014/15.

3. Cost Pressures and Service changes (including Transforming Your Care) not fully recognised and funded by Commissioners. Income levels for prior 
year developments, new service developments and other unavoidable pressures have been highlighted to HSCB /DHSSPS colleagues and the Trust is 
assuming that these costs will be met in full.   

4. Accident & Emergency staff are currently being paid at Band 4 and Band 5 on account, without prejudice and subject to the outcome of the 
matching process.  The Trust continues with the assumption that the Board will fund the full legitimate costs of Agenda for Change for NIAS.

5. Non-Delivery of Savings. Changes in the delivery of savings from the Trust Delivery Plan have resulted in the requirement for non recurrent savings 
measures totalling £950k in 2014/15.                                                               

Any changes in these assumptions will result in further contingency measures which are likely to impact directly on the delivery of front line services.



Controls are in place to mitigate each of these factors above as follows: 

A. Applying internal budgetary control processes led by Director of Finance reporting monthly to Chief Executive as Accounting Officer.  This will 
continue to be underpinned by detailed budget reports produced by finance to support budget holders.  Directors are held accountable to Chief 
Executive. Financial position is a standing item on SEMT agenda for DOF to provide update and test assumptions.

B. Submission and engagement with DHSSPS/HSCB re NIAS Trust Delivery Plan.  Ongoing monitoring, review and engagement with stakeholders.

C. Ongoing monitoring, review and engagement with stakeholders will continue throughout to highlight emerging cost pressures and service 
changes.

D. Ongoing monitoring, review and engagement with stakeholders will continue throughout recognising that there remain uncertainties in particular in 
respect of the outcome of Agenda for Change (both in terms of timing and magnitude).

E. Development of savings plan by NIAS for 2014/15 in conjunction with Trust Board.  Engagement with staff and patient representatives and 
fulfillment of any statutory consultation requirements.

Opened 30/06/2014
Review 

Date
Action 
Plan to 

Address 
/Mitigate 

Risk

(i) Ongoing application of controls A to E above.



CONTROL  ADDITIONAL ACTIONS REQUIRED                  WHO                            WHEN

      

A             Monthly Reporting                               Assistant Director of Finance        Monthly

B             Approval of TDP                                  DHSSPS/HSCB                           Aug-14

C             Monthly Reporting                               Assistant Director of Finance        Monthly

D             Monthly Reporting                               Assistant Director of Finance        Monthly

E             Savings Plans Finalised                       Trust Board                                 Jul-14

               Savings Plans Implemented                  SEMT                                         Sep-14



(i) Ongoing application of controls A to E above.



CONTROL  ADDITIONAL ACTIONS REQUIRED                  WHO                            WHEN

      

A             Monthly Reporting                               Assistant Director of Finance        Monthly

B             Approval of TDP                                  DHSSPS/HSCB                           Aug-14

C             Monthly Reporting                               Assistant Director of Finance        Monthly

D             Monthly Reporting                               Assistant Director of Finance        Monthly

E             Savings Plans Finalised                       Trust Board                                 Jul-14

               Savings Plans Implemented                  SEMT                                         Sep-14




Closed
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Plan to 
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Risk

Closed

232
Build and maintain a high performing, appropriately skilled and educated workforce, suitability equipped and fit for purpose

CORP

Business Services Transformation Programme (BSTP)
"There are three distinct projects within BSTP that represent various risks to NIAS:


Finance, Procurement, Logistics (FPL)


Human Resources, Payroll, Travel and Subsistence (HRPTS)


Shared Services (SS).


Each of these projects present risks across three broad areas - 


Business as Usual:  The ability to maintain core business requirements prior to and during implementation of BSTP


Implementation:  Lack of human and physical resources to undertake work required leading to non delivery/delay in completion of elements of BSTP
Benefits Realisation: The project is unable to realise anticipated benefits (financial and non financial)"


HIGH

LOW

MEDIUM

FINDIR

Representation on HRPTS, FPL, and SS Boards and Groups regionally and locally.


Establishment of Project Management Infrastructure and Project Team.
Recruitment of Project Manager, Implementation Managers and Functional Specialists with backfill as appropriate.


Targeting of capacity to core business and critical issues as appropriate.
Participation in Change Impact Assessment Workshops.


Engagement and communication with stakeholders.


Pilot IT infrastructure audit and engagement with Regional ICT leads.


Inventory of existing system contracts.
"


01/04/2012
01/07/2014

2.Continue prioritisation of core business requirements.

2.2 Ongoing and reviewed monthly by NIAS Project Board.

3.Continue to review priorities, engaging with other HSC Trusts 

3.1 Weekly/monthly by HRPTS TDG / FPL TG

5.Continue to work with BSTP Central Team and suppliers as appropriate within existing resources.

5.1 Weekly/monthly by HRPTS TDG / FPL TG

6.Focus on resolution of critical issues, for example rostering interfaces, multiple employment, Collaborative Planning, IT Infrastructure.

6.1 Ongoing and reviewed monthly by NIAS Project Board.

7.Further development of business continuity, recovery and contingency measures

7.1 Ongoing and reviewed monthly by NIAS Project Board.

8.Development of Deployment and Training Strategy

8.1 Ongoing and reviewed monthly by NIAS Project Board.

9. Ongoing review of key financial controls

9.1 Ongoing. Reviewed by IA Q3

10.Further development of NIAS Change Network and Change Action Plan.

10.1.Ongoing and reviewed monthly by NIAS Project Board.

11.Refresh ICT audit in line with FPL and HRPTS deployment plans.

11.1 Ongoing and reviewed monthly by NIAS Project Board.

12. Ongoing engagement with Trade Unions at regional and local level.

12.1 Ongoing and reviewed monthly by NIAS Project Board.
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Closed

249
Engage with local Communitees and their representatives in addressing isssues which affect their health and participate fully in the development and 
delivery of responsive integrated services

CORP

Staffing Structure in respect of Equality, PPI and PC Experience
There is risk to the Trust that NIAS staffing structure in respect of Equality, PPI and Patient Client Experience is not sufficiently resourced to support 
the Trust in ensuring compliance across all related statutory requirements and Ministerial priority work streams.

MEDIUM

LOW

MEDIUM

DIRHR

1. At the inception of its Equality Scheme the Trust created a role which was dedicated to discharging S75 duties. Current staff structures includes 
delegation of responsibility for S75 DDO (further new legislation since this time ) and the Human Rights Act however these responsibilities are in 
addition to other areas of responsibility, therefore diluting related time associated with theses work streams.

2. Equality Scheme and Disability Action Plan have been develop, consulted on and approved. However, implementation requires significantly time in 
terms of developing appropriate structures, statutory processes and mainstreaming.

3. Responsibility for PPI was delegated to HRCS Directorate Equality Section. However, responsibility for these work streams are in addition to other 
areas of responsibility therefore diluting related time associated with these work stream.

4. PPI Strategy has been developed, consulted on and approved. However, implementation requires significant time in terms of developing appropriate 
structures and systems and mainstreaming in order to effect required cultural change.

5. Responsibility for PCE was del;delegated to the HRCS Directorate Equity Section, however, however, was no additional investment to support the 
additional workload. However, responsibility for these work streams are in addition to other areas of responsibility therefore diluting related time 
associated with these work streams.

6. NIAS is involved in significant regional work streams related to Patient and Client Experience  and 10,000 Voices Project. However, dedicated 
resources do not exist to take this work forward. Unlike other Trusts in respect of the 10,000 Voices Project, NIAS has not received dedicated funding. 
The Trust's Director of HRCS, Medical Director and Asst. Director of HR (Equality,PPI and Patient Experience) have raised this at related PCE Groups.

03/07/2013
01/07/2014

1. Development of proposal for appropriate staffing structure and related business cases for presentation to SEMT.

2. Consideration of budgetary priorities in this context.

3. Development of proposal for appropriate staffing structure and related business cases for presentation to SEMT.

4. Consideration of budgetary priorities in this context.

5. Development of proposal for appropriate staffing structure and related business cases for presentation to SEMT.

6. Consideration of budgetary priorities in this context.
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Address 
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Closed

4
To deliver a Safe,High Quality Ambulance Service providing emergency and non emergency care and trasportation which is appropriate, accessable, 
timely and effective

CORP

Business Continuity pFa 1.2.
There is a risk to the Trust from the failure to review, update and test the internal disaster management plans. 

HIGH

MEDIUM

HIGH

MEDDIR

- There are a number of  Business Continuity Plans in place within the Trust requiring review.

- Amended plans were presented to the SEMT for comment in Q4 2010

- An AEPO has been appointed to develop Business Continuity Strategy, Policy and Action Plans to review existing plans.

- A number of local BCP's were implemented successfully due to civil disturbances and adverse weather.

- All existing plans captured and identified whether in draft, tested or implemented.

- Four 'Critical' activities identified

  Call Taking

  Information Processing

  Ambulance Despatch

Clinical Care

-Existing plans reviewed to ensure that the areas which directly influence these 'critical' activities have been tested, activated and reviewed or 
debriefed: including: REMDC, Operational Divisions, and specific ICT Infrastructures.


30/12/2010
01/07/2014

1.  Draft Strategic Business Continuity Strategy/ Policy completed for submission to SEMT during Q2 2011/12

1.1 Completed - Presented to Trust Board 17th November 2011



2.  Action plan for review of Directorate and local BCP agreed and presented to SEMT Q1 2011/12

2.1Completed - Approved by SEMT  and Trust Board 17th November 2011



3. EAC evacuation plan amended and retested based on learning outcomes for evacuation exercise in September 2010

3.1 This was completed  August 2012  and retested  9/9/12. 

3.2. The EAC BCP activated successfully on two occasions during March 2013





4.  All other areas will be captured during the next phase of the programme which is under the control of the Emergency Planning Officer.

4.1Emeregecy Preparedness  and Business Continuity Planning Group to oversee the process established  June 2012

4.2 Terms of Reference and Schedule of Meetings submitted to the Assurance Committee Oct 2012

:Completed October 2012



 5. A significant delay in the process occurred during 2013 due to competing pressures on the EP Team from planning for a number of significant 
events for example  G8 World Police and Fire Games etc.



6. Business Continuity Strategy and Policy reviewed and updated October 13 for submission to Assurance Committee December 13 and Trust Board 
January 14.

6.1 Overarching Business Continuity Plan being developed Nov 13

6.2  Directorate BC leads identified

6.3 Training programme for directorate BC leads identified and agreed with RATC and delivery planned in 2013/14

6.4 Lead AEPO attended National training course in advance of roll out of 

training.

6.5  Rolling programme for exercising existing plans being developed before end of 2013/14.

6.6. Internal Audit recommendation in relation to BCP reviewed and actions agreed by EP and BC Group July 2013

6.7. Business Continuity incidents and plan activations are reviewed as standing agenda items.

6.8.Learning identified from this  will be incorporated into future plans and exercises.

6.9. BCP Strategy, Policy and overarching plan to be reviewed Q3 2013/14.
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Closed

244
To deliver a Safe,High Quality Ambulance Service providing emergency and non emergency care and trasportation which is appropriate, accessable, 
timely and effective

CORP

Transforming Your Care Implementation
There is a risk to the Trust in that the implementation of TYC will impact negatively on NIAS in respect of its core activity and responsibility and service 
development aspirations.

MEDIUM

LOW

MEDIUM

CEO

1. Membership of TYC Programme Board.

2. Membership of TYC Workforce Planning Group

3. Membership of TYC Advisory and Assurance Group.

4. Response to TYC consultation and ongoing engagement

30/04/2013
01/07/2014

1. Submit bids to HSCB TYC Project for service developments.

2. Assess Service developments from other bodies for risks to NIAS.

3. Establish process for highlighting risks in appropriate for a for treatment.

4. Identify requirement for and establish contingency arrangements to manage risks.



7/11/13 - Following SEMT it was noted that a review of this risk will completed at the Trust Board Workshop on the 27/2/14
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Closed

245
Engage with local Communitees and their representatives in addressing isssues which affect their health and participate fully in the development and 
delivery of responsive integrated services

CORP

Public Perception
There is a risk to the Trust that public perception of the ambulance service is inconsistent with the aspirations of the service.

MEDIUM

LOW

MEDIUM

CEO

1. Public Trust Board meetings

2. Annual Reports

3. Community engagement programme

Social Media

30/04/2013
01/07/2014

1. Establish as key element for inclusion in communications strategy.

2. Explore further opportunities to influence public perception.

3. Present action plan to Trust Board



7/11/13 - Following SEMT it was noted that a review of this risk will completed at the Trust Board Workshop on the 27/2/14.
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Closed

246
To deliver a Safe,High Quality Ambulance Service providing emergency and non emergency care and trasportation which is appropriate, accessable, 
timely and effective

CORP

Linking Demand to Funding
There is a risk to the Trust that increasing demand for ambulance response and transportation will outstrip capacity and compromise delivery of safe, 
high quality care due to the absence of a  means of linking planned / approved budget to demand.

MEDIUM

LOW

MEDIUM

DIROPS

1. Both financial resource and activity/performance are issues discussed with HSCB at PMSI meetings.

2. Both are discussed at Trust Board

3. Process in place to secure additional funds linked to service change which could potentially be extended.

30/04/2013
01/07/2014

1. Submit proposal to link planned budget to demand analysis to HSCB

2. Establish metrics to show correlation/relationship between planned resource - demand - performance.
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Closed

247
To deliver a Safe,High Quality Ambulance Service providing emergency and non emergency care and trasportation which is appropriate, accessable, 
timely and effective

CORP

Prioritising Core Activity
There is a risk to the Trust that unscheduled care services will develop in an unco-ordinated manner in HSC without reference to NIAS, leading to 
disconnect in service provision. This could result in a risk of compromise of core NIAS activity.

LOW

LOW

LOW

DIROPS

1. Differentiation of urgent from emergency activity on basis of clinical need.

1.1 Call prioritisation system differentiates 999 activity from Urgent 

       Work in progress through Card 35 to build on this ie changing Urgents to        Category C1 to C4



2. Membership of governing structures, in particular TYC programme board, GPOOH.

2.1  Representation on all ICPS at local level





3. Development of awareness of taking account of consequences of change on NIAS in HSCB, HSC Trusts and DHSSPS.

3.1  Working in collaboration with HSCB in implementation of projects such as pPCI.


30/04/2013
01/07/2014

1. Consolidate 'same day' ambulance urgent management in EAC

2. Embed management of consequences of change in relevant HSC structure e.g. TYC Programme Board, Financial Stability Programme.



7/11/13 - Following SEMT it was noted that a review of this risk will completed at the Trust Board Workshop.
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248
To deliver a Safe,High Quality Ambulance Service providing emergency and non emergency care and trasportation which is appropriate, accessable, 
timely and effective

CORP

Transforming Your Care - Developments
There is a risk to the Trust that further development of TYC may lead to a retraction of ambulance services to core 999 response and transportation 
only.

LOW

LOW

LOW

CEO

1. Separate emergency and non-emergency control structures and tiers established

2. Separation of emergency and non-emergency control personnel.

30/04/2013
01/07/2014

1. Monitor TYC developments at TYC Development Board and other for a to pre-alert to any change in risk.

2. Further differentiate ambulance activity where possible to ease management of any retraction.



7/11/13 - Following SEMT it was noted that a review of this risk will completed at the Trust Board Workshop on the 27/2/14.
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Closed

241
To Achieve the best outcomes for patients whilst Ensuring High Quality Corporate Governace, Risk Management and probity

CORP

Organisational Cohesion
There is a risk to the Trust to the effective governance of the organisation if the Trust Board is unable to maintain cohesion and capacity to fulfil its 
function

LOW

LOW

LOW

CHAIR

1. All Board positions filled

2. Membership of Trust Board Committees clearly established and terms of reference in place

3. Cover arrangements for Chair in place

4. Cover arrangements of CX in place

5. Corporate Plan agreed and in place

6. Structures and processes established to promote a professional approach by Trust Board members.

30/04/2013
01/07/2014

1. Board effectiveness assessment planned



7/11/13 - Following SEMT it was noted that a review of this risk will completed at the Trust Board Workshop on the 27/2/14.
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243
To deliver a Safe,High Quality Ambulance Service providing emergency and non emergency care and trasportation which is appropriate, accessable, 
timely and effective

CORP

Balancing Statutory Responsibilities
There is risk to the Trust that the excessive  focus on achieving the statutory duty to deliver financial balance and specific targets could compromise 
other statutory duties and organisational priorities, in particular our duty of care to service users and staff

LOW

LOW

LOW

CEO

1. Corporate Plan identifying purpose, mission, vision and values directs strategic aims and objectives and counter measures to balance competing 
priorities

2. Governance Structures ( Audit Committee, Assurance Committee, Remuneration Committee) provide balance in pursuit of objectives and reporting 
structure to Trust Board.

3.HSC Governance structure and accountability processes provide balance on competing priorities.

4. NIAS Assurance Framework provides balance of competing priorities.

04/07/2013
01/07/2014

7/11/13 - Following SEMT it was noted that a review of this risk will completed at the Trust Board Workshop on the 27/2/14
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1.0 
 

INTRODUCTION/PURPOSE OF THE POLICY 

1.1 Background 
 
1.1.1 This document is concerned with the development, approval and review of policies 

in the Northern Ireland Ambulance Service HSC Trust.  A policy is a statement of 
the standard of service that is to be provided or the means by which a strategy is to 
be delivered. It is a statement of what must be done. It is to enable management 
and staff to make correct decisions, deal effectively and comply with relevant 
legislation, Trust rules and good working practices. They are to be followed. They 
do not include operational procedures – these should be written separately.  
(Adopted from the United States National Library of Medicine) 

 
1.1 Purpose 

  
1.1.1 This document outlines the required structure of a policy within the Trust.  It also 

outlines the approval process to be followed. 
  
1.2 Objectives  

 
1.2.1 This document aims to: 

 
• define a consistent and comprehensive approach to developing, approving 

and reviewing a policy;  
• provide a standard corporate style for policies throughout the Trust;  
• outline a clear framework for all policy authors to adhere to; 
• ensure compliance with statutory requirements in relation to policy 

development and approval.   
 
 
2.0 SCOPE OF THE POLICY
 

  

2.1 This policy applies to all policies developed for implementation within the Trust. 
 
 
3.0 
 

ROLES & RESPONSIBILITIES 

3.1 This policy applies to all staff responsible for developing and reviewing policies 
within the Trust. 
 
 

4.0 
 

KEY POLICY PRINCIPLES 

4.1 The process to be followed in developing and agreeing a policy is outlined in 
Appendix 1. 

 
4.2. All policy documents must comply with the Trust template, which is included as 

Appendix 2.  It is essential that all new policy documents are created using the 
template, rather than overwriting an existing policy document. 
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4.3 The author(s) should primarily use regional and national policy as the basis to 

formulate policy. They will be expected to seek this, and other external guidance, 
out and also to ensure compliance with relevant legislation and statutory 
requirements. This evidence base should be included and referenced in the policy.  
Where the policy deviates or is at variance from such external guidance, this should 
be highlighted. 

 
4.4 The lead author is responsible for identifying key areas for consultation prior to 

seeking approval of a policy. 
 
4.5 Where a policy potentially applies to more than eg: one staff group, Directorate it 

must be written for all areas within the Trust. Consultation should take place across 
the relevant areas and approval from Trust Board secured.  Where a policy is 
specific to one eg staff group, Directorate, consultation must take place within the 
relevant area and approval from Trust Board secured.   

 
4.6 Consultation with patient’s, their carers, the public, staff, trade unions and/or other 

parties with an interest should be considered at a sufficiently early stage in the 
policy development to enable constructive engagement. The Assistant HR Director, 
Employment, Performance & Corporate Services or the Assistant Director, Equality, 
Communication & PPI can provide advice as necessary. 

 
4.7 Any amendments requested during the consultation and approval processes will be 

the responsibility of the lead author. Authors should acknowledge comments from 
those who review policies, regardless of whether or not they are going to take the 
comments into account.  

 
4.8 Where a policy refers to medicines or the process of managing medicines, the 

document should be reviewed by the Medical Director, who will liaise with relevant 
specialists as required.   

 
4.9 The lead author must identify the areas to which the policy should be disseminated 

and include these in the policy. 
 
4.10 The lead author must identify what actions are required for implementation and 

include these in the policy. 
 
4.11 The lead author must identify implications for staff training, including which staff 

required training and who will provide it.  If the policy requires to be discussed at a 
KSF PDCR, this should also be indicated. 

  
4.12 Version control should be used for the writing and approval of documents. Appendix 

3 provides guidance on version control. 
 
4.13 All documents should be titled appropriately, with the title reflecting the content.  
 
4.14 All documents should be paginated, with the total number of pages also indicated. 

Each page should identify the Directorate responsible for issuing the policy, a 
running title, the version number and the date of production. 
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4.15 All paragraphs should be numbered for ease of referencing and editing.  
 
4.16 Where a document is an endorsement of external guidance that is in an appropriate 

format for dissemination, the cover pages of the Trust template should be used, 
outlining the reviewer, Directorate etc. 

  
4.17 The lead author will be responsible for carrying out an equality impact screening 

process to identify if a full equality impact assessment is required.  
 
4.18 Approval of the policy rests with Trust Board.  The lead author will be responsible 

for ensuring that the policy is included on the Trust Board agenda in a timely 
manner. 

 
4.19 The lead author will be responsible for instigating a review of the policy at the 

agreed review date.   
 
 
5.0 IMPLEMENTATION OF THE POLICY
 

  

5.1  Dissemination 
 
5.1.1 This policy will be disseminated to all those responsible for policy development and 

review via email and will be included on the Trust’s intranet site. 
 

5.2 Resources 
 
5.2.1 There are no identifiable resources required for implementation of this policy.   

 
5.3  Exceptions 
 
5.3.1 There are no exceptions to this policy.  

 
 

6.0 
 

MONITORING 

6.1 All Trust policies will be monitored to ensure compliance with this policy through the 
policy development and review process. 

 
 
7.0 
 

EVIDENCE BASE/REFERENCES 

7.1 Belfast HSC Trust Policy on Writing and Approval of Trust Documents. 
 
 

8.0 
 

CONSULTATION PROCESS 

8.1 Senior Executive Management Team  
 
 



 

Page 5 of 12 
HR & Corporate Services Directorate 
Policy on the Development, Approval & Review of Trust Policies 
Version 0.1 
September 2014 

9.0 
 

APPENDICES / ATTACHMENTS 

9.1 Appendix 1: Process for the Development, Approval and Review of Trust Policies 
 Appendix 2: Trust Template for Policy Documents 
 Appendix 3: Guidance on Version Control 

  
 
10.0    
 

EQUALITY STATEMENT 

10.1 In line with duties under Section 75 of the Northern Ireland Act 1998; Targeting 
Social Need Initiative; Disability Discrimination Act 1995 and the Human Rights Act 
1998, an initial screening exercise, to ascertain if this policy should be subject to a 
full impact assessment, has been carried out. 

 
   
10.2 The outcome of the screening exercise for this policy is: 

 

Major impact    
Minor impact    

No impact.        
 

 
 
11.0 SIGNATORIES  
 
 
________________________________  Date:  ________________________ 
Lead Author 
 
 
________________________________  Date:  ________________________ 
Lead Director 
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STEPS ACTION PERSON 

RESPONSIBLE 
 

Step 1 
 
 

 

Identification of need for new policy/change to existing 
policy 

Relevant 
Director  

Step 2 Identify policy author 
 

Relevant 
Director 

   
Step 3 Involve managers, staff and service users as appropriate  Policy Author 

   
   

Step 4 Draft policy 
 

Policy Author 

   
Step 5 Complete internal and external consultation as 

appropriate 
 
 

Policy Author 

Step 6 Complete consultation and screening documentation Policy Author 
   
   

Step 7 Present policy to SEMT for Approval 
 

Relevant 
Director 

   
Step 8 Present policy to Trust Board for Approval  

 
Relevant 
Director 

   
Step 9 Chief Executive’s Office to disseminate policy Administrative & 

Complaints 
Manager 

 
Step 10 Monitor and Review - Chief Executive’s Office will 

remind the policy author of the review date six months in 
advance of the review date 

Administrative & 
Complaints 
Manager 
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TITLE PAGE 

Title: Name of policy  
Author(s) 
 

List name and titles of lead and additional author(s) or group 
responsible for drafting policy  
Include contact details 

Ownership: Insert name of Director/Directorate 
Date of SEMT 
Approval: 

 Date of Trust 
Board Approval: 

 

Operational 
Date: 

 Review Date:  

Version No: Version X.Y Supercedes:  
Key words: Insert key words  
Other 
Relevant 
Policies: 

 

 
Version Control for Drafts: (This box to be removed prior to issue).  
This helps to identify where changes have been made to a document and ensure that 
authors/reviewers are accessing the most recent version. 
• The first draft should be versioned as 0.1 with subsequent versions 0.2, 0.3 etc. 

When formally approved it will be issued as 1.0.  
• Reviews will then be versioned 1.0.2, 1.0.3. Following second formal review the 

document will be issued as version 1.1 
• If major changes are made to the document then it will be issued as version 2.0.  
Date Version Author Comments 
 V0.1 A Trust Initial draft. 
 V0.2 A Trust Second draft incorporating changes agreed 

at regional meeting.  
 V0.3 A Trust Proposed final version incorporating 

feedback from Trusts.  
 V0.4 A Trust WHSCT comments incorporated 
 V1.0 A Trust Final Version issued. 
 
 

 
GENERAL FORMATTING 

• Page numbering – to indicate total number of pages, eg: 1 of 10. 
• Type font – Arial 12  
• Section headings in bold, underlined and should be numbered 1.0, 2.0, 3.0 etc.   
• Paragraphs should be numbered under each section heading e.g. 1.1, 1.2 etc.   
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• If sub-headings are to be used then these should be in bold/lower case and 
numbered 1.1 with paragraphs numbered 1.1.1, 1.1.2, 1.1.3 etc. 

 
 

 
DOCUMENT STRUCTURE 

 
1.0 
 

INTRODUCTION/PURPOSE OF POLICY  

1.1 Background 
 
1.1.1 Provide a short introduction to the policy.  
 
1.2 Purpose 
 
1.2.1 State why the policy is needed – include rationale, reference to any relevant 

legislation, statutory requirement or other relevant information. 
 

1.2.2 Make reference to any other policies, procedures or guidelines which should be 
read in conjunction with this policy – these policies/procedures/guidelines should be 
listed. 
 

1.3 Objectives 
 

1.3.1 Some policies may need a list of objectives, ie aims to be met by the policy. 
 

 
2.0 SCOPE OF THE POLICY
 

  

2.1 Provide clarity in relation to where and to whom the policy applies.  Also include 
situations where the policy does not apply. 
 
 

3.0 
 

ROLES/RESPONSIBILITIES 

3.1 State the roles/responsibilities of the various staff groupings within NIAS.  Include 
who is responsible for both implementing and adhering to the policy. 
 
 

4.0 KEY POLICY PRINCIPLES
 

  

4.1 This section should include relevant definitions, key policy statements and policy 
principles.   

 
4.2 In general, this section should contain pure statements of policy, supported by 

procedures and protocols as appendices.  However, certain policies, usually larger 
ones and ones where the bulk of the text has been sourced from a regional 
document, include procedural processes together with policy statements.  This may 
result in many sub-headings outlining procedures and approved ways of doing 
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things.  In this case, defined principles and policy statements should be easily 
identifiable within the structure of this section. 

 
 
5.0 IMPLEMENTATION OF THE POLICY
 

  

5.1  Dissemination 
 
5.1.1 State staff groups for whom this policy has relevance. Provide a realistic time scale 

for implementation and highlight any potential barriers.  Indicate who should be 
notified (usually the author) if there are significant barriers and timescales are not 
being met. 
 

5.2 Resources 
 
5.2.1 State the resources required for implementation, including awareness raising, 

training, testing of new documentation associated with the policy etc and who is 
responsible for this.  
 

5.3  Exceptions 
 
5.3.1 Section 2.0 should detail all areas where the policy is to apply.  This is to note any 

area that has been noted as exempt because it is currently

 

 unable to comply with or 
implement the policy.  

 
6.0 
 

MONITORING 

6.1 Provide detail of any key performance indicators relevant to the successful 
implementation of this policy. 

 
6.2 Describe the process for monitoring the effectiveness of the policy, including who is 

responsible for this and how it will be done.   This monitoring should include any 
Section 75 implications of implementing the policy.  

 
 
7.0 
 

EVIDENCE BASE/REFERENCES 

7.1 Include a summary of the evidence base and list references used including relevant 
external guidelines.  

 
 

8.0 
 

CONSULTATION PROCESS 

8.1 Include a list of those groupings consulted in the development of this policy, eg 
Trade Unions, Specialist Committees, User groups, Section 75 groups.  
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9.0 
 

APPENDICES / ATTACHMENTS 

9.1 List any appendices as follows: 
 

Appendix 1: Title; 
Appendix 2; Title; etc. 
  

 
10.0    
 

EQUALITY STATEMENT 

10.1 In line with duties under Section 75 of the Northern Ireland Act 1998; Targeting 
Social Need Initiative; Disability Discrimination Act 1995 and the Human Rights Act 
1998, an initial screening exercise, to ascertain if this policy should be subject to a 
full impact assessment, has been carried out. 

 
   
10.2 The outcome of the screening exercise for this policy is: 

 

Major impact    
Minor impact    

No impact.        
 

 
11.0 SIGNATORIES  
 
 
 
________________________________  Date:  ________________________ 
Lead Author 
 
 
 
________________________________  Date:  ________________________ 
Lead Director 
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1.0 INTRODUCTION
 

  

1.1 Using Version Control helps to identify where changes have been made to a 
document and to ensure that everyone is using the most recent version of a 
document. This is particularly useful when a document is being produced or 
reviewed collaboratively, for example, by a project team, committee etc.  

 
1.2 The content of a document under version control is never overwritten. However, 

each time modifications are made to a document a new version is created which 
then becomes the current version. Every version number for a given document shall 
be unique.  
 

1.3 The guidance outlined in Section 2.0 of this document will assist in the application 
of Version Control of all documents, for example policies, procedures etc.  

 
 
2.0 APPLYING VERSION CONTROL TO DOCUMENTS
 

  

2.1 Each version of a document should be given an issue number, in the format of 
‘Version X.Y’, where ‘X’ and ‘Y’ are numbers.  

 
2.2 Initial Draft of a Document 
 
2.2.1 When a document is initially produced, prior to formal approval, it should be 

versioned as ‘Version 0.1’. Subsequent versions of the initial document shall be 
described as ‘Version 0.2’, ‘Version 0.3’ etc.  

 
2.2.2 Where documents are in draft, a ‘DRAFT’ watermark should be incorporated into 

the document.  
 
2.3 First Approval of a Document  
 
2.3.1 When a document is formally approved for the first time, it should be issued as 

‘Version 1.0’.  
 
2.4 Initial Review of an Approved Document  
 
2.4.1 Good practice suggests that documents should be reviewed regularly to ensure that 

they are up-to-date, relevant and not obsolete.  
 
2.4.2 During the review of the formally approved document ‘Version 1.0’, if an 

amendment is required, a new version of the document should be created 
incorporating the amendment. This will be versioned as ‘Version 1.0.1’. Subsequent 
changes during the review of document ‘Version 1.0’, will be versioned as ‘Version 
1.0.2’, ‘Version 1.0.3’ etc. 

 
2.4.3 How a document will be versioned following formal approval for the second time will 

depend upon the significance of the changes since the issue of ‘Version 1.0’, ie: 
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• If the changes are considered to be minor, eg spelling, grammar, 1 line change, 

then the document will be issued as ‘Version 1.1’; or; 
• if the changes are considered to be major, eg addition/removal of a section, 

legislative changes, change in processes, then the document will be issued as 
‘Version 2.0’.  

 
2.5 Subsequent Reviews of a Document  
 
2.5.1 If further changes are to be made to document ‘Version 1.1’, the draft version will be 

described as ‘Version 1.1.1’, ‘Version 1.1.2’, ‘Version 1.1.3’ etc.  If further changes 
are to be made to document ‘Version 2.0’, the draft version will be described as 
‘Version 2.0.1, ‘Version 2.0.2’, ‘Version 2.0.3’ etc.  

 
2.6 The Change Log  
 
2.6.1 A Change Log should be created that details the changes made during the lifecycle 

of a document and allows a reader to identify where modifications have been made 
within each version of a document. Therefore, the Change Log should contain an 
entry for every version of a document.  

 
2.6.2 Each entry should include details of the following:  

• the version number;  
• the date the version number was assigned;  
• the author of the changes; and  
• a brief description of the modifications associated with the version. This should 

be no more than a few concise phrases but sufficient enough to outline the 
changes.  

 
2.6.3 The Change Log should appear at the beginning of a formally approved document 

and should describe the changes between the first formally approved version and 
subsequent approved versions (see example below).  The author should retain a 
more detailed Change Log of a document between draft versions.   

 
Version Date Author(s) Notes on Revisions/ 

Modifications 
Version 1.0 01/10/14 AD HR Employment 

Performance & 
Corporate Services 

Updated contact details 

Version 1.1 01/03/15 AD HR Employment 
Performance & 
Corporate Services 

New section added on 
Resources 

Version 2.0 01/10/15 AD HR Employment 
Performance & 
Corporate Services 
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Expert infection control and prevention advice is available to staff 24hrs, 7-days a week. 
Requests for advice must be made via Ambulance Control, who will contact the appropriate 
service. Non-urgent enquiries should be directed to the Risk Manager in the first instance.  

In-Hours: 

The Control Officer/Duty Manager should initially attempt to contact the following 
people by telephone 

• NIAS Risk Manager, or in case of Category 4 Disease, the Emergency Planning Officer 
• Assistant Medical Director or Medical Director. 
• Northern Ireland Public Health Agency (12-22 Linenhall Street, Belfast. Telephone  

0300 5550119  for duty room) 
• The Health Protection Agency are also available to provide specialist advice (01202 

851300), with their website (www.hpa.org.uk) providing a particularly useful and 
authoritive source of information.  

Out-of-Hours:  

Out-of-hours advice is available by calling  

• Senior Officer on Call 
• Northern Ireland Public Health Agency (Consultant on Call available by pager through 

NIAS control) 
• The UK Health Protection Agency are also available to provide specialist advice 

(01202 851300), with their website (www.hpa.org.uk) providing a particularly useful 
and authoritative source of information. 

  

OBTAINING URGENT INFECTION CONTROL ADVICE  
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There is a national drive for improved infection control within the NHS, with the 
Department of Health promoting evidence based guidelines and frameworks for 
assessment. Greater emphasis is being placed on encouraging better use of infection control 
to prevent infections, rather than relying on antibiotics when infections occur. Healthcare 
acquired infections cause serious problems for the Health Service. Infections can complicate 
illnesses, cause distress to patients and family, and in some cases may even lead to patient 
death. It is estimated that healthcare acquired infections kill around 5,000 people a year and 
contribute to 15,000 more. Around 100,000 people acquire a healthcare associated 
infection each year, with 30% of these being preventable. 

The Northern Ireland Ambulance Service is committed to creating robust systems of 
infection control, based on a comprehensive Infection Prevention and Control Policy which 
is reviewed annually, as required. 

Continual infection control audit allows areas of good practice to be promoted, whilst 
systematically identifying areas where improvements are necessary. 

An infection control plan will be developed for each financial year to set a programme of 
work for that year. 

The infection control work will be underpinned by robust and comprehensive infection 
prevention and control processes and procedures. 

An annual infection control update is presented to the trust Board to report on progress 
made and to provide assurance of continued compliance with the Policy and Procedures in 
this document. 

Infection control measures have been highlighted by several incidents of disease outbreak 
affecting HSC trusts in recent years as well as the Swine Flu pandemic of 2009. NIAS is 
committed to working with our partner trusts in order to strive for best practice in infection 
prevention and control, and has engaged with the Regulation and Quality Improvement 
Authority in the areas of audit of specific topics relating to current practice as well as 
developing a comprehensive audit tool which recognises the significant challenges faced by 
staff working in the pre-hospital field. This document should be regarded as a core 
reference providing information for staff and covers all areas of infection prevention and 
control, but it is recognised that new developments will change or add to the details within, 
and staff should at all times ensure they are familiar with the latest updates issued by the 
Medical Directorate and NIAS Training Department. 

STRATEGY 

STRATEGIC STATEMENT 

POLICY STATEMENT 

SUSTAINING PROGRESS  
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Significant progress had been made to date, with the evolution of an Infection Prevention 
and Control Group meeting on a bi-monthly basis, all clinical staff being advised regarding 
the national “Clean Your Hands” hand hygiene campaign, the issue of vehicle and personal 
alcohol handrub dispensers, greater use of single-patient equipment, new guidelines on and 
equipment for cannulation, and infection control training continuing to be an integral part 
of the annual recertification program. The newest ambulance vehicles in the NIAS fleet have 
been designed to minimise the accumulation of infectious agents, and to facilitate effective 
cleaning. As a Health and Social Care Trust, NIAS is also committed to playing its part in the 
Priorities for Action identified by the Minister for Health in reducing the rate of infection by 
multi-resistant infectious organisms including MRSA, MSSA, clostridium difficile and 
pseudomonas. 

This document represents a comprehensive review of infection control on the part of the 
Northern Ireland Ambulance Service, and reflects the commitment of the Trust’s Board, 
senior management and clinicians to the infection prevention and control, and to creating a 
safer environment for our staff and patients. 

 

 

 

______________________________   ______________________________ 
Liam McIvor                                                            David McManus 

Chief Executive                                              Medical Director 
 

September 2014 
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The trust’s Guidance and Procedures for Infection Prevention and Control Policy/Strategy 
set out the strategic and policy approach to the prevention and control of infection, and 
describes the organisational infrastructure in place including key accountabilities. 

The document has been developed by the Assistant Medical Director and the Infection 
Prevention and Control Group, based on the requirements set out in national guidance, the 
Hygiene Code, and the core Standards for Better Health. It is approved by the Clinical 
Governance Committee, ratified by the Trust Board, and is reviewed on an annual basis. 

The Infection Prevention and Control document is made available to the public through the 
trust’s internet site to ensure they are made aware of the trust’s arrangements for Infection 
Control. 

Procedures and guidance on infection prevention and control have been developed and 
reviewed and are incorporated within the policy document to assist all clinical staff in 
ensuring they follow best practice in order to achieve the aim of a reduction in the incidence 
of healthcare acquired infections. 

This document has been designed to clearly identify the line of accountability for infection 
prevention and control from the Chief Executive to all staff. The document sets the 
standards expected and the monitoring and educational requirements necessary for their 
achievement. In conjunction with supporting policies, the document provides a source of 
procedural advice and guidance for clinical staff. Separate action plans exist for the infection 
control work programme and to ensure compliance with the Hygiene Code and Standards 
for Better Health. 

In order to provide staff with comprehensive and easily accessible information on all aspects 
of infection prevention and control, this document refers to the following policies and 
procedures 

• Standard (universal) Infection Control Precautions 
• Aseptic Technique 
• Safe Handling and Disposal of Sharps 
• Prevention of Occupational Exposure to Blood-borne Viruses, Including Prevention of 

Sharps Injuries 
• Isolation of Patients 
• Disinfection Policy 
• Decontamination of Equipment 
• Waste Management 
• Management of Linen 

POLICY 

INTRODUCTION 

PURPOSE 

SCOPE 
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• Regional Infection Control Manual 
• Reporting HCAIs to the Health Protection Agency (HPA), as directed by the 

Department of Health. 
 

Board members are collectively responsible for providing leadership and direction on health 
and safety matters. Members will have a full understanding of the risks, systems in place for 
managing the risks and appreciation of the causes of any failures. The Board are responsible 
for monitoring the effectiveness of infection control measures through the annual infection 
audit and report. 

The Chief Executive has a key role in ensuring that systems are in place and being adhered 
to, to manage any significant risks facing the organisation and ensure compliance with the 
Health Act. The Chief Executive is ultimately responsible for infection control measures, a 
responsibility which is discharged through the Medical Director. The Chief Executive is 
responsible for ensuring compliance with the Trusts policy which includes standard 
(universal) infection control precautions, aseptic technique, safe handling and disposal of 
sharps, prevention of occupational exposure to blood-borne viruses, isolation of patients, 
disinfection and the reporting of HCAIs to the Health Protection Agency. 

The role of Director of Infection Prevention and Control is assigned to the Medical Director, 
who has been nominated by the Board to have executive responsibility for infection control 
within the Trust. The Medical Director has responsibility for overseeing the Infection 
Prevention and Control Group, Infection Prevention and Control Policy and Action Plan, and 
is an integral member of the Assurance Committee, reporting to the Trust Board. The Trust 
Board is responsible for monitoring and managing the risks associated with infection 
control, in accordance with the Trust’s Risk Management Strategy to ensure compliance 
with the Health Act. They have the authority to challenge inappropriate clinical hygiene 
practice. Day to day responsibility has been devolved to the Assistant Medical Director. 

The Assistant Medical Director is responsible for the day to day management of infection 
control, maintaining the Infection Prevention and Control Policy, and implementing good 
practice within the Trust in conjunction with the Operations Directorate. The Assistant 
Medical Director is responsible for working with Directors to identify and manage the risks 
associated with infection prevention and control and to monitor compliance with internal 
and external assurance frameworks in conjunction with the Medical Director and Director of 

RESPONSIBILITIES 

The Trust Board 

Chief Executive 

Medical Director 

Assistant Medical Director 
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Operations. They have the authority to challenge inappropriate clinical hygiene practices 
and poor infection prevention and control measures. 

The Clinical Training Manager is responsible for ensuring that all staff (clinical and non-
clinical), including contractors receive education, information and training in infection 
prevention and control appropriate to their job role. They are responsible for ensuring that 
all staff have a working knowledge of Infection Prevention and Control Guidance and 
Procedures detailed within Trust documents. 

The Clinical Training Manager is responsible for developing and updating the Trust’s training 
needs analysis to ensure it reflects the latest guidance with regards to standard (universal) 
precautions, aseptic technique, safe handling and disposal of sharps, prevention of 
occupational exposure to blood-borne viruses, isolation of patients and disinfection. 
Infection Prevention and Control must be included as appropriate in training development 
plans, learner outcome plans and be robustly recorded through an effective and accessible 
training records system. 

The Assistant Director of Operations (Estates) is responsible for liaising with the Director of 
Operations, Medical Director, and Assistant Medical Director to ensure that all 
environmental policies and estate management are compliant with infection prevention and 
control best practice. They are responsible for ensuring that all premises are suitable for 
purpose and maintained in good physical repair and condition to support good infection 
prevention and control practice. The Assistant Director of Operations (Estates) is responsible 
for ensuring that all non-Trust owned and/or maintained premises comply with Trust 
standards. 

The Fleet Manager is responsible for ensuring that all ambulance vehicles and equipment 
have received an infection prevention and control evaluation prior to purchase. 

In addition to the responsibilities listed for management staff, Divisional Officers and Station 
Officers / Supervisors are responsible for infection prevention and control in all activities 
within their area of responsibility. 

They are responsible for ensuring the effective implementation and monitoring of infection 
prevention and control, including undertaking infection prevention and control audits as 
requested by the Medical Director. They are responsible for ensuring that ambulance 
vehicles, stations and equipment are cleaned appropriately and achieve the Trust’s high 
standard of cleanliness through a visible presence, monthly station reviews and support of 
their Station Officers and Supervisors. Divisional Officers are designated as the responsible 
manager for the routine decontamination of equipment within their area. 

Clinical Training Manager 

Assistant Director of Operations (Estates) 

Fleet Manager 

Divisional Officers / Area Service Managers 
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All line managers are required to oversee and supervise the implementation of infection 
control policies within their area of responsibility and to actively participate in the 
management of infection control related incidents and risks. Management staff are 
responsible for including infection prevention and control within the managerial job 
descriptions and appraisals of all staff under their line management. Station Supervisors are 
responsible for ensuring the cleaning and decontamination of vehicles and equipment 
according the Policy and for challenging any inappropriate practice. 

Training Officers and Clinical Support Officers are responsible for cascaded delivery of issues 
relating to infection prevention and control, and through their clinical observation role may 
identify and challenge any poor practice encountered, offering remedial advice or escalating 
issues through the training team as required. They may also undertake specific audits in 
relation to infection prevention and control practice. 

In the event of an infection control issue occurring out-of-hours, the matter should be 
reported to the Duty Officer and, if necessary, the Senior Officer-on-Call. The Senior Officer 
will access further support from the Medical Directorate, NI Public Health Agency and 
Health Protection Agency as required. 

Responsibility for infection prevention and control is devolved to all staff and clinicians 
within the Trust. All staff have a responsibility to attend infection control training and to 
ensure that infection control policies are effectively implemented in their area of work; 
which must meet the Trusts high standard of cleanliness at all times. All staff are responsible 
for ensuring the continued compliance of the Trust with the Health Act 2006 including 
following Trust policy and guidance on standard (universal) infection control precautions, 
aseptic technique, safe handling and disposal of sharps, prevention of occupational 
exposure to blood-borne viruses, isolation of patients and disinfection. 

The Director of Human Resources maintains contracts with external Occupational Health 
departments to ensure the effective screening of new staff and expert support and services 
for staff in accordance with the Trusts Occupational Health Policy. 

Infection control performance is monitored and led by the Infection Prevention and Control 
Group which reports to the Trust Board through the Assurance Committee. The group 

Station Officers 

Training Officers and Clinical Support Officers 

Out of Hours 

Trust Staff 

Occupational Health 

Organisational Framework 
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provides feedback and advice to other working groups as requested. The group advises the 
Clinical Training Manager of any identified training needs to ensure that learning from 
experience is incorporated into practice. 

The Medical Equipment Group, Accident and Emergency Working Group, Patient Care 
Service Working Group and Uniform Working Group are responsible for ensuring that 
infection prevention and control is fully considered during the selection of consumables and 
medical and other equipment. 

Adverse incidents relating to infection control must be reported using the Untoward 
Incident Reporting procedure detailed in the Untoward Incident Reporting Policy. Incidents 
relating to infection control will be reviewed at the Infection Prevention and Control Group. 
CBRN/E-related incidents infection incidents are dealt with separately in the Major Incident 
Plan. 

Risk assessments must be carried out in accordance with the Trust’s Risk Management 
Strategy and associated documentation. Risks in respect of healthcare associated infection 
and serious communicable diseases may be identified on an ongoing basis via incident 
reporting procedures, complaints, claims, infection control audits and risk assessments. 
These processes are monitored to ensure that any risks are identified and acted upon in a 
timely manner. Incidents and change in risk ratings are reported to the Infection Prevention 
and Control Group, for revision of the Trusts Infection Prevention and Control Risk 
Assessment. All staff receive training in risk management and risk assessment during their 
induction. 

Staff undertake dynamic risk assessments as part of their working practice and the trust will 
undertake an organisational risk assessment as part of the rolling risk assessment program. 
The organisational risk assessment will identify any specific roles within the organisation 
that are at higher risk, and a specific risk assessment will be carried out for these. The 
organisational risk assessment will assess how likely it is that blood borne viruses or other 
communicable diseases (e.g. respiratory or gastrointestinal infectious diseases) could cause 
ill health and decide if existing precautions are adequate.  

The assessment will consider the following: 

• Frequency and scale of contact with blood or other body fluids. 
• Number of different persons’ blood/body fluids with which contact is made. 
• Existing information on injuries/ill health reported in the workplace. 
• Impact on the organisation of multiple ‘casualties’ within staff resources in the event 

of an outbreak. 
• Quality of control measures. 

 

Healthcare associated infection risk assessments will be owned by the Clinical Governance 
Committee who will monitor the action plans. The Risk Manager and Assistant Medical 
Director will co-ordinate the risk assessments and monitor progress with reviews. Staff will 
be made aware of any specific risks via clinical updates or formal memoranda. 

RISK ASSESSMENT 
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All new employees are required to fulfil the pre-employment health checks detailed in 
Appendix 4 (Occupational Health). Before commencing operational duties, all members of 
clinical staff must complete appropriate infection control induction training. Induction 
training programmes for new staff incorporate the principles and practice of infection 
prevention and control, awareness of policy and guidance documents, hand hygiene, safe 
handling and disposal of sharps, management of linen and waste, decontamination of 
equipment, management of inoculation incidents, feedback of audit results, examples of 
good practice and action needed to correct deficiencies. 

Infection control training covering all areas identified above is incorporated in the annual 
recertification program, as detailed in the Trust’s Training Schedule. Compliance with 
training will be monitored as part of the annual personal development review (PDR) 
process. All members of staff have a personal training record, which is monitored using the 
training database. The frequency of training for all members of staff including non-clinical 
will be in accordance with the Trusts training needs analysis. 

Station Officers and Supervisors are responsible for monitoring compliance with the 
Infection Prevention and Control Policy on a daily basis and challenging inappropriate 
practice. The results of infection control audits, external assessments and incidents reported 
to the Infection Prevention and Control Group will be used to ensure that the training 
programme provides effective, focused training. Specific root-cause analysis training is 
delivered to officers and Managers as required. 

The Chief Executive and the Board are responsible for monitoring the effectiveness of the 
Infection Prevention and Control strategy and policy. The Board will receive Infection 
Prevention and Control Reports from the Medical Director via the Assurance Commitee 

The Annual Infection Prevention and Control Report will be the Trusts infection control 
assurance framework and will:- 

• Detail progress against the annual infection prevention and control action plan. 
• Request ratification of the following year’s annual infection prevention and control 

action plan. 
• Demonstrate the effectiveness of the policy through the presentation of audit 

findings from station reviews, identifying improvements in infection control 
standards.  

• Assure continued compliance with the latest infection prevention and control 
guidance, including compliance with standard (universal) precautions, aseptic 
technique, safe handling and disposal of sharps, prevention of occupational exposure 
to blood-borne viruses, isolation of patients, decontamination of equipment, waste 
management, management of linen, Regional Infection Control Manual, disinfection 
and the reporting HCAIs to the Health Protection agency. 

• Assure compliance with Control Assurance Standards / RQIA 
• Assure compliance with the NHS Litigation Authority CNST standards. 

EDUCATION AND TRAINING 

MONITORING COMPLIANCE 
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• Provide information from the Clinical Training Manager to reflect that the standards 
of training for non-clinical and clinical staff identified within the training needs 
analysis are being met. 

• Provide a summary of reported incidents reviewed by the Infection Prevention and 
Control Group and resultant changes to practice. 

• Demonstrate the reduction of infection control risks and their subsequent 
downgrading on the Risk Register. 

• Provide a report from the Risk Manager regarding the number of inoculation 
incidents reported, confirmation that the immediate management of the injury 
recorded was appropriate and that support services were provided as appropriate.  

• Provide assurance from the Stores Manager that all external laundry contractors 
continue to comply with Health Service Guidance HSG (95)18, Hospital Laundry 
Arrangements for Used and Infected Linen. 

• Detail findings of any internal audits conducted.  
• Provide a summary of work undertaken by the key individuals responsible for 

infection prevention and control detailed in section 2.4, demonstrating that they are 
fulfilling their identified duties. 

• Confirm that information about the Trust’s processes and arrangements for 
preventing and controlling health care acquired infections’ have been and continue 
to be available to patients and the public through publication of the Policy and 
Procedures for Infection Prevention and Control document on the Trusts internet  
site. 

 

The Assurance Committee will receive reports from the Medical Director and the Clinical 
Assistant Medical Director on a quarterly basis. The report will detail any deviations from 
the policy, identify any improvement notices issued, provide an update on effectiveness and 
identify any appropriate issues. The Committee may also gain assurance from the Risk 
Manager through the presentation of information regarding submitted incident reports.  

Monthly audit returns are received from all ambulance stations with respect to vehicle 
cleaning. The audit assesses compliance with Vehicle Cleaning Procedures throughout the 
Trust, ensures that all aspects of the policy are implemented, and standards are maintained. 
Station Supervisors must complete the on-line recording form as and when vehicles are 
cleaned, with the results being fed via the Risk Manager to the Medical and Operational 
Directorates for information and appropriate action.  

The relevant Area Manager will be informed if the reporting is not being completed to 
ensure that prompt action can be taken to achieve a full review. 

It is fundamental to the Trust’s risk management system that all clinical and non-clinical 
adverse incidents, hazards and near misses are identified, recorded, analysed with the 
lessons learnt implemented and controls put in place to avoid their future re-occurrence. All 
incidents regarding infection prevention and control, including reported outbreaks of 
healthcare acquired infections, must be reported and investigated according to the 
Untoward Incident Reporting Policy. The Infection Prevention and Control Group reviews all 
related incidents and root cause analysis may be undertaken. In the case of suspected 

INVESTIGATIONS 
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outbreaks, the Trust will co-operate fully with the DHSSPSNI, Regional Health Board, PHA 
and other acute Trusts during any investigation.  

 

The Serious Adverse Incident policy must be followed for any incident that:  

• Causes a patient, staff, or member of the public serious harm, or unexpected death. 
• Are likely to cause significant public concern.  
• Might seriously impact upon service delivery.  
• May attract media attention or risk litigation. 
• Reflects a serious breach of standards or quality of service 

 

The Trust strives to ensure that all estates and vehicles are maintained to a high standard of 
cleanliness, compliant with the relevant Control Assurance Standards. Should any area of 
the estate or vehicle/s be found to fall below the standards specified within the policy or 
other associated documentation (eg. Cleaning schedules), an incident report must be 
submitted. 

Routine concern not immediately affecting the health and/or safety of patients or staff.  

In the first instance the concern should be discussed with the responsible line manager, with 
a clear deadline agreed for completing the actions. Should resolution not occur within the 
agreed period, the incident must be reported to the Medical Director who will liaise with 
the appropriate Director to ensure rapid completion of any outstanding actions. Examples of 
routine concerns include non-performance of cleaning staff or estates issues which 
comprise the achievement of infection prevention and control standards. 

Urgent concern potentially affecting the health and/or safety of patients or staff. 

Where a concern is raised regarding the standards of infection control which poses a 
potential threat to the health and/or safety of patients or staff, the Trust must respond 
quickly to address the breech in standards. Following any immediate action required to 
reduce the risk of the breech, the following senior staff are authorised to issue a memo 
detailing an Improvement Order: 

• Chief Executive 
• Medical Director 
• Director of Operations 
• Director of Human Resources 
• Director of Finance 
• Assistant Medical Director 
• Assistant Director of Operations 
• Risk Manager 
• Divisional Officers 

 

The Improvement Order will be issued to the appropriate line manager for urgent action 
within a timeframe deemed appropriate by the issuing Director/Manager. The Improvement 

IMPROVEMENT ORDERS 
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Order may authorise the removal of any vehicle from service or the closure of premises. Any 
failure to achieve compliance will be escalated to the Chief Executive. All improvement 
notices will be reported to the Clinical Governance Committee within the standard Infection 
Control report. 
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The Infection Prevention and Control Policy (incorporating the Infection Control Strategy) 
has been developed in consultation with the Infection Prevention and Control Group, local 
trusts and Public Health Agency. The trust is also a member of the National Ambulance 
Infection Prevention and Control Group. The policy will be reviewed annually, or as required 
in response to external guidance and recommendations, by the Medical Director. The policy 
will be presented to the Governance Committee, prior to being ratified by the Board.  

A comprehensive range of associated documents are available. 

Internal Publications: 

• Uniform Policy & Uniform Procedure and Dresscode(NIAS) 2011 
• Universal Precautions & Hand Washing Policy (NIAS) Version 1 July 2006 
• NIAS Infection Control Training Manual 
• Risk Management Strategy 
• Medicines Management Strategy 
• Incident Reporting Policy 
• Personal Protective Equipment Policy. 
• Standard Vehicle Equipment Policy 
• Premises Cleaning Schedules 
• Equipment Selection and Procurement Checklist 

 

External Publications: 

• IHCD Basic Training Manual 
• IHCD Paramedic Training Manual 
• JRCALC (2013) Clinical Guidelines 
• The Segregation, Primary Packaging, Secondary Packaging and Storage of Clinical 

Waste, DHSSPSNI 
• Ambulance Guidelines: Reducing Infection Through Effective Practice in the Pre-

hospital Environment 
• Saving Lives High Impact Intervention: Intravenous Cannulation 
• NICE Guidelines 
• SABS Clean Hands Save Lives 
• Health Protection Agency Guidance on Infection Control 

 

  

DOCUMENT DEVELOPMENT AND REVIEW 

ASSOCIATED DOCUMENTATION 
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EQUALITY AND HUMAN RIGHTS CONSIDERATIONS 

This Policy has been screened for equality implications as required by Section 75, Schedule 
9, of the Northern Ireland Act, 1998. Equality Commission for Northern Ireland Guidance 
states that the purpose of screening is to identify those policies which are likely to have a 
significant impact on equality of opportunity so that greatest resources can be targeted at 
them. 

Using the Equality Commission’s screening criteria, no significant equality implications have 
been identified. This policy will therefore not be subject to an equality impact assessment. 

This policy has been considered under the terms of the Human Rights Act, 1998, and was 
deemed to be compatible with the European Convention Rights contained in that Act. 

This Policy will be included in the Trust’s register of screening documentation and 
maintained for inspection whilst it remains in force. 

This document can be made available on request in alternative formats, e.g. Braille, disc, 
audio cassette and in other languages to meet the needs of those who are not fluent in 
English. 
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These Infection Prevention and Control Procedures have been revised to ensure that local 
procedures are in line with the recommendations of the Ambulance Service Network and 
the Department of Health. The guidelines have been developed to aide staff to minimise the 
risks of transmission associated with infectious diseases. This process is dynamic, 
particularly in the various situations faced daily by ambulance staff. Safe practice can be 
achieved by ensuring staff: 

• Are supported by management to deliver recommendations within these guidelines 
• Have received infection control training 
• Understand and can apply the principles of risk assessment to minimise the risks of 

transmission of infectious diseases 
 
Safe infection control practice requires: 

• A knowledge of micro-organisms 
• The diseases they cause 
• An understanding of how they spread between humans 

These guidelines acknowledge that provision of a limited list of diseases may well inhibit the 
ability of staff to properly risk assess situations and utilise appropriate personal protection. 
For this reason, in addition to Appendix 1, guidance for individual infectious diseases should 
be obtained via the Health Protection Agency: www.hpa.org.uk  

The infectious disease section, whilst not exhaustive, is regularly updated by national 
experts and should provide a framework for risk assessment, based upon establishing:  

• What the organism/disease is 
• How is it spread? 
• How can staff protect themselves from transmission? 

Standard principles should be applied for all patients. These have been developed and 
provide protection for patients and healthcare workers. The use of standard principles is 
supported by the National Institute for Clinical Excellence. The full NICE guidelines can be 
accessed via: www.nice.org.uk  

External expertise can be accessed through the Health Protection Agency, NICE, National 
Patient Safety Agency and the Joint Royal Colleges Ambulance Liaison Committee (JRCALC).  

The Trust is committed to tackling the risks involved and reducing the impact of healthcare 
associated infections on patients, staff and the organisation. Infection Prevention and 
Control should be integral to the role of all operational ambulance staff and should reflect 
their commitment to the provision of a safe environment for patients and staff. 

All staff engaged in clinical practice on behalf of the Trust must be aware of and familiar 
with the following procedures for their own protection and that of their patients, and to 
support the trust’s efforts towards reducing the incidence of healthcare acquired infection. 
Trust must continue to focus on the six commitments of Cleaner Care: 

• Carrying alcohol handrub whenever in uniform. 
• Cleaning hands with alcohol handrub or soap and water between every patient. 
• Mopping the vehicle using Actichlor tablets during each shift. 

INFECTION PREVENTION AND CONTROL PROCEDURES 

http://www.nice.org.uk/�
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• Cleaning the patient trolley and any equipment used after each patient. 
• Following the new infection prevention and control policy and updates to ensure 

that we deal with cleaning, waste disposal and laundry according to the latest 
national guidelines. 

• Ensuring that our patients receive care in an environment that we would be proud 
for our relatives to experience. 

The maintenance of high standards of cleanliness on all surfaces and equipment is a crucial 
factor in the prevention and control of infection. Whilst all dust, dirt and moisture can 
harbour infection, the key risks are associated with contamination arising from contact with 
blood and body fluids, mucous membranes or damaged skin. In all cases the surface or 
equipment must be thoroughly cleaned and disinfected in order to destroy any pathogenic 
micro organisms. Specific guidance on cleaning ambulance buildings, vehicles and 
equipment is detailed in Appendix 5. 

The Northern Ireland Ambulance Service has selected suitable cleaning and disinfectant 
products and staff which are available by order from NIAS stores; staff must not use 
alternative cleaning products as these may not have undergone the same quality and 
effectiveness assessment. The approved products are detailed in the following table. 

  

CLEANING AND DECONTAMINATION 
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N.B. Alcohol-only products e.g. Sanicloth and hand sanitizer may not be effective against 
clostridium difficile  

Table of Cleaning Products 

Order 
Number 

Product Use 

- 
Disinfectant Tablet 
Actichlor 2.5g 

For general disinfection of working surfaces and effective 
against all vegetative bacteria, fungi, viruses and bacterial 
spores  

CAD097 
Kleenkut detergent 
bactericidal liquid 
5ltr 

Hard surface cleaner, oil dispersant, ink, tar, gum 
removal, fabric spot remover.  Use at up to 200:1 dilution 
depending on task 

CAD082 
Kleensheen Vehicle 
Wash 20ltr 

Use in high pressure cleaner to remove traffic film, oil and 
grease from vehicle bodies and chassis 

CAD080 Glasskut 
For use on glass, mirrors etc.  May be diluted up to 20:1 
and used as a screen wash additive. 

CAD202 
Single use Mop 
Head 

Yellow - for use in vehicles only 

CAD203 Mop Handle   

CAD102 
Vehicle Wash Brush 
(including head) 

  

CAD103 
Vehicle Wash Brush 
Head 

  

VMT009 
Wypall Cloth - 
Kimberly Clark 

Single use disposable cloth for all surfaces 

CAD036 
Sanicloth 70 
alcohol wipes – PDI 

Disposable disinfectant wipes for medical devices.  
Effective against MRSA and E coli.  Not for use on any 
equipment that may come in contact with bloodstream or 
be introduced into the body. 

VJT002 
Sanicloth 
Detergent Wipe 
Multi Surface 

Single use dispensed from tub 

CAD201 
Alcohol Foam Hand 
Sanitizer 50ml 

Personal issue - for disinfecting clean hands 

MRA372 
Alcohol Foam Hand 
Sanitizer 400ml 

Pump dispenser - for disinfecting clean hands 

MRA374 
Moisturising Cream 
1litre 

For revitalising skin after washing 

WKC368 Screen Wipes For use on MDT screens 
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The products should be stored on each vehicle as follows, and must be checked during the 
vehicle daily inspection (VDI). Spare stocks must be available in all station stores.  

Product Station 
A&E  

Ambulance 
PTS  

Ambulance 
Rapid Response 

Vehicle 

Actichlor Tablets Yes No No No 

Kleenkut detergent 
bactericidal liquid 

Yes No No No 

Surface Wipes No Yes Yes Yes 

Single Use Spill Pack Yes Yes Yes Yes 

 

CLEANING MATERIALS COLOUR CODING 

The Trust has fully adopted the recommendations of the NPSA Safer Practice Notice 15: 
Colour Coding Hospital Cleaning Materials and Equipment in order to improve the safety of 
cleaning, ensure consistency and provide clarity for staff. 

All cleaning materials and equipment both re-usable and disposable such as mop heads, 
mop handles, buckets, clothes and gloves must be colour coded. The Trust has acquired 
mop heads which must be disposed of as appropriate to ensure cleaning standards. Posters 
displaying the colour scheme detailed below should be in placed at all locations where 
cleaning is carried out within the Trust. 

Colour Area of use 
Red Bathrooms, washrooms, showers, toilets, basins and bathroom floors. 
Green Kitchen areas. 
Yellow Ambulances and other clinical areas. 
Blue General areas including corridors, departments and offices. 

 

Cleaning is a process which physically removes contamination, but does not necessarily 
destroy micro-organisms. Disinfection is a process used to reduce the number of viable 
micro organisms and can apply to hand washing, skin preparation and equipment. During 
routine cleaning, all surfaces must be both cleaned and disinfected. Actichlor tablets contain 
a disinfectant together with an anionic detergent. A solution strength of one tablet per one 
litre of cold water must be used to ensure a concentration of 1,000ppm. Actichlor tablets 
must be stocked at all stations for routine surface cleaning. 
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• Use PPE as appropriate 
• Fill the cleaning bucket diluter with 5 litres of water.  
• Add five Actichlor Plus tablets*.  
• Wait 2-3 minutes to dissolve.  
• Apply solution using a cloth or mop.  
• After cleaning, surfaces should be thoroughly dried. 

 

Any remaining solution must be disposed of using the normal drainage system. To reduce 
the risk of cross-contamination, mops, disposable cloths and buckets should not be used or 
transferred between different areas. Cleaning equipment must be inverted and stored clean 
and dry between uses. Preferably use single use, non-shredding cloths rather than re-usable 
cloths. Do NOT store brushes or mops in disinfectant solution. 

*This is the standard concentration for normal disinfection. Different concentrations of 
chlorine may be required in certain circumstances as detailed in the table below 

Actichlor Plus Formulation 1.75g tablets 
Environmental Situation Required concentration of 

available chlorine 
Number required 
per litre of water 

Standard disinfection to kill MRSA, VRE, C diff 1000 ppm 1 
Outbreak disinfection to kill C diff, norovirus 5000 ppm 5 
Outbreak disinfection to kill TB 10,000 ppm 10 
 

Effective management of blood and body fluid spillage is a crucial factor in controlling the 
spread of infection. Exposure to any such fluid constitutes a risk to all staff and others within 
the immediate environment. These risks can be minimised by dealing promptly with the 
spillage by appropriate cleaning and disinfection. 

In general, the volumes of most blood or body fluid spills that occur are not excessive, e.g. 
blood smeared on a sharps box. They can be managed by wiping with a detergent wipe. In 
the event of a larger spill where this method would not be sufficient, the use of absorbent 
powder from a spillage kit should be used. 

• Use PPE (visors, gloves, and apron) as appropriate 
• Ventilate area if possible 
• Do not pick up any broken glass, even with gloved hands 
• Use two pieces of rigid card, or a scoop & scraper, and place broken glass into the 

sharps container 
• Absorbent granules should be applied liberally to the spill. The granules will absorb 

the spill, and contain a 10,000ppm NaDCC disinfectant to inactivate the pathogens in 
the fluid 

  
CLEANING PROCEDURE: 

BODY FLUID SPILLAGE MANAGEMENT 
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• Add the Actichlor tablets to the empty granules container and fill with water to the 
fill line printed on the label. In the absence of mains water, the bottles of sterile 
water kept ambulances for irrigation should be used. 

• When the tablets have dissolved, replace lid and mix by inverting the container 
• Use paper towels to clean the surface using the solution 
• Discard protective clothing and materials as clinical waste 
• Clean your hands.  

Sterilisation is a process used to render the object free from viable microorganisms, 
including spores and viruses, but not prions. All clinical instruments and equipment used to 
surgically penetrate skin, tissue or mucosa - MUST be sterile. Sterile instruments can be 
obtained by: 

• Purchasing pre-sterilised single use items. These avoid the need for resterilisation 
and are a practical and safe method. They must be stored using a stock rotation 
system in accordance with manufacturer’s recommendations. 

• Using a sterile supplies department (SSD). Sterilisation can only be undertaken by 
specialist Sterile Supplies services. There needs to be a specific contract specifying 
the responsibilities of both parties. 

Sterilised equipment should be kept in their wrapping until the moment of use. Excessive 
handling should be avoided before application. If the outer wrapping is damaged, do not 
use, as it will not be sterile. 

All sterile items used by the Trust are single use; no items are to be re-sterilised. 

 

MANAGEMENT OF LINEN 

Germs in most soiled and fouled linen are unlikely to cause infection in healthy workers 
provided that care is taken. To further minimise the risk: 

• Maintain Standard/Universal Precautions  
• Wear an apron and gloves when dealing with contaminated laundry  
• Remove any protective clothing and wash hands before returning to other duties  
• Cover cuts and abrasions with waterproof dressings 

Single patient use linen is provided on the Emergency Equipment and decontamination 
vehicles for use in a major incident or other hazardous situation. Once used all items are 
placed into the yellow clinical waste bag. 

For laundry purposes linen must be segregated into one of the following groups:  

• General used linen, bed linen, towels etc.  

STERILISATION 

Disposable Linen 

Non-Disposable Linen 
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• Fouled linen contaminated with blood or other body fluids  
• Staff Uniform, contaminated 

Bags should not be filled in excess of two-thirds of their capacity. Particular care should be 
exercised when handling laundry in case clinical waste or sharps have been accidentally 
concealed within. Once linen has been placed in a bag for laundry service collection, it must 
not be handled again.  

Water soluble bags should be used for contaminated linen, and linen bags should be colour 
coded to ensure correct segregation of linen. 

The Trust utilises external laundry contractors (including hospital facilities) to process and 
supply linen. All operations both within and outside of the Trust must comply with Health 
Service Guidance HSG (95)18, Hospital Laundry Arrangements for Used and Infected Linen. 

Uniformed staff should read this section in conjunction with the Trusts Uniform Policy and 
Dress Code Procedures.  

When there is a reasonable likelihood that they may be delivering patient care during their 
shift, clinically qualified responding managers should consider wearing uniform. When 
responding to an incident without being in full uniform, managers must wear suitable shoes 
and a high visibility jacket or tabard. If the high visibility jacket or tabard is left open, ties 
must be removed. 

Cuffs may become heavily contaminated and are more likely to come into contact with 
patients. All clinical staff should strive for ‘bare below the elbows’ when delivering care; the 
only exception is where a jacket, high visibility jacket or tabard, coverall, flight suit or other 
protective clothing is required for personal safety and/or protection. Staff should note that 
long nails, fake nails and more than one ring are unacceptable when delivering clinical care. 

In order to mitigate against this risk, fresh single-use sleeve protectors should be worn over 
the sleeves of other uniform items when there is a risk of the unprotected uniform coming 
into contact with a patient. While these protect against inadvertent contamination of 
clothing or subsequent cross-contamination of patients, they do not do away with the need 
for appropriate use of gloves. 

There is no conclusive evidence that uniforms pose a significant hazard in terms of 
spreading infection. The majority of bacteria and viruses will not survive away from the host 
and would not present a high risk of infection transmission on clothing. However, within a 
mass of body fluid organisms survive longer. Staff who are at risk of their uniforms 
becoming contaminated by body fluids should always change into ‘home’ clothes as soon as 
possible, preferably before leaving the workplace. 

The responsibility for uniform laundering rests with the individual member of staff. 
Uniforms or other work clothes should be washed as soon as possible and in accordance 
with the care label instructions on as hot a wash as the fabric will tolerate. A ten-minute 
wash at 60°C is sufficient to remove most micro-organisms. In tests, the only organisms 
remaining were a small number (less than 10%) of Clostridium Difficile spores, a level of 
contamination that is not cause for concern. Using detergents means that many organisms 

Staff Uniforms 
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can be removed from fabrics even at low temperatures; MRSA is completely removed 
following a wash at 30°C. There is no conclusive evidence of a difference in effectiveness 
between commercial and domestic laundering in removing micro-organisms. 

In the majority of cases, staff uniform falls under the category of ‘used linen’ and should 
therefore be included as part of the general domestic washing arrangements undertaken by 
each member of staff. 

On occasions however, uniforms may be exposed to splashes of blood or body fluids. This 
should be avoided as far as possible by the use of PPE such as aprons. For cases where gross 
oiling or contamination is foreseeable and any patients involved are not time critical, a 
disposable suit should be worn as an outer garment, in addition to any other PPE items 
necessary. After use the suit should be disposed of as clinical waste and uniform checked to 
ensure it has been fully protected. 

If, despite all efforts, contamination of the uniform occurs with either blood or body fluids, 
arrangements should be made with the Control for the crew to return to base for a uniform 
change. All staff should keep at least one complete set of spare uniform in their station 
locker. 

Contaminated uniform (eg. a small area of blood or large area of vomit) should be placed in 
an alginate (water soluble) bag which is then placed in a plastic bag marked “Patient 
Clothing”. Gloves should be worn when removing the inner bag containing the 
contaminated clothing, which should then be placed into a domestic washing machine. 
Contaminated uniform should where possible be: 

• Laundered at as high a temperature as possible as per instructions. 
• Laundered with normal washing powder. 
• Tumble dried where possible (following manufacturers guidance). 
• Ironed with a hot iron with steam according to manufacturers’ instructions. 

 

Heavily contaminated uniform must be disposed of as clinical waste, and a replacement 
requested through the uniform ordering system. 

The following should be read in context with the NIAS Clinical Waste Policy.  

Segregation of waste at the point of production into suitable colour-coded packaging is vital 
to good waste management and ensuring compliance with current regulations. The colour-
coded segregation system outlined in this chapter identifies and segregates waste on the 
basis of waste classification and suitability of treatment/disposal options. Health and safety, 
carriage and waste regulations require that waste is handled, transported and disposed of in 
a safe and effective manner. 

Trust premises must provide the required waste streams appropriate to the function of the 
building, where waste can be segregated at source. All clinical areas must have facilities to 
segregate waste into the streams detailed. Although the majority of the ambulance fleet 

MANAGEMENT OF CLINICAL WASTE 

Segregation of Waste 
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does not currently have provisions to segregate waste, all new vehicles are supplied with 
separate domestic and orange waste bins. Waste must be segregated where facilities exist.  

Domestic waste is waste similar in nature and composition to waste generated at home. 
Domestic waste must not contain any infectious materials, sharps or medicinal products. 
Domestic waste must be placed in black bags for disposal. Gloves that have no visible 
contamination can be disposed of as household waste into the black-bag waste stream. 
Gloves contaminated with blood and/or body fluids must be disposed as clinical waste.  

When handling clinical waste all staff must use personal protective equipment, (PPE) the 
minimum being gloves. Aprons must be considered if leakage is anticipated. All items of 
disposable PPE become clinical waste once used.  

Staff are expected to make every effort to ensure that any waste arising from their 
activities, clinical and non-clinical is disposed of properly. Where this has not been possible 
and waste is left in a public place or private dwelling they must contact the Clinical Hubs, 
and arrange for collection. 

Waste must not be decanted into other bags, regardless of volume and sharps containers 
must never be placed into a clinical waste bag. Any spillage or contamination resulting from 
the movement of clinical waste must be thoroughly cleaned at the earliest opportunity (see 
Spillage Management). 

Clinical waste must be: 

• Correctly bagged to prevent spillage. 
• Double bagged where the exterior of the bag is contaminated or is split or leaking. 
• Kept in a rigid-sided holder or container with a foot operated lid, and, so far as is 

reasonably practicable, kept out of reach of children.  
• Only filled to ¾ full. 
• Securely sealed and labelled with coded tags identifying their source (Service and 

Station name). 
 

Station Supervisors working in conjunction with the Stores Department are responsible for 
organising the collection of waste by approved contractors. In many cases this will be the 
hospital trust in which the ambulance station is located. 

Where contracts are required to move waste, the trust requires that only road vehicles 
specifically designated for the task are to be used, they bear a load identification sign and 
that adequate security procedures and training arrangements exist.  

A transfer note must be completed whenever waste is handed over to an authorised person 
and must be signed by all parties. The transfer note must include details of the persons 
involved in the transfer, relevant licence numbers, time, place and date of transfer and the 
quantity of waste. 

All clinical waste in yellow bags must be stored in a locked bin or approved storage 
container, to which the public have no access. Small ambulance clinical waste bags can be 
disposed of at any A&E Department, or at any ambulance station. 

Disposal of Clinical Waste 
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Prior to departure from an incident, crews must make every effort to ensure that no items 
of waste are left on the scene. Where sharps are used away from the vehicle, the sharps 
boxes carried in the Response Bag must be utilised. Under no circumstances should any item 
of clinical waste be placed in domestic waste bins or abandoned outside designated 
containers at hospitals or on station, or in the rear of ambulances. Incidents where 
adequate and appropriate measures have not been taken to dispose of clinical waste or 
sharps, thereby putting others at risk of injury and cross-contamination, must be regarded 
as adverse incidents and reported using an incident report form. 

Drugs that have been opened and not used or, only part used, must be disposed of in an 
approved sharps container. Unused drugs must be return to central stores for disposal 
through a hospital pharmacy in accordance with the Trust’s Medicines Management Policy 
and Procedures. 

Attention must be paid to infection prevention & control procedures in the event of a 
patient dying in transit, or in the case of a crew needing to confirm death or move a 
deceased patient. The Resuscitation Policy should be followed to ascertain the 
circumstances in which resuscitation should/should not be carried out. 

Handling and Transport: 

• The body must not be handled unnecessarily. 
• Deceased patients beings transported by the Trust must be placed in a heavy-duty 

disposable plastic body bag. 
• Protective clothing must be worn at all times – including disposable gloves, and a 

disposable plastic apron if contamination of uniform is likely. 
• If there is any risk of infection, hospital staff must be warned. 
• Upon completion of the incident, the vehicle and all appropriate equipment must be 

decontaminated according to procedures. 
• All materials used must be disposed of in a Clinical Waste bag, which must be sealed, 

labelled and sent for incineration. 
  

Pharmaceutical Waste 

PROCEDURE FOR CARE OF THE DECEASED 
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Infectious diseases are classified into two categories according to the infection control 
precautions required. The previous classification of Category 1 and 2 are now combined and 
referred to as cases requiring standard (universal) precautions. An increased level of 
protection may be required for Category 3 diseases, and above this are Category 4 diseases 
which require very specific arrangements and precautions are detailed below. Further 
information can be obtained from the Health Protection Agency: www.hpa.org.uk  

No special precautions are required when transporting patients with these diseases, but 
standard (universal) infection control precautions must be applied as normal practice, 
unless advised otherwise by the hospital Consultant. A brief description of infectious 
diseases requiring standard (universal) precautions can be found in Appendix 6, together 
with their mode of transmission between humans and any particular issues that staff should 
pay attention to during transportation. 

The transportation of a patient with a known Category 4 infectious disease requires special 
precautions and procedures which are detailed in section 17.5 of the IHCD Ambulance 
Service Basic Training Manual and on the HPA web site. In the UK, most patients who could 
have a Category 4 disease are likely to present to Accident and Emergency Departments 
either directly or via their GP. The patient will present with a pyrexia (fever) of unknown 
origin (PUO) shortly after having returned from abroad but these early symptoms could 
indicate any number of far less serious conditions and a positive diagnosis can only be made 
following extensive tests. See Appendix 6 for further details. 

It is likely that A&E staff will already have had contact with such patients before their illness 
is formally diagnosed. The Advisory Committee on Dangerous Pathogens (ACDP) have issued 
guidance that most pre-diagnosis Category 4 patients can be safely managed by following 
the Standard Infection Control Precautions and the safe disposal of clinical waste. Any 
resuscitation regime must include the use of either the Bag & Mask, or resuscitation pack. 
Under no circumstances should any form of direct oral resuscitation be carried out. 

However, should a Category 4 disease be subsequently diagnosed, the attending ambulance 
crew will be required to undergo surveillance for a period of 21 days from the last possible 
date of exposure to infection. 

There need be no restriction on work or movement within the UK, surveillance will simply 
be the daily monitoring of body temperature and the reporting of any suspicious symptoms. 
During surveillance those suffering any rise of temperature above 38°C will be kept under 
surveillance at home and, if fever persists for more than 24 hours, advice sought from a 
consultant in infectious or tropical diseases. Category three diseases are detailed in 
Appendix 6. 

CLASSIFICATION OF INFECTIOUS DISEASES 

STANDARD (UNIVERSAL) PRECAUTIONS 

 CATEGORY 4: 
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Patients with a confirmed diagnosis of a Category 4 disease may require transport to a 
specialist infectious diseases unit. Locally this is provided at the Infections Diseases Ward of 
the Royal Victoria Hospital, Belfast. Occasionally onwards transport to a specialist unit on 
the UK mainland is required and special arrangements will be put in place for this. Medical 
advice may determine that the patient should be transported in an isolator. Although this 
situation has never arisen before in the UK, crews involved will receive special training and 
instructions at the time by members of the hospital staff.  

Ambulance personnel may occasionally come into contact with patients who are infested 
with parasites. These parasites live on or in the skin. There are three types of ectoparasite 
which crews are likely to encounter:  

• Scabies  
• Lice (Head / Body I Clothing and Pubic)  
• Fleas  

Standard precautions should be taken if there is any suspicion of infestation, especially hand 
washing and the use of PPE such as gloves and apron. If re-useable items are used all items 
of linen should be bagged and laundered appropriately.  

In general, no specific cleaning of the vehicle is necessary other than close attention to the 
area immediately occupied by the patient. The trolley, adjacent walls and floor should be 
washed with general purpose detergent and hot water, or wiped with multi-surface wipes. 
In cases where there is visible infestation with fleas, crews may wish to request a return to 
base to change clothing. Any member of staff who suspects they may have become infested 
should contact the Occupational Health Department or visit their GP for further advice.  

Scabies 
Sarcoptes scabiei is a human mite which penetrates the outer layer of the skin. The body’s 
immune system reacts to the mite’s droppings and saliva resulting in an immune reaction 
which causes intense itching. Incubation period is up to 8 weeks after contact with an 
infected person. It may take up to 2 weeks before symptoms present. Lesions occur mainly 
on the hands, finger webs, wrists, inside of arms, abdomen I waist, groin and under 
buttocks. Scabies is spread from person to person by prolonged (5-10 minutes) direct skin-
to-skin contact. It can also be acquired during sexual contact. Mites do not survive away 
from their host as it is too cold for them outside the skin. Scabies presents a low risk for 
contraction to ambulance crews providing standard precautions are observed, especially 
hand hygiene. 

 

Lice 
Lice are wingless insects, which are found worldwide as ectoparasites of mammals. They 
feed by sucking blood from their host.  

Headlice

PROCEDURE FOR INFESTATIONS 

 - the female louse lives for 2 —4 weeks and can lay 5— 8 eggs per day. The eggs 
are enclosed in tiny sacs, which are attached to the base of the hair and hatch after 7 days. 

Protective Measures 
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The empty egg cases are called ‘nits’. The louse takes 10 days to become mature and in turn 
then able to lay eggs. These lice are only found on the head. Transmission is via head to 
head contact (approx 1 minute). They cannot jump, fly or swim. Headlice found on clothing 
or furniture are either dead or dying.  

Clothing / Body Lice - These lice live in the seams of clothing rather than on the skin of the 
host. They will live for 13—30 days if they are able to feed. If unable to feed they will die of 
starvation in 5 days. Infestations usually affect people with poor personal hygiene, who do 
not regularly change their clothing. 

Pubic Lice / Crab Lice

Fleas 

 - This louse will infest all coarse body hair. Living on pubic hair, axillary 
hair, beard, eyebrows and eyelashes. The eggs take 6 —8 days to incubate and the life cycle 
is from e.g. to e.g. about 3 weeks. 

Human fleas are rarely encountered. Animal fleas are host specific, requiring a specific host 
animal e.g. cat or dog, to breed and complete their life cycle. However animal fleas will feed 
from any warm-blooded animal. In the UK, fleas are generally not responsible for the 
transmission of disease. Cat and dog fleas account for 95% of flea problems in the UK. 
Although they will not remain on a human, the fleas have the ability to jump on to a person 
and bite before jumping off again.  

The Trust frequently transfers patients between two hospital facilities, and to or from care 
homes. In order to prevent the spread of infectious diseases between facilities, Hospitals are 
responsible for following locally agreed policies and procedures. In general the transfer of 
an infectious patient/client, especially those with diarrhoea or vomiting, should be avoided 
unless for essential medical or psychological intervention. Under the Health Act, NHS bodies 
have a duty to ensure they provide suitable and sufficient information on a patient’s 
infection status whenever they arrange for a patient to be moved from the care of one 
organisation to another, so that any risks to the patient and others from infection may be 
minimised. 

 

The infection status of patients is defined as either no risk, suspected risk or confirmed risk. 
A confirmed risk patient/client has been confirmed as being colonised or infected with 
Methicillin–resistant staphylococcus Aureus (MRSA), Glycopeptide-resistant enterococci 
(GRE), Extended Spectrum Beta Lactamase (ESBL), Pulmonary Tuberculosis (TB) and enteric 
infections (diarrhoea and/or vomiting) including Clostridium Difficile. 

 

A suspected risk patient/client is awaiting laboratory test results to identify 
infections/organisms or has been in recent contact or close proximity to an infected patient. 

Transferring facilities are responsible for:  

• Liaising with their Infection Control Teams to ensure that the risks of cross infection 
are assessed and minimised prior to planning suspected or confirmed infectious 
patients’ discharge or inter-healthcare Transfer. 

PROCEDURE FOR ROUTINE TRANSFER OF INFECTED PATIENTS 
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• Informing the Infection Control Team at the receiving facility of any infectious 
conditions (during working hours) before the transfer is carried out 

• Notifying Ambulance Control of any suspected or confirmed risk at the time of 
requesting transport, including the presence of diarrhea and/or vomiting. 

• Ensuring that any wounds are covered with an appropriate occlusive dressing. 
• Providing the attending ambulance clinicians with a full verbal handover 

 

NIAS is responsible for: 

• Ensuring Control staff inform the attending ambulance clinicians of the patient’s 
infection control status (where this is known). 

• Following infection and control guidance to minimise the spread of infection. 
• Informing the receiving staff of any confirmed or suspected risk patient during the 

clinical handover. 
• Safely conveying patient notes and the Transfer Form (where provided).  

 

In many cases the patients infection status will not be known; staff must follow standard 
precautions for all patients.  

 

These agents include Anthrax, Plague, Smallpox and some of the viral haemorrhagic fevers. 
Generally these organisms do not survive easily in the general atmosphere and the risk is 
therefore minimal. None of the diseases present an immediate risk to life and therefore 
there is time to seek expert medical advice from A&E and subsequently from public health 
consultants. Staff in the services decontamination team, have been trained to use 
specialised PPE and decontamination procedures. Only these staff should deal with 
incidents in which such agents are thoughts to be involved. All other staff should remain at a 
safe distance and await support from trained staff. Control should be immediately informed, 
and will initiate the appropriate procedure. 

 

In the event that staff are inadvertently contaminated they should report this to the 
ambulance incident officer who will arrange appropriate after care and support. Special 
“pods” are strategically placed throughout the country and are available to assist ambulance 
services deal with incidents of this nature. Incidents of this nature are normally dealt with 
by implementation of the major incident plans and all staff should ensure that they are 
familiar with their contents. 

 

BIOLOGICAL WARFARE AGENTS  

MAJOR OUTBREAKS AND THE HEALTH PROTECTION AGENCY 
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The Regional Health Protection Agency provides specialist support to prevent and reduce 
the impact of infectious diseases, chemical and radiation hazards, and major emergencies. 
The HPA is bases in Belfast and are involved in a range of activities, including: 

• Local disease surveillance. 
• Laboratory services. 
• Alert systems. 
• Investigation and management of health protection incidents and outbreaks. 
• Delivery and monitoring of national action plans for infectious diseases at local level. 

 

In the case of a major outbreak, the HPA will coordinate the response and investigation. 
Rapid microbiological and epidemiological investigations are essential for effective 
immediate control and to ensure lessons are learnt for longer term prevention. The HPA 
DHSSPSI are responsible for holding and updating national outbreak plans, as well as many 
disease-specific major incident plans, working with microbiology and clinical colleagues, 
Local and Regional Services and, for emergencies, with the Centre for Emergency 
Preparedness and Response. 

 

In the case of a major outbreak, the Control Duty Manager is responsible for informing and 
liaising with the HPA, appropriate Duty Officer and Duty Director. The Trust will follow 
directions from the HPA as the lead body and Strategic Health Authority during the 
management of the situation. Contact details can be found at the front of this document 
and at www.hpa.org.uk 

 

The Trust has contracted out the majority of services for the provision of linen and clinical 
waste disposal. All contracts with NHS providers and external suppliers are subject to the 
NHS Conditions of Contract for the Supply of Laundry Services and the NHS Conditions of 
Contract for the Supply of Services. All clinical waste is handled in accordance with the 
Controlled Waste Regulations 1991 and the Control of Pollution Act 1989. 

  

SUPPLIERS AND CONTRACTORS’ PROCEDURE 

Conditions of Contract 



34 
NIAS Infection Prevention & Control Policy v3.2  Issue date:  --/--/----- 

The term micro-rganism, or microbe, is used to describe any organism which is too small to 
be seen with the naked eye. Many microbes normally live inside or on the surface of other 
organisms. Such organisms living on the human body are called commensals and are 
generally harmless. Micro-organisms capable of causing infection and disease are known as 
pathogenic. Pathogenic organisms or the toxins they produce, destroy body tissues. The 
pathogenic process causes signs and symptoms of infection e.g. pain, swelling, fever. 

In order to control or prevent infection it is essential to understand that transmission of a 
pathogen resulting in colonization or infection requires the following six vital links, known as 
the chain of infection. 

 

 

 

Each link must be present for infection or colonisation to proceed, and breaking any of the 
links can prevent the infection. 

CHAIN OF 
INFECTION 

Infectious 
Agent 

Reservoir 

Portal of Exit 

Mode of 
Transmission 

Portal of Entry 

Susceptible 
Host 

APPENDIX 1 – MICROBIOLOGY & THE SPREAD OF INFECTION  
 

PATHOGENIC MICROORGANISMS 

THE CHAIN OF INFECTION 
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The causative agent for infection is any micro-organism capable of producing disease. 
Sometimes micro-organisms that are a normal part of a patient’s own body flora can cause 
infection in the immuno-compromised host. These infections are called endogenous 
infections, whilst infections acquired from external sources are referred to as exogenous. 
Micro-organisms responsible for infectious diseases include: 

Bacteria are minute organisms about one-thousandth to five thousandth of a millimetre 
across. They are susceptible to a greater or lesser extent to antibiotics. 

Viruses are much smaller than bacteria and although they may survive outside the body for 
a time they can only grow inside the cells of the body. Viruses are not susceptible to 
antibiotics, but there are a few anti-viral drugs available which are active against a limited 
number of viruses. 

Pathogenic fungi can be either moulds or yeasts. For example, a mould which causes 
infections in humans is Trichophyton rubrum which is one cause of ringworm and which can 
also infect nails. A common yeast infection is thrush caused by an organism called Cadida 
albicans.  

Protozoa are microscopic organisms, but larger than bacteria. Free living and non-
pathogenic protozoa include amoebae and paramecium. Examples of medical importance 
include: Giardia lamblia, which causes enteritis (symptoms of diarrhoea).  

Worms are not always microscopic in size but, pathogenic worms do cause infection and 
some can spread from person to person. Examples include: threadworm and tapeworm.  

Prions 

The second link in the chain of infection is the reservoir; the environment or object in or on 
which a micro-organism can survive and in some cases multiply. Inanimate objects, human 
beings, and animals can all serve as reservoirs, providing the essential requirements for a 
micro-organism to survive at specific stages in its life cycle. 

are infectious protein particles. Examples: New-variant Creutzfeldt-Jakob Disease. 

Infectious reservoirs abound in health care settings, and may include patients, staff, medical 
equipment, food, water, and body fluids.  

A human reservoir may be either a case or a carrier. A case is a patient with an acute clinical 
infection while a carrier is a person who is colonized with a specific pathogenic micro-
organism but shows no signs or symptoms of infection. Carriers, especially when 
asymptomatic, may present a risk of transmission to susceptible patients in health care 
facilities, because their illnesses go unrecognized and they and those around them are 
unlikely to take appropriate precautions against infection. 

 

Infectious Agent 

Reservoir 
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The portal of exit is the path by which an infectious agent leaves its reservoir. Usually this 
portal is the site where the micro-organism grows. Common portals of exit associated with 
human reservoirs include the respiratory, genitourinary, and gastrointestinal tracts, skin, 
mucous membranes and the placenta  

The microorganism can be acquired by inhalation (through respiratory tract), ingestion 
(through gastrointestinal tract), inoculation (through accidental sharp injury or bites), 
contact (during sexual intercourse) and transplacental transmission (microbes may cross 
placenta from the mother to foetus). It is important to remember that some 
microorganisms use more than one transmission route to get from the reservoir to a new 
host. Of the six links in the chain of infection, the mode of transmission is the easiest link to 
break and is key to control of cross-infection. 

Contact is the most common mode of transmission of infection in the health care settings. 
Contact transmission may be subdivided into direct contact, indirect contact, and contact 
with droplets that enter the environment.  

Direct contact refers to person-to-person spread of microorganisms through actual physical 
contact. Microorganisms with a direct mode of transmission can be transferred during such 
patient care and with the insertion of invasive devices if the hands or gloves are 
contaminated. Diseases that spread by direct contact include scabies. 

Indirect contact occurs when a susceptible person comes in contact with a contaminated 
object. In health care settings, virtually any item could be contaminated with certain 
microorganisms. 

Droplet transmission results from contact with contaminated respiratory secretions. A 
person with a droplet-spread infection coughs, sneezes, or talks, releasing infected 
secretions that spread through the air to the oral or nasal mucous membranes of a person 
nearby. Microbes in droplet nuclei (mucus droplets) can travel up to 1m. Droplet 
transmission differs from airborne transmission in that the droplets don’t remain suspended 
in the air, but settle on surfaces. Examples of diseases spread by droplets include influenza 
and whooping cough. 

Airborne transmission occurs when fine microbial particles or dust particles containing 
pathogens remain suspended in the air for a prolonged period, and are then spread widely 
by air currents and inhaled. The tiny particles remain suspended in the air for several hours 
and may cause infection when a susceptible person inhales them. Examples of diseases 
spread by airborne transmission include pulmonary tuberculosis, varicella and measles. 

The portal of entry is the path by which an infectious agent invades a susceptible host. 
Usually, this path is the same as the portal of exit. The portal of entry for tuberculosis and 
diphtheria is through the respiratory tract, hepatitis B and Human Immunodeficiency Virus 

Portal of Exit 

Mode of transmission 

Portal of Entry 
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enter through the bloodstream or body fluids and Salmonella enters through the 
gastrointestinal tract. In addition, invasive devices such as IV lines and catheters creates an 
additional portal of entry into a patient’s body, increasing the risk of developing an 
infection. 

The final link in the chain of infection is the susceptible host. The human body has many 
defence mechanisms for resisting the entry and multiplication of pathogens. When these 
mechanisms function normally, infection does not occur. However, in immunocompromised 
patients where the body defences are weakened, infectious agents are more likely to invade 
the body and cause an infectious disease. The very young are at higher risk for infection 
because the immune system does not fully develop until about age 6 months. Elderly 
patients are also at an increased risk, as the aging process is associated with declining 
immune system function as well as with chronic diseases that weaken host defences. 

The human body has two lines of defence against infection: 

External and mechanical barriers such as the skin, other body organs, and secretions serve 
as the body’s first line of defence. 

If a micro-organism gets past the first line of defence by entering the body through a break 
in the skin, white blood cells and the inflammatory response come into play. 

 

  

Susceptible Host / Person at Risk 

Defence Mechanisms 
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Ambulance staff who come into contact with blood or body fluids may be exposed to 
occupation risk from blood borne viruses e.g. HIV, Hepatitis B (HBV), Hepatitis C (HCV) or 
other pathogens. The most likely means of transmission of these viruses to ambulance 
personnel is by direct percutaneous inoculation of infected blood by a sharps injury, or by 
blood splashing onto broken skin, eyes or mucous membrane. Body fluids which may 
contain pathogenic micro organisms are:  

• Faeces 
• Urine 
• Vomit 
• Sputum 

 

In addition, the following may also contain the organisms of HIV, HBV and HCV: 

• Blood 
• Blood stained body fluids 
• Semen 
• Vaginal secretions 
• Body tissues 
• Cerebrospinal fluid, amniotic, pericardial fluids etc 
• Unfixed human tissues and organs 
• Exudate or other tissue fluid from burns or skin lesions 

 

 It is not always possible to identify people who may spread infection to others, therefore 
precautions to prevent the spread of infection must be followed AT ALL TIMES. These 
routine procedures are called Standard Principles or Universal Precautions. All blood and 
body fluids are potentially infectious and precautions are necessary to prevent exposure to 
them. By close adherence to universal precautions, ambulance personnel will reduce the 
risk of contamination to themselves and others from infected body fluids. 

 Standard (Universal) Precautions include: 

• Hand washing and skin care — the skin is a protective barrier, micro organisms can 
be washed off. Breaks in the skin, cuts and abrasions can provide an entry/exit point 
for infective microbes and should be covered with waterproof dressings.  

• Protective clothing — reduce the risk of substances contaminating you by placing a 
barrier between the substance and yourself i.e. clothing, visors, masks  

• Safe handling and disposal of sharps 
• Spillage management 
• Waste management 
• Linen management 
• Maintaining a safe and hygienic environment — decontamination & cleaning 

procedures 
 

APPENDIX 2 – PERSONAL PROTECTION MEASURES 

STANDARD PRECAUTIONS 
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The choice of protective clothing selected depends on the anticipated risk of exposure to 
body fluid during the particular activity. Many clinical activities involve no direct contact 
with body fluid and do not require the use of protective clothing, for example, taking a 
pulse, blood pressure or temperature. Staff are responsible for confirming that they and 
their vehicle are appropriately equipped with the requisite PPE prior to going on duty. 

Staff must use their judgement in determining the likely requirements in each case.  

No exposure to blood or body fluids anticipated → No protective clothing 

Exposure to blood or body fluids anticipated but 
low risk of splashing 

→ Wear gloves and apron 

Exposure to blood or body fluids anticipated and 
high risk of splashing 

→ Wear gloves, plastic apron and 
eye / mouth / nose protection 

General purpose gloves should be worn for any cleaning procedure. These should be latex-
free. After use they should be washed with detergent and water and dried. When dealing 
with blood/body fluids, or after infected cases, these gloves should be disposed of in the 
clinical waste. 

Gloves should be seamless, well fitting, powder-free and low in allergenicity, i.e. powder 
free latex or nitrile gloves. 

Gloves should not be worn while travelling to a call but should be fitted just prior to contact 
with the patient if contact with blood or body fluids is anticipated.  

Gloves must be worn whenever contact with body fluids, mucous membranes or non-intact 
skin is anticipated, when dealing with contaminated equipment or with a patient with an 
infection or suspected infection. However emergency treatment should not be withheld in 
the absence of gloves but in these circumstances hands should be thoroughly washed as 
soon as possible 

Choice of size in the selection of gloves should be made on comfort — not too tight as to 
become restrictive, but also not too loose as to compromise grip and dexterity  

If there is the potential for gloves to become punctured during use, e.g. at an RTC staff 
should consider wearing two pairs of gloves as an additional precaution  

Gloves are not worn as an alternative to hand washing. They should be changed after each 
procedure and hands must be cleaned following their removal.  

PERSONAL PROTECTIVE EQUIPMENT (PPE) 

What to Wear When 

Gloves  

Disposable Gloves 
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Gloves should not be washed because this may affect their integrity.  

Used gloves should be disposed of in the clinical waste  

Any member of staff developing skin irritations on their hands should seek referral to the 
Occupational Health department 

Water-repellent protection should be worn when there is a possibility that contamination of 
the clothing with body fluids may occur or when cleaning the ambulance and equipment. 
Disposable aprons should be used for one procedure only and then discarded in the clinical 
waste. Staff must always ensure they have at least one complete spare uniform available for 
occasions when uniform contamination has occurred. 

Coveralls are not required routinely. However these are provided for use when the risk of 
contamination or soiling of the uniform is considered beyond the scope of a disposable 
apron such as when dealing with infections caused by more hazardous organisms or 
chemical spills. 

These are worn when a particular procedure is likely to cause splashing of body fluids, 
particularly blood or tissue, into the eyes or face (e.g. during intubation). In the case of SARS 
or Avian Influenza completely sealed ‘chemical protection’ goggles may be issued for use. 
Following use, eye protection should be washed in hot soapy water, dried and stored ready 
for re-use. 

Masks are generally ineffective against airborne infection; however they may offer 
protection against splashing of the mouth and face. Use of face masks is recommended 
during procedures when there is likely to be splash of blood or tissue into the mouth, or if 
the patient is prone to episodes of coughing or sneezing, or during intubation of patients 
who are suspected to have meningococcal disease, and in cases of suspected TB. Where 
patients have an uncontrolled productive cough (cannot cough into a tissue), consideration 
should be given to encouraging the patient to also wear a face mask. 

High efficiency masks complying with FFP3 are recommended in some specific 
circumstances e.g. when caring for patients suspected to be suffering from Severe Acute 
Respiratory Syndrome (SARS), and may be recommended at other times e.g during an 
influenza pandemic when aerosol generating procedures are being carried out in close 
proximity to staff. Face masks should fit correctly with no gaps at the sides and the user 
should be formally assessed for correct fitting prior to first use of such a mask. They must 
not be touched and should be discarded when wet. They should not be pulled up and down, 
but renewed after each episode of use. They are for single use only and should be disposed 
of in the clinical waste. 

Disposable Aprons 

Goggles / Visors / Eye Protection 

Face Masks 
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Pocket resuscitation masks eliminate the need for mouth-to-mouth contact during 
resuscitation, when other equipment if not available. Their use will minimise the risk of 
exposure to infection. These masks are reusable but the one-way valve is single patient use 
only. The valve should be disposed of as clinical waste. After use, the mask should be 
cleaned and disinfected and a new one-way valve installed. 
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This section should be read in conjunction with the NIAS Hand Washing Policy 

There are two populations of micro-organisms found on the skin. The resident bacteria live 
in the deeper skin layers; they are not readily transferred and are usually not harmful. 
Transient micro-organisms do not normally live on the skin but are both readily acquired 
and transferred by touch. In clinical settings hands can cause cross infection by transferring 
these transient micro-organisms between patients but are easily removed by simple hand 
decontamination procedures. The wearing of gloves is not an alternative to hand hygiene.  

Hand hygiene is the single, most effective method of preventing cross- infection. Hands 
must be washed with consideration to the WHO Five Moments of Hand Hygiene.  

 

 

 

 

  

HAND HYGIENE AND SKIN CARE 

Hand Washing and Skin Care  
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Hands must be washed before: 

• Patient contact. 
• Undertaking a care procedure. 
• An aseptic task. 
• Taking a break / going home. 
• Putting on protective clothing. 
• Eating, drinking, handling food. 

 

And after: 

• Contact with patient surroundings. 
• Direct contact with a patient. 
• Handling contaminated items such as dressings, bedpans, urinals, urine drainage 

bags. 
• Body fluid exposure risk. 
• Cleaning equipment / environment. 
• Handling dirty linen or waste. 
• Hands become visibly soiled. 
• Removal of gloves and/or aprons. 
• Going to the toilet, blowing nose or covering a sneeze. 

Technique is more important than the solution used. Remove jewellery (rings). 

When hands are washed in a hasty manner certain areas tend to be missed. The  
diagram shows the areas of skin that are commonly missed during poor  
hand washing. 

 

  

Hand Washing Technique 
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Effective hand washing technique involves 3 stages: preparation, washing and rinsing, and 
drying. Preparation requires wetting hands with water and then applying liquid soap. This 
should be followed by vigorous rubbing of hands for 10-15 seconds paying particular 
attention to tips of fingers, thumbs and between the fingers. Hands should be thoroughly 
rinsed and properly dried using paper towels.  The following seven steps are used to ensure 
that all areas of the hands are properly cleaned. 
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Hand washing facilities are available in all toilets and washroom areas of ambulance 
facilities. These should not have a plug and should be fitted with liquid soap dispensers. 
Nailbrushes should be avoided unless they are single-use / disposable. Disposable paper 
towels or blow-dryers are available for drying.  

Most clinical areas of hospitals have hand washing facilities available and these should be 
utilised whenever necessary. Hand washbasins are not available on ambulance vehicles. 
When staff are unable to access hand washing facilities it may be necessary to use other 
methods to decontaminate the hands. Alcohol hand rub can be used effectively, although 
should not be used as an alternative if a hand basin is available. 

Alcohol gel will not penetrate through soil such as blood or dirt, so hands should ideally be 
cleaned before gel is applied. If hands are not soiled, gel can be used alone. When using a 
gel, apply 5-10mI to visibly clean hands and rub using the hand washing technique, until the 
alcohol has evaporated and hands are dry. Only 3-4 applications of alcohol gel should be 
used before hands will need to be washed as they will become ‘tacky’. It is also important to 
note that alcohol gel is not particularly effective against the organism Clostridum Difficile 
which is more readily removed by thorough washing and drying of the hands. 

A healthy, intact skin provides an effective barrier against infection. It is important to keep 
the skin in good condition by using the correct hand washing method, drying hands 
thoroughly and regular use of hand cream. 

All cuts and abrasions should be covered with an impermeable waterproof dressing prior to 
and during any period of duty. The dressing’s integrity must be checked regularly while on 
duty and replaced if necessary. Any member of staff with extensive skin lesions must seek 
advice from the Occupational Health department e.g. eczema. Avoid unnecessarily 
subjecting skin to laceration in social / domestic activities e.g. DIY or gardening — cover 
arms and use gardening gloves. 

Moisturiser creams should be used regularly following hand washing. The moisturiser helps 
to prevent dry skin, which in turn will reduce the risk of lesions developing. Hand cream 
should preferably not be shared, but used direct from dispensers or tubes for single person 
use only. 

  

Hand Washing Facilities 

Skin Care 
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Asepsis is defined as the absence of pathogenic organisms. Aseptic technique is used to 
describe clinical procedures that have been developed to prevent the contamination of 
wounds and other susceptible body sites by using sterile equipment and fluids during 
invasive medical procedures and by avoiding contamination of the equipment by adopting a 
non-touch technique. 

 

• Aseptic technique keeps procedures as free from organisms as possible. The 
principles of aseptic technique are:  

• Keeping the exposure of susceptible sites to a minimum. 
• Ensuring appropriate hand decontamination prior to the procedure. 
• Using gloves (sterile or non-sterile, depending on the nature of the susceptible site). 
• Ensuring that all fluids and materials used are sterile. 
• Checking that all packs used are sterile and show no evidence of damage. 
• Ensuring that contaminated and non-sterile items are not placed in the sterile field. 
• Not reusing single-use items. 
• Reducing staff and/or bystander activity (wherever possible) in the immediate 

vicinity of the area in which the procedure is to be performed. 
 

The principles of aseptic ‘no-touch’ technique play a vital role in preventing the transmission 
of infection in any environment. It is the responsibility of each staff member to understand 
these principles and to incorporate them into everyday practice. If aseptic technique cannot 
be applied, for example because of the nature of the emergency, receiving hospital staff 
must be informed at patient handover in addition to clear documentation on the patient 
report form 

 

Due to the increased risk of infection with pre-hospital cannulation, patients should only be 
cannulated where clinically necessary. Unjustified prophylactic cannulation, and cannulation 
purely on the basis that it has become expected by the hospital must not occur. As a general 
guide, cannulation would be considered appropriate where a drug or fluid is likely to or 
needs to be administered enroute to hospital or immediately on arrival at A&E, or where 
the patient’s condition is unstable and likely to deteriorate. 

The choice of cannula gauge must reflect the size of the vein and the maximum flow rate 
required. Most drugs including Tenecteplase, can be administered through a 22g blue or 20g 
pink cannula; an 18g green cannula is not generally required for routine drug 
administration. Inserting a cannula which is too large for the size of the vein increases 
endothelial damage, leading to an increased risk of phlebitis. Venous return cannot take 

 
APPENDIX 3 – PROCEDURE FOR ASEPTIC TECHNIQUE 

ASEPTIC TECHNIQUE 

INTRAVENOUS CANNULATION 
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place because the vein itself is actually occluded by the cannula (known as the 
haemodilution effect). Using the smallest suitable gauge that will deliver the required flow 
rate not only reduces the risk of phlebitis, but increases the uptake of the drug into the 
circulation.  

Intravenous cannulation must be carried out aseptically when ever the patient’s clinical 
condition allows a routine insertion, such as when a stable patient requires the 
administration of morphine. Good practice from Saving Lives High Impact Intervention No. 2 
on peripheral intravenous cannula care recommends: 

• Apply the tourniquet (single use disposable is preferable). 
• Palpate the vein. 
• Decontaminate your hands. 
• Clean the site for venepuncture using 2% chlorhexidine gluconate in 70% isopropyl 

alcohol - do not re-palpate the vein. 
• Leave skin to dry for 30 seconds. 
• Choose a cannula, open the pack and place the cannula aseptically in a sterile field. If 

this is not possible, another clinician should open the cannula packaging and present 
the cannula so that it can be grasped by the cannulating clinician without touching 
the outer surface of the packaging. 

• Decontaminate your hands and don gloves.  
• Insert the cannula according to IHCD guidelines, ensuring that the insertion site is 

not touched. If insertion attempt is not successful, the same cannula must not be 
used again.  

• Use a sterile, semi-permeable, transparent dressing to secure the cannula. 
• Record the date and time of insertion on cannula dressing.  
• Dispose of any items used in the appropriate waste receptacles. 
• Decontaminate hands. 
• Record the date and time of insertion on the PRF and on the label of the cannula 

dressing. 
• Always ensure that the giving set and any syringes are handled aseptically. 

 

If any of the above steps cannot be performed due to the patient being in a time-critical 
condition, the receiving hospital staff must also be made aware, so that the cannula can be 
replaced aseptically as soon as it is possible, normally within 24 hours. The cannula should 
be recorded on the PRF as being “Emergency Inserted”. 

Sharps include needles, scalpels, stitch cutters, glass ampoules, sharp instruments, razors, 
and broken crockery and glass, i.e. any article that can cut or puncture the skin by having a 
fine edge or point. Sharps must be handled and disposed of safely to reduce the risk of 
exposure to blood borne viruses. Always take extreme care when using and disposing of 
sharps. Avoid using sharps whenever possible. All clinical procedures involving the use of 
sharps must only be practised by staff who have received the appropriate training and as a 
result are duly authorised to perform such tasks. Training should include the safe handling 
and disposal procedures for the sharps involved. 

MANAGEMENT OF SHARPS 
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• Clinical sharps should be single use only and must be stored at all times in their 
designated containers on the vehicle or in response bags. 

• Procedures involving sharps should only be attempted in the vehicle when it is 
stationery and extreme care must be exercised when treating restless or aggressive 
patients. The needle should only be removed from its sheath once the patient has 
been prepared.  

• It is the personal responsibility of the individual using the sharp to dispose of it safely 
in a properly assembled sharps container provided. (BS 7320:1990 / UN 3291 
standards) 

• Disposable gloves should be worn when handling sharps.  
• Sharps must not be passed directly from hand to hand and handling should be kept 

to a minimum.  
• Needles and cannulae should not be re-sheathed.  
• Discard sharps directly into a sharps container immediately after use and at the point 

of use. NEVER leave clinical sharps lying around.  
• Sharps should be discarded using a single handed technique. Do not hold the sharps 

container in the other hand. Do not ask someone else to hold it.  
• Needles must not be bent or broken prior to use or disposal. Needle and syringes 

must not be disassembled.  
• Sharps containers should be placed on a level, stable surface. They should not be 

placed on the floor or above shoulder height. Wall mounted boxes should be used in 
vehicles.  

• When commissioning a new sharps container, a start date and proposed disposal 
date (three months after commissioning) should be entered on the label at first 
usage. The container should be disposed of either when 2/3 full or at the disposal 
date, whichever is sooner. 

• Training centre sharps containers do not contain blood products, they may therefore 
be disposed of when they become 2/3 full, regardless of the date.  

• Sharps containers should not be filled more than 2/3 full. They should be fully closed 
and labelled with the vehicle callsign or station name. ‘NIAS’ should be clearly 
written on the label to identify the origin of the container as the Northern Ireland 
Ambulance Service. 

• The aperture to the sharps container must be closed, but not locked, when carrying 
or if left unsupervised, to prevent spillage or tampering. 

• Under no circumstances should a sharps container be emptied of its contents or 
attempts be made to retrieve items from it. 

• Sharps containers should be disposed of safely in accordance with local procedures. 
• Used sharps containers that become damaged should be placed into a larger secure 

container with the outer compartment appropriately labelled. They must not be 
placed into a clinical waste bag.  

• Incidents where adequate and appropriate measures have not been taken to dispose 
of sharps, thereby puffing others at risk of injury, should be regarded as untoward 
incidents and reported using the untoward incident reporting system (UIR1).  
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All new employees will be required to attend a health check, which will include a review of 
the person immunisation status. Prior to the interview, applicants will be sent a copy of the 
Health Information Letter together with the Immunisation Confirmation Form for 
completion.  

Tuberculosis (TB) - BCG vaccination offers substantial but not complete protection against 
TB. All operational staff should be made aware of this and of the need to seek medical 
advice should they develop symptoms compatible with TB. Individuals with previous contact 
with TB, including living in a country with high TB prevalence, are at increased risk.  
 

Hepatitis B Immunisation - it is recommended that all operational staff who have direct 
contact with patients’ blood, blood stained body fluids or patients’ tissues, are offered 
immunisation against hepatitis B and have their response to immunisation checked. 
Consideration should also be given for other members of staff to receive this immunisation, 
based on risk assessment e.g. fleet maintenance staff. 

The vaccination programme consists of a series of three injections, with the second and 
third doses administered after intervals of one and five months respectively, following 
which it is vital that staff attend Occupational Health for a follow up blood test. This is to 
ensure that adequate levels of antibodies have been achieved. After completion of the 
initial vaccination programme, a boost injection will then be required at 5 yearly intervals.  
Guidance on immunisation for hepatitis B, which includes information about 
dosage/protocols and supplies, is contained in the UK Health Departments publication 
Immunisation Against Infectious Disease 1996. 

Non-responders — a small number of individuals may not be able to gain immunity through 
the vaccination programme. Where results indicate a hepatitis B surface antibody immunity 
level of less than l0miu/ml, despite multiple vaccinations, such individuals are likely to be 
deemed as ‘non-responders’. Staff whose duties include performing exposure prone 
procedures and either, refuse vaccination or are non-responders will be required to have a 
six-monthly HbsAg blood test performed. 

All operational staff, in association with their Occupational Health Department, should 
ensure that their immunisations status is up-to-date in relation to:  

• Poliomyelitis 
• Rubella (German Measles) 
• Tetanus 

 

APPENDIX 4 – OCCUPATIONAL HEALTH 
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Individuals born before 1958 may not have been adequately immunised against Polio. As 
the vaccine, which is live, is excreted in the faeces, all those coming into contact with infants 
who have recently been vaccinated need to ensure their own immunity status.  
Pregnant staff who do not know if they are immune and believe they may have been in 
contact with a case of Rubella, Parovirus or Varicella should see their GP without delay and 
inform the Occupational Health Department 

Hepatitis C - Ambulance Technicians and Paramedics will be offered a hepatitis C antibody 
test (and, if positive, a hepatitis C RNA test) during their health check with the Occupational 
Health Department, prior to employment within the Trust. 

• The major risk factors for hepatitis C infection are: 
• Receipt of unscreened blood or untreated plasma products 
• The sharing of injecting equipment whilst misusing drugs 
• Having been occupationally exposed to the blood of patients known to be infected, 

or deemed to be at high risk of infection, with hepatitis C by sharps or other injuries 
• Involvement as a health care worker or patient in invasive medical, surgical, dental 

or midwifery procedures in parts of the world where infection control precautions 
may have been inadequate, or with populations with a high prevalence of hepatitis C 
infection 

 

HIV - Ambulance Technicians and Paramedics will be offered a HIV antibody test during their 
health check with the Occupational Health Department, prior to employment within the 
Trust. 

Ways in which an individual may have been exposed to HIV: 

• Engaged in unprotected sexual intercourse between men 
• Shared injecting equipment whilst misusing drugs  
• Had unprotected heterosexual intercourse in, or with a person who has been 

exposed in, a country where transmission of HIV through sexual intercourse between 
men and women is common 

• Involvement in invasive medical, surgical, dental or midwifery procedures in parts of 
the world where infection control precautions may have been inadequate, or with 
populations with a high prevalence of HIV infection 

• Had a significant occupational exposure to HIV infected material in any 
circumstances 

• Engaged in unprotected sexual intercourse with someone in any of the above 
categories  
 

Immunisation is not available against all infections, neither is it guaranteed to be 100% 
effective. Immunisation should therefore not be regarded as an alternative to practising 
high standards of infection prevention and control. 

ADDITIONAL CHECKS FOR SERIOUS COMMUNICABLE DISEASES 

STAFF SICKNESS AND REPORTING  
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It is important for staff to remember that infection can be passed in either direction, i.e. 
patients to staff or staff to patient and relatives. Staff who suspect they have acquired an 
infectious illness should seek advice and treatment from their family doctor.  
Staff who work in direct contact with patients should follow their local Sickness Reporting 
Procedures if they develop any of the following diseases, and should contact Occupational 
Health for advice on when they may report for duty. 

• Skin infection on exposed areas or infestation 
• Severe respiratory infection (e.g. pneumonia, TB, NOT self limiting viral infections or 

the common cold)  
• Diarrhoea (liquid stool) and vomiting (staff should be 48 hr symptom free before 

return to work) 
• Jaundice 
• Hepatitis 
• Infectious diseases, such as chicken pox, measles, mumps, rubella or scarlet fever  
• Staff should refer to the Notification of Absence policy and Management of Sickness 

Absence Policy, which are available on station, or through the intranet for further 
guidance.  
 

These guidelines are to be followed in the event of a sharp injury or contamination incident.  
These may be defined as: 

• Inoculation of blood by a needle or other sharp 
• Contamination of broken skin with blood  
• Blood splashes to mucous membrane e.g. eyes or mouth  
• Swallowing a person’s blood e.g. after mouth-to-mouth resuscitation 
• Contamination where clothes have been soaked by blood 
• Body exudates or secretions through a wound or sore 
• Human bites or scratches 

The risk of transmission of infection from a needlestick injury is low. When a sharp  
injury or contamination incident occurs: 

1. Encourage bleeding from the wound by gently squeezing (do not suck the wound)  

Immediately  

2. Wash the wound in soap and warm running water (do not scrub) or with a 
disposable  

3. Cover the wound with a dressing. 
4. Irrigate eye or mouth splashes with plenty of water or saline. 
5. Dispose of any sharps involved safely.  
6. Report the incident immediately to a CSO/Paramedic Supervisor or Station Officer 

and complete an incident report.  
7. If the source of the injury is known document the details of person(s) involved. 
8. All incidents must be reported to Control immediately, who will inform the Manager 

(or Duty Officer out-of-hours). 

ACCIDENTAL EXPOSURE TO BLOOD I BODY FLUIDS 

As soon as possible (but within an hour) 
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9. Inform your CSO/ Station Supervisor / Officer. 
10. The receiving I nearest A&E department must be informed and blood samples will be 

taken from the member of staff and patient (providing they give consent). 
11. Contact the Occupational Health Department for advice and follow-up on post-

exposure prophylaxis, including booster injections. Out of normal hours this advice is 
available from the local Accident & Emergency Department. 

12. CSO / Station Supervisor should ensure that the injured person receives appropriate 
immediate assistance from Occupational Health or A&E department, and that the 
relevant details are recorded on an incident report form. 

Any staff working in a healthcare facility that handles sharps or clinical waste should receive 
a full course of Hepatitis B vaccine and have their antibody level checked. New staff or any 
existing staff who know they are not already protected should contact the Occupational 
Health Department to arrange a vaccination without delay. Staff who perform Exposure 
Prone Procedures (see below) need to be aware of their obligations to declare if they know 
they have been at risk of exposure to a blood borne virus infection (Hepatitis B, C or HIV). 

Exposure prone procedures are those where there is a risk that injury to the worker may 
result in the exposure of the patient’s open tissues to the blood of the worker. These 
include procedures where the worker’s gloved hands may be in contact with sharp 
instruments, needle tips and sharp bone / teeth inside a patient’s open cavity, wound or 
confined anatomical space where the hands or fingertips may not be completely visible at 
all times. 

Following an exposure incident, staff should be assessed, either by the Occupational Health 
Department or in A&E. 

In some instances it will not be possible to identify the source patient. However, if the 
source is identifiable and available for testing, the Occupational Health Department of 
Hospital Accident And Emergency Department may, with consent of the patient,  obtain a 
blood specimen and send this to the microbiology laboratory to test for Hepatitis B and 
possibly Hepatitis C and HIV testing if clinical circumstances indicate this is warranted. They 
patient does however have the right to refuse. Testing can be done on an urgent basis, in 
consultation with the laboratory. Counselling should be offered to the source patient as well 
as the member of staff involved. 

In the event that the source patient cannot be tested, management of the member of staff 
should be based on a risk assessment. Clinical information about the incident and/or the 
source patient should be reviewed. If the source patient is considered to be ‘high risk’ then 
the healthcare worker may be managed as if exposed to a source known to be positive. 
(Such exposures would normally be limited to sharps injuries contaminated with fresh blood 
from a known high risk population such as IV drug users). 

  
Control Measures 

Post-Exposure Prophylaxis (PEP) 

Testing the Source Patient 
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Staff should be aware of their own Hepatitis B immunity status. Prophylaxis is available 
through the Occupational Health Department or A&E. 

There is no post exposure prophylaxis for Hepatitis C.  

The risk of acquiring HIV from single percutaneous exposure is small and on average is 
estimated to be 0.3%. The risk of acquiring HIV through mucous membranes exposure is less 
than 0.1%. A triple drug therapy is available for post exposure prophylaxis.  

PEP should only be considered when there has been exposure to blood or other high risk 
body fluids known to be or strongly suspected to be infected with HIV. (These fluids include 
amniotic fluid, vaginal secretions, semen, human breast milk, CSF, peritoneal fluid, 
pericardial fluid, pleural fluid, synovial fluid, saliva in association with dentistry, unfixed 
organs and tissues). 

‘Strongly suspected’ includes individuals with clinical symptoms highly suggestive of HIV 
disease or individuals from countries where HIV is highly prevalent who may not yet have 
had a blood test. 

‘Strongly suspected’ does not include an injury from an unknown source e.g. an 
inappropriately discarded needle in the healthcare setting or in a public place, nor an 
individual with a single life-style factor e.g. IV drug abuser. PEP should not be considered 
following contact through any route with low risk materials e.g. urine, vomit, saliva, faeces, 
unless they are visibly blood stained. 

If PEP is indicated it should be started as soon as possible after the incident, ideally within 
one hour of the exposure incident. (The Department of Health recommends it may be worth 
considering PEP even if 1-2 weeks have elapsed since the incident).  
The individual should attend the nearest A&E department without delay. Ongoing advice, 
e.g. regarding return to work, can be obtained from the Occupational Health Department or 
the individuals GP. 

N.B. All injuries involving ‘exposures’ to HIV and Hepatitis B must be reported to the Health 
& Safety Executive under the Reporting of Injuries, Diseases and Dangerous Occurrences 
(RIDDOR) Regulations 1995. This reporting will be the responsibility of the Risk Manager. 

Staff Support 

The notified Station Supervisor / Officer is responsible for providing support to the member 
of staff in the first instance, ensuring that appropriate services are accessed and information 

 Hepatitis B Virus 

Hepatitis C Virus 

Human Immunodeficiency Virus (HIV) 

When to consider Post-Exposure Prophylaxis 
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is provided. The member of staffs Station Officer should continue to provide local support in 
conjunction with the Divisional Officer 

During the next working day, the relevant Area Manager will assume responsibility for 
ensuring that the member of staff is fully supported, and that the full range of support 
services available are identified. Services may include occupational health and the Trusts 
staff support telephone line. When involved, the Duty Officer must inform the relevant Area 
Manager during the next working day. 

Guidance on needle-stick injuries can be found in Appendix 4. 
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The environment plays a relatively minor role in transmitting infection, but dust, dirt and 
liquid residues will increase the risk. They should be kept to a minimum by regular cleaning 
and by good design features in equipment, fittings and fixtures.  

Premises must be cleaned according to trust cleaning schedules. All premises must display 
an agreed schedule based on the generic schedules available for premises with and without 
external cleaning staff. In the case of premises not directly cleaned by the Trust Divisional 
Officer to agree a cleaning schedule with the service provider. All deep cleans must be 
conducted according to the specification within the deep clean schedule.  

Achievement of cleaning schedules must be monitored by station supervisors and reported 
through the monthly returns. Any concerns regarding the standard of cleaning by external 
contractors or directly employed cleaning staff must be report to and subsequently 
managed by the Divisional Officer 

Cleaning staff employed directly or sub-contracted by the Trust must follow the NHS 
Healthcare Cleaning Manual, which must be read in conjunction with the NPSA Safer 
Practice Notice and the Trust Infection Prevention and Control policy. 

In addition to the agreed premises cleaning schedule, the following points will assist in the 
maintenance of an appropriate environment: 

• Work surfaces and floors should be smooth-finished, intact, durable, washable and 
should not allow pooling of liquids or be impervious to liquids. 

• Keep mops and buckets clean, dry and store inverted  
• Provide single use, non-shredding cloth or paper roll for cleaning  
• Keep equipment and materials used for general cleaning separate from those used 

for cleaning up body fluids  
• Use general purpose detergent for all environmental cleaning (following the 

manufacturers’ instructions) unless disinfection is required  
• When replacing paper hand towels, these must be put into the holder, and not 

placed on top. Paper towel and liquid soap dispensers of the cartridge type must be 
cleaned regularly.  

• Vacuum cleaner bags must be changed as necessary and the brush cleaned of hair 
and fluff before storage.  

• Crockery and cutlery should be washed immediately after use in hot water and 
general-purpose detergent. Wherever possible, dry with disposable paper towels.  

• It is usually sufficient to clean floors by removing dust with a properly maintained 
filtered vacuum cleaner. They can then be cleaned by washing with hot water and 
general purpose detergent, using mops or suitable scrubbing machine.  

• Food preparation surfaces should be cleaned regularly with hot water and general-
purpose detergent. These areas should be kept in good repair to facilitate cleaning. 
Ovens and microwaves must be cleaned after use.  

• Hands must be washed thoroughly following any cleaning session. Communal 
nailbrushes must not be used.  

APPENDIX 5 – SPECIFIC CLEANING PROCEDURES 

AMBULANCE STATIONS I OTHER TRUST BUILDINGS 
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• Refrigerators should be defrosted and cleaned regularly. Should a spillage occur or 
food become stale, the whole interior of the fridge should be cleaned with hot water 
and general purpose detergent and dried thoroughly.  

• Anti-slip shower mats must be washed with hot water and general-purpose 
detergent after use. (Cork type shower mats are not to be used). 

• Shower rooms and hand basins should be cleaned daily with a cream cleanser, using 
a piece of disposable cloth which can be disposed of into a black waste sack. A full 
clean should be undertaken weekly 

• Toilets should be cleaned daily with a toilet brush, more often if soiled, using a toilet 
de-scaling liquid. A full clean should be undertaken weekly. Toilet brushes should be 
cleaned after use in hot water and general-purpose detergent and stored dry in 
brush holder.  

• Waste bins must be cleaned at least weekly inside and outside with hot water and 
general purpose detergent. Sack holders should also be cleaned regularly as above.  

It is well recognized that high standards of hygiene within the ambulance will help to 
prevent the spread of infection. All crew members have an individual responsibility to keep 
the ambulance clean and thus reduce the risk of cross infection to themselves, their 
colleagues and their patients. This can best be achieved by all crew members participating in 
frequent and routine cleaning activities. No emergency or urgent call should ever be 
delayed as a result of a vehicle being washed or cleaned. Crews must use their judgment in 
determining the most appropriate time to attend to vehicle and equipment cleaning in 
order to avoid any disruption to the vehicles deployment. (Staff may also be allocated a 
specific time to clean their vehicles.) 

The exterior surfaces of all ambulance service vehicles should be maintained in a 
consistently clean and hygienic condition. Pressure cleaners on stations should be utilised as 
necessary. The use of PPE should also be considered, such as using eye protection when 
using high pressure washers. Hand protection is important and rubber household gloves or 
latex/nitrile gloves should be worn when using vehicle cleaning chemicals. 

If pressures of operational requirements prevent a thorough cleaning of the vehicle exterior, 
attention should be prioritised to the relevant safety and legal requirements i.e. windscreen, 
windows, lights, indicators, reflectors, mirrors and number plates. In addition cleaning 
should pay particular attention to any areas where dirt is likely to be transferred to the 
crew’s hands e.g. door handles. The usual detergent based cleaning agents are satisfactory 
for general exterior vehicle cleaning. However, if the exterior has become contaminated 
with blood or body fluids, the detergent clean should be followed by disinfection to 
eradicate the potential source of infection. PPE (disposable gloves and apron) should be 
worn in this case and these items must be disposed of into the yellow clinical waste bag. 

  

CLEANING OF AMBULANCE VEHICLES AND EQUIPMENT 

 The Vehicle Exterior 
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Using the designated blue mop, the floor should be cleaned with a fresh hot water and 
detergent solution (solution 1) at the end of every shift. If the mop becomes contaminated 
with body fluids, it should be changed immediately. Otherwise, mops should be changed 
daily. Furniture and equipment should be washed as above using a disposable cloth and 
dried thoroughly with a disposable paper towel. Sensitive equipment should be cleaned 
with alcohol wipes. 

Clinical waste bags should be placed in a clinical waste bin, at the receiving hospital or 
ambulance station. Where this is not possible they should be disposed of in a clinical waste 
bin at the earliest opportunity. At the end of a shift clinical waste bags should not be left on 
a vehicle, they should be removed, tied and put in the nearest clinical waste bin. Sharps 
boxes may be left on the vehicle but should be in the closed position. The interior of the 
vehicle should be checked for sharps and other discarded clinical waste and removed. 

In addition to the above measures, vehicle cleaning should take place after each patient 
journey. It is good practice to use alcohol wipes to clean all surfaces that may have been 
contaminated, including stretcher handles and clinical surfaces. This need only take a few 
minutes.  
Where an ambulance has become contaminated with blood or body fluid, cleaning must 
take place on completion of the call. Decontamination should normally be carried out where 
there is access to hot water and cleaning equipment, such as at hospital or on station. 
However, where the spillage is small this can be dealt with using the decontamination 
equipment carried by all vehicles.  

All ambulance interiors and exteriors should be subject to a comprehensive clean at least 
every week. Control should be contacted with a request to stand the appropriate vehicle 
down for cleaning. If this is granted then the crew should send the “VOR – cleaning” code 
via the MDT screen and cleaning performed, with the vehicle being available for active duty 
no more than two hours (A&E) or one hour (PCS) later.  Once the vehicle has been cleaned, 
this should be recorded on the Intranet-bases cleaning matrix. If control do not grant 
permission to stand down for cleaning, an alternative time / location should be agreed but if 
cleaning still has not occurred by the end of that shift then this should be recorded on the 
cleaning matrix along with the name of the duty controller and a UIR1 submitted. Copies of 
the cleaning procedures for A&E and PCS vehicles to be displayed on stations are included 
on the following pages. 

  

The Vehicle Interior— Daily Clean 

Vehicle Interior Cleaning — After Each Patient Journey 

Complete Vehicle Cleaning —Weekly 
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• The following instructions are for weekly cleaning duties – they do not replace the requirement to have 
your vehicle and equipment in a clean and serviceable condition at all times. 

 

• PLEASE ENSURE THAT YOU USE THE VEHICLE TO BE CLEANED
 

 FOR YOUR SHIFT.   

• THE CREW ALLOCATED CLEANING DUTIES MUST CONTACT AMBULANCE CONTROL TO REQUEST 
PERMISSION

 
 TO STAND DOWN TO CLEAN THEIR AMBULANCE. 

• IF PERMISSION IS GRANTED BY AMBULANCE CONTROL VEHICLE CLEANING WILL COMMENCE AT THE 
TIME INDICATED

 
 ON THE CLEANING ROTA. 

• IF PERMISSION IS REFUSED, AN ALTERNATIVE TIME SHOULD BE ARRANGED .  IF THE VEHICLE IS NOT 
CLEANED BY THE END OF THE SHIFT, THEN THIS MUST BE RECORDED ON THE CLEANING RECORD 
AND THE CONTROL DAILY OCCURRENCE SHEET. A UIR(1) FORM

 

 SHOULD BE COMPLETED BY THE 
CREW. 

A FULL CLEAN* OF THE AMBULANCE AND ITS EQUIPMENT WILL INCLUDE: 

 

STRETCHERS/MATTRESS/BELTS MICROVENT 

CARRY CHAIR SABRE EASE 

SPINAL BOARD/HEAD BLOCKS/STRAPS SUCTION UNIT 

ORTHOPAEDIC STRETCHER/STRAPS FLOOR TO BE WIPED DOWN & CLEANED 

ALL SEATS TO BE WIPED DOWN & CLEANED ALL WALLS AND ROOF TO BE WIPED DOWN & CLEANED 

CARDIAC MONITOR DASHBOARD WIPED DOWN & CLEANED 

VACUUM SPLINTS/BOX SPLINTS CAB FLOOR TO BE WIPED DOWN & CLEANED 

CLEAR ALL CUPBOARDS AND WIPE DOWN ALL GLASS SURFACES TO BE CLEANED 

ALL HARD SURFACES WIPED DOWN & CLEANED OUTSIDE OF VEHICLE TO BE WASHED  

 

THIS LIST IS NOT EXHAUSTIVE, AND ALL EQUIPMENT SHOULD BE REMOVED FROM THE 
AMBULANCE TO ALLOW FULL CLEANING AS PER PRODUCT INFORMATION LIST 

*  CLEAN MEANS VISIBLY CLEAN ie.,  FREE FROM BLOOD, DUST, DIRT, DEBRIS AND 
SPILLAGES 

Source: National Patient Safety Agency 

 

• ANY DEFECTS, TEARS/RIPS etc., SHOULD BE REPORTED

 

 TO ALLOW REPLACEMENT AT THE EARLIEST 
OPPORTUNITY 

• A MAXIMUM OF 2 HOURS AFTER THE COMMENCEMENT OF CLEANING, CREWS MUST

 

 BE READY TO 
RESPOND TO WORK FOR AMBULANCE CONTROL 

• VEHICLES MAY BE STOOD DOWN FOR CLEANING AT 

  
ANY NIAS FACILITY 

WEEKLY CLEANING INSTRUCTIONS - A&E VEHICLES 
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The following instructions are for weekly cleaning duties – they do not replace the requirement to have your 
vehicle and equipment in a clean and serviceable condition at all times

 

. 

• AT THE COMMENCEMENT OF YOUR SHIFT, INFORM RNEMDC

 

 THAT YOUR VEHICLE IS DUE TO BE 
CLEANED 

• THE CONTROL OFFICER WILL ADVISE YOU OF A TIME WHEN YOU CAN BE STOOD DOWN

 

 FOR 
CLEANING DUTIES 

• ONCE YOUR VEHICLE HAS BEEN CLEANED, COMPLETE THE 
 

CLEANING LOG 

• IF PERMISSION IS NOT GRANTED BY CONTROL, AND THE VEHICLE IS NOT CLEANED BY THE END OF 
THE SHIFT, THEN THIS MUST BE RECORDED ON THE CLEANING RECORD AND THE CONTROL DAILY 
OCCURRENCE SHEET. A UIR(1) FORM

 
 SHOULD BE COMPLETED BY THE CREW. 

A FULL CLEAN* OF THE AMBULANCE AND ITS EQUIPMENT WILL INCLUDE: 

 

STRETCHERS/MATRESS/BELTS PORTABLE OXYGEN 

CARRY CHAIR & WHEELCHAIR AED 

ALL SEATS TO BE WIPED DOWN & CLEANED FLOOR TO BE WIPED DOWN & CLEANED 

 ALL WALLS AND ROOF TO BE WIPED DOWN & 
CLEANED 

CLEAR ALL CUPBOARDS AND WIPE DOWN DASHBOARD WIPED DOWN & CLEANED 

ALL HARD SURFACES WIPED DOWN & CLEANED CAB FLOOR TO BE WIPED DOWN & CLEANED 

ALL GLASS SURFACES TO BE CLEANED OUTSIDE OF VEHICLE TO BE WASHED 

 

THIS LIST IS NOT EXHAUSTIVE, AND ALL EQUIPMENT SHOULD BE REMOVED FROM THE 
AMBULANCE TO ALLOW FULL CLEANING AS PER PRODUCT INFORMATION LIST 

 

*  CLEAN MEANS VISIBLY CLEAN ie.,  FREE FROM BLOOD, DUST, DIRT, DEBRIS AND 
SPILLAGES 

Source: National Patient Safety Agency 

• ANY DEFECTS, TEARS/RIPS etc., SHOULD BE REPORTED

 

 TO ALLOW REPLACEMENT AT THE EARLIEST 
OPPORTUNITY 

• A MAXIMUM OF 1 HOUR AFTER THE COMMENCEMENT OF CLEANING, CREWS MUST

 

 BE READY TO 
RESPOND TO WORK FOR AMBULANCE CONTROL 

• VEHICLES MAY BE STOOD DOWN FOR CLEANING AT 

 
ANY NIAS FACILITY 

WEEKLY CLEANING INSTRUCTIONS - PCS VEHICLES 
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Detachable items should be removed in order that all surfaces can be accessed for cleaning. 
Ensure that appropriate items of PPE are worn and the vehicle is well ventilated. All walls, 
ceiling and the inside of cupboards can then be cleaned. Usually a general detergent clean 
using disposable cloths will suffice, however any areas visibly contaminated with blood or 
body fluids should be cleaned with the appropriate disinfecting agent. Specialist plastic 
cleaners should be used to remove stubborn rubber marks. The same procedure should be 
applied to equipment within the ambulance. The cleaning of specific items of equipment is 
covered in the A-Z list below.  

 The aim of decontaminating equipment is to prevent potentially harmful pathogenic 
organisms reaching a susceptible host in sufficient numbers to cause infection. Certain items 
of equipment are classified as ‘single-use only’.  

Single Use means that the manufacturer: 
• Intends the item to be used once then thrown away 
• Considers the item unsuitable for use on more than one occasion 
• Has insufficient evidence to confirm that re-use would be safe  

 
Single patient use means that the item can be reused if re-processed using an appropriate 
method and is used on the same patient only. The duration of use is dependant on 
undertaking a risk assessment of individual factors. 

The MHRA (MDA) (2000) guidance suggests that re-processing and re-using such items may 
pose hazards for patients and staff if the re-processing method has not been validated. 
Therefore re-use of single use products is not advisable unless the outcomes have been 
taken into account. The Consumer Protection Act 1987 will hold a person liable if a single 
use item is re-used against the manufacturer’s recommendations. 

Re-useable equipment, including vehicles, should be appropriately decontaminated 
between each patient using a risk assessment model. 

Risk Application of Item Minimum Standard 

Low 
In contact with healthy skin, or not directly in contact with patient. 

E.g. trolley bed handles, side rails. 
Clean 

Intermediate 

 
In contact with intact mucous membranes or contaminated with 
virulent or readily transmissible organisms (body fluids).  
 

Sterilise or single-use 

High 
In contact with a break in the skin/mucous membrane, or 

introduction into sterile body areas.  
E.g. Cannulae 

Single-use 

DECONTAMINATION OF EQUIPMENT 

RISK ASSESSMENT FOR DECONTAMINATION OF EQUIPMENT 
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The following table gives guidance on whether equipment used is single use and therefore 
needs to be disposed of in the appropriate waste stream after use, or if it is re-usable then 
how cleaning can be undertaken. If equipment is grossly contaminated then it should be 
disposed of as clinical waste. 

 

Equipment Recommended Care 
Airways  Single use-  disposable 
Bedpans I Urinals 
(Disposable)  

Single patient use only.  
Dispose of in hospital macerator, or, after emptying, place in Clinical 
Waste bag for incineration.  

Blood Glucose Monitor  Clean between each use. Refer to manufacturers instructions. Test strips 
are single use – disposable and should be placed in sharps box after use 

Body Bags (Disposable)  Single patient use only  
Buckets  Empty, wash and dry thoroughly after each use. Store inverted  
Carry Chair  
 
If contaminated with  
blood / body fluids  

Check fabric and straps intact. When visibly soiled clean using hot water 
and detergent, rinse and dry thoroughly, or clean with detergent wipe.  
Clean with detergent then disinfect using chlorine releasing agent (e.g. 
Milton), dry thoroughly  

Cervical Collars  
 
If contaminated with  
blood I body fluids  

Single use — disposable 
 
Dispose of as clinical waste  

Defibrillator / ECG  
Daily  
 
Straps I Wires 
  
After each patient 
 
 
If contaminated with  
blood I body fluids  

  
Wipe with alcohol wipes.  
 
Wipe over with damp cloth, detergent and hot water 
 
Decontaminate with disinfectant hand wipe. Dry thoroughly with 
absorbent towels.  
 
Wipe with a damp cloth, detergent and water (ensuring none enters the 
equipment), and then disinfect with an alcohol wipe.  

Entonox apparatus 
After each use 
 
Following use on known 
or suspected infectious 
patient  

Apply detergent and leave for 2 - 3 minutes. Dry thoroughly with 
absorbent towels. Dispose of all materials in Clinical Waste bag. 
 
Apply detergent and leave for 2 - 3 minutes. Dry thoroughly with 
absorbent towels.  
Dispose of all cleaning materials in Clinical Waste bag.  

Forceps, Magills, 
Spencer Wells  

Single use – disposable, or  
Packs returned to hospital CSSD for resterilisation 

Hand held Radio  Clean using detergent wipe.  
In-line Bacterial Filter Single patient use only. Dispose of into Clinical Waste bag.  
Intravenous Cannulae  Single use — disposable  
Lancet holder (for BM 
Testing)  

Wipe with 70% alcohol after each use  

Laryngoscopes  Blades:  Single use — disposable 

SPECIFIC EQUIPMENT CLEANING AND DISPOSAL 

A-Z OF EQUIPMENT CLEANING 
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Handles: Single use - disposable 
Linen  Place in appropriate colour coded bag for laundry or disposal  
Mops  Single use — disposable 
Oxygen / Nebuliser 
Masks and Tubing  

Single patient use only.  
If contaminated, dispose of into Clinical Waste bag.  

Peak Flow Meter Wipe with 70% alcohol wipe. 
One-way-valve or filter patient mouthpiece is single use - disposable 

Pillows  Should be encased in an intact waterproof cover.  
Clean with detergent and hot water — dry.  
If integrity of cover is breached — dispose of pillow  
as clinical waste and replace  

Resuscitator (Bag and 
Mask).  

Single use — disposable  

Resuscitator (MicroVent)  Disinfected according to manufacturer’s instructions.  
Safety Helmet  
If contaminated with 
blood / body fluids  

Check visor, strap and casing intact. Clean using detergent wipe.  
Use disinfectant then an alcohol wipe  

Sphygmomanometer 
Cuffs (Re-usable)- after 
each patient use  
 
 
If contaminated with  
blood / body fluids  

If soiled, apply detergent and leave for 2 —3 minutes. Dry thoroughly with 
absorbent towels  
Ensure material is intact and equipment is functional.  
Apply detergent and leave for 2 - 3 minutes. Dry thoroughly with 
absorbent towels.  
 
Clean with detergent, then use chlorine releasing agent and dry 
thoroughly  

Stethoscopes  
After each patient use  

Wipe earpieces and bell with disinfectant wipes. Earpieces must be 
changed when damaged.  

Stretcher Mattresses Check that cover is intact. At start and finish of each shift and when visibly 
soiled, clean with detergent and hot water and leave for 2 - 3 minutes. 
Dry thoroughly with absorbent towels. 

Suction Catheter Tubing  
 
Suction Unit Bottle 
(disposable) or Bag Liner  
 
Suction Unit (Hand Held)  

Single patient use only.  
Dispose of in Clinical Waste bag.  
Single patient use only.  
Dispose of in Clinical Waste bag.  
 
Dispose of aspirate bottle ONLY in Clinical Waste bag.  
 

Thermometers  Electronic Thermometer body: wipe with disinfectant wipe 
 Probe cover for electronic thermometer: single use 
Tempadot thermometers: single use 

Umbilical scissors / 
clamps 

Single use 

Vomit bowls 
(Disposable) 

Single patient use only. Dispose of in hospital macerator, or, after 
emptying, place in Clinical Waste Bag 
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Equipment (including vehicles) requiring repair or servicing must be cleaned of all organic 
material, by the professional user or other appropriately trained staff, before it is sent away. 
A decontamination certificate (IC.1) must be attached to the equipment on dispatch, which 
states the method of decontamination used, or the reason why it was not possible. Vehicles 
should instead be accompanied a copy of the Vehicle Maintenance and Defect Reporting 
Book sheet confirming that the vehicle is in a suitable condition in line with the NIAS 
Infection Prevention & Control Policy. 

All reusable medical devices must be decontaminated in accordance with manufacturer’s 
instructions as well as legislative and best practice requirements (see flowchart).  
It is also important to ensure that vehicles going for maintenance or repair are sent to 
workshops, including external contractors, in a state which is safe for non clinical staff to 
work in. All clinical waste should be removed and the sharps box should either be removed 
or placed in the closed position. The interior and equipment should be checked for sharps 
and contamination, and cleaned if necessary. If cleaning and checking of the vehicle has not 
been possible workshops should be notified of the risk and advised of any precautions to 
take.  

 

 

 

 

 

 

 

 

 

 

 

 

 

  

CLEANING OF VEHICLES PRIOR TO INSPECTION, SERVICE OR REPAIR 

FLOWCHART FOR DECONTAMINATION PRIOR TO SERVICE OR REPAIR 

Does the item require dismantling 
to ensure decontamination? 

Yes 

 

No 

 

Has the item been in contact 
with blood or body fluids? 

Can the item be dismantled by 
ambulance personnel? 

Yes 

 

No 

 

Dismantle and clean using 
standard procedures 

Yes 

 

No 

 

Decontaminate using the appropriate method. 
Complete IC.1 stating method used and sign 

Is it visibly soiled? 

Yes 

 

Wipe with detergent and disposable 
wipes. Dry thoroughly. Complete IC.1 

Complete and 
attach IC.1 

Remove visible soiling and 
complete IC.1 appropriately 

No 

 

Complete and 
attach IC.1 
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FORM IC.1 

 
 

Certificate of Equipment Decontamination 
(Prior to Inspection, Service or Repair) 

 

Make: …………………………………………………………………………... 

Model: …………………………………………………………………………... 

Description: …………………………………………………………………………... 

…………………………………………………………………………………………….  

Serial No: ………………………………………………………………………….. 
In the case of a vehicle, insert callsign and registration mark 

Tick one of the following boxes as appropriate 

This item has not been exposed internally or externally to body fluids 
or other hazardous material. 

This item has previously been exposed to body fluids or other 
hazardous material but has been decontaminated following the 
Infection Prevention and Control Policy 

Please state decontamination procedure used (if applicable):  

…………………………………………………………………………………………… 

…………………………………………………………………………………………… 

…………………………………………………………………………………………… 

……………………………………………………………………………………………. 

Full Name: …………………………………………………………………………... 

Position:  …………………………………………………………………………... 

Signature: ………………………………………...           Date: …………… 

 

FORM IC.1 
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 VEHICLE MAINTENANCE & DEFECT REPORTING BOOK CERTIFICATE 
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Infectious diseases are classified into two categories according to the infection control 
precautions required. The previous classification of Category 1 and 2 are now combined and 
referred to as cases requiring standard (universal) precautions. Further information can be 
obtained from the Health Protection Agency (www.hpa.org.uk) 

Disease Mode of Transmission Particular Issues 
Chickenpox (Varicella) 
Viral infection causing skin rash, 
spots and blisters. Childhood 
illness which provides natural 
immunity. 

Airborne droplets. 
 
Direct contact with rash. 

None likely to be effective 

Cholera 
Bacterial infection of the 
intestines causing diarrhoea, 
vomiting and severe 
dehydration, often fatal. 

Direct contact with faeces and 
vomit. 

Wear gloves and aprons I 
fnecessary. 

Clostridium Difficile 
Bacterial infection sometimes 
present in the bowel of healthy 
people, but may flourish 
following treatment with 
antibiotics for other infections. 
Can cause mild diarrhoea to 
severe illness with ulceration 
and perforation of the bowel 
and peritonitis. Can be fatal 

Direct contact with faeces  and 
contaminated clothing / 
bedding which may contain 
spores that can survive for a 
significant length of time 
outside of the body. 

Wear disposable gloves and 
apron. 
 
Disinfect vehicle after use. 
 
Treat soiled linen as clinical 
waste. 

Diptheria 
Bacterial infection of the throat 
causing a membrane like 
exudate of clotted serum, white 
cells, bacteria and dead surface 
tissue cells to form which 
obstruct the upper air passages 
and often require a 
tracheotomy. 

Airborne droplets although the 
bacteria can only live for a 
short time once outside of the 
body. 

Staff can be vaccinated by the 
Occupational Health 
Department. 

Dysentry 
Bacterial inflammation of the 
bowel causing abdominal pain, 
fever and frequent passage of 
stools containing blood and 
mucus. 

Direct contact with faeces and 
vomit. 

Wear gloves and aprons if 
necessary. 

Encephalitis 
A viral inflammation of the 
brain causing fever, vomiting, 
seizures, mental confusion, 
coma and death. 

Direct contact with faeces and 
vomit. 

Disinfect vehicle after use. 

APPENDIX 6 – PROCEDURES FOR INFECTIOUS DISEASES 

DISEASES REQUIRING STANDARD (UNIVERSAL) PRECAUTIONS 
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Enteric Fever 
Bacterial infection of the bowel 
causing headache, fever, loss of 
appetite, abdominal discomfort 
and constipation. 
 
In severe cases, delirium, 
diarrhoea, skin rashes and 
enlargement of the liver or 
spleen may occur. 

Direct contact with faeces and 
vomit. 

Wear gloves and aprons if 
necessary. 

Erysipelas 
Bacterial infection of the skin 
which often blisters and may 
weep. 

Direct contact with skin lesions. Wear gloves when handling 
lesions. 

Glandular Fever (Infectious Mononucleosis) 
Viral infection causing 
weakness, headache, sore 
throat and enlargement of the 
lymph nodes and spleen. 

Direct contact with saliva. Do not use mouth to mouth 
resuscitation, use a bag and 
mask. 

Gastroenteritis 
Bacterial or viral inflammation 
of the intestine and stomach 
lining causing fever, abdominal 
pain, diarrhoea and vomiting. 

Direct contact with faeces and 
vomit. 

Wear gloves and aprons if 
necessary. 

Hepatitis A 
Viral inflammation of the liver 
giving rise to fever, loss of 
appetite and jaundice 

Contact with contaminated 
faeces / water 

Wear gloves and apron if 
necessary 
Staff can be vaccinated by the 
Occupational Health 
Department. 

Hepatitis B and Hepatitis C 
Viral inflammation of the liver 
(which can be fatal). 10% of 
those that do recover become 
carriers and may develop 
cirrhosis or cancer of the liver. 
Four out of five carriers have a 
very low infectivity, the 
remainder, and those suffering 
acute Hepatitis at the time, are 
highly infectious. 

Exchange of blood and blood 
stained body fluids. 
 
The prime risk of infection for 
ambulance staff is by accidental 
self inoculation, or the entry of 
infectious material through 
broken skin, or the mucous 
membranes of the eye, nose or 
mouth. 
 
Simple contact between blood 
and intact skin does not 
constitute a risk. 

Staff can be vaccinated against 
Hepatitis B (not Hepatitis C) by 
the Occupational Health 
Department. 

Herpes Simplex 
Viral infection causing skin 
lesions around the mouth, 
genitalia, and other mucous 
membranes 

Direct contact with lesions Wear gloves if necessary. 

HIV / AIDS 
A person infected with HIV may 
go on to develop AIDS 
(Acquired Immunodeficiency 
Syndrome) over the following 

Exchange of blood and body 
fluids but not saliva or tears. 
 
The prime risk of infection for 
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weeks, months or years. 
An AIDS diagnosis is given when 
the immune system has been 
damaged by HIV causing a 
number of specific infections 
and/or cancers which may be 
fatal. 

ambulance staff is by accidental 
self inoculation, or the entry of 
infectious material through 
broken skin, or the mucous 
membranes of the eye, nose or 
mouth. 
 
Simple contact between blood 
and intact skin does not 
constitute a risk. 

Impetigo 
Bacterial infection of the skin 
causing blisters or crusting 
sores on the skin, most 
commonly in children. 

Direct contact with skin lesions. Wear gloves when handling 
lesions. 

Infestations e.g. fleas, lice 
Parasitic infestation of the skin 
causing intense irritation. 

Direct contact. Wear disposable gloves and 
apron. 
Disinfect vehicle after use. 

Influenza 
Viral infection causing fever, 
tatigue, loss of appetite, 
headache, generalised muscle 
and joint pains. Some strains 
have the potential to cause 
more serious illness, 
particularly in the elderly or 
compromised 

Airborne droplets. Wear disposable gloves and 
mask. In pandemic situations 
further measures such as 
aprons, filter masks and eye 
protection should be 
considered with reference to 
specific procedures published 
at the time 
Normal vehicle cleaning with 
disinfection of the area the 
patient was in and and 
equipment used. 

Leptospirosis 
Bacterial infection which can 
cause influenza like symptoms 
and may lead to jaundice, heart 
failure or meningitis. 

Passed to humans by rat urine. 
 
None between humans. 

 

Leprosy 
Bacterial infection of the skin 
and nerves causing tissue 
destruction. 

Long term, intimate, direct 
contact. 

 

Malaria 
Parasitic infection which causes 
shaking, headache and red 
blood cell destruction. 

Passed to humans via mosquito 
bites or blood transfusion. 
 
None between humans. 

 

Measles 
Viral infection causing skin rash, 
mouth spots, fever, cough, and 
conjunctivitis. A childhood 
infection living lifelong natural 
immunity. 

Airborne droplets. 
 
Direct contact with saliva. 

Do not use mouth to mouth 
resuscitation, use a bag and 
mask. 
Vaccinations are available from 
GP’s for the rare adult that 
escaped childhood infection / 
vaccination. 

Meningitis and Septicaemia 
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Meningitis is a viral or bacterial 
inflammation of the lining of 
the brain. Symptoms may 
include fever, vomiting, 
headache, stiff neck, aching 
limbs and joints, a dislike of 
bright light, drowsiness and a 
rash. 
 
Bacterial meningitis is rare but 
can cause permanent deafness 
or brain damage and can be 
fatal. Viral meningitis is more 
common but the effects are 
mild and most people make a 
full recovery. 
 
Some bacteria that cause 
Meningitis may also cause 
Septicaemia (blood poisoning) 
as well. This can develop 
quickly and is evident from a 
rash which can be anything 
from tiny red spots to large 
blotchy bruises. 
 
Both bacterial Meningitis and 
Septicaemia require urgent 
antibiotic treatment. 
 
The bacteria which causes 
meningitis is carried in the nose 
and throat of 10- 15% of the 
general population without any 
harmful effect at all, it is very 
rare that they overcome the 
body’s defences and cause 
meningitis. 

Airborne droplets. 
Spread during coughing, 
sneezing and kissing but the 
germs cannot live outside of 
the body for more than a few 
seconds and are not easily 
passed from one person to 
another. 
 
The prime risk to ambulance 
staff is by conducting 
unprotected mouth to mouth 
resuscitation. 
 
There is no risk from merely 
being in the ambulance with a 
patient. 

There is no risk from merely 
being in the 
ambulance with a 
patient. 
 
Do not use mouth to mouth 
resuscitation, use a bag and 
mask 
 
If direct contact has occurred 
then the Public Health Agency 
may offer prophylactic 
antibiotic treatment. 

Methicillin Resistant Staphylococcus Aureus (MRSA) 
Staphylococcus Aureus (SA) is a 
common bacteria found on 30% 
of the population as part of 
their normal skin flora. Most 
strains of SA have acquired 
resistance to some antibiotics 
and MRSA has acquired 
resistance to the most 
commonly used antibiotics. 
 
In normal healthy people MRSA 
does not pose a threat to 
health. Infections are rare but if 
one does occur the infection is 
trivial and affects the skin, 
resulting in infected cuts or 
boils which are easily treated. 

Direct contact. 
 
MRSA does not represent a 
specific hazard to ambulance 
personnel or their relatives but 
is a cross infection risk to other 
patients. 
 
The main mode of transmission 
to other patients is via handling 
by healthcare workers and this 
is usually caused by not 
disposing of gloves or cleansing 
hands between handling open 
wounds on different patients. 

Wear gloves when handling 
open wounds and dispose of 
them after each patient use. 
 
The most important prevention 
strategy is hand hygiene. There 
is no need for MRSA patients to 
be transported separately from 
other patients. 
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In people that are unwell (and 
therefore already have a 
reduced resistance to infection) 
open wounds or invasive 
procedures such as 
cannulation, airway intubation 
or surgery, cause breaks in the 
skin which can allow MRSA 
bacteria to enter deep into the 
body and cause more severe 
infections which can be difficult 
to treat. 
Mumps 
Viral infection causing malaise 
and fever, and swelling of the 
salivary glands. 
 
A childhood infection giving 
lifelong natural immunity. 
 
In adult men, can cause painful 
inflammation of the testicles 
but sterility is very rare. 

Airborne droplets. 
 
Direct contact with saliva. 

Vaccinations are available from 
GP’s for the rare adult that 
escaped childhood infection / 
vaccination. 

Ophthalmia Neonatorum 
Bacterial infection of the eye. 
Occurs in new born babies as a 
result of infection acquired 
during birth. 

Direct contact with exudate. Wear gloves when handling 
eye. 

Poliomyelitis 
Viral infection causing fever, 
sore throat, headache, and 
vomiting. 
 
In severe cases stiffness of the 
neck and back, muscle ache, 
twitching and paralysis may 
occur. 

Direct contact with faeces and 
vomit. 

Wear gloves and aprons if 
necessary. 
 
Disinfect vehicle after use. 
 
Staff can be vaccinated by the 
Occupational Health 
Department. 

Ringworm 
Fungal infection causing re 
ringed patches on skin 

Direct contact Wear gloves as required 

Salmonella 
Bacterial infection causing 
fever, abdominal pain, nausea, 
vomiting and diarrhoea 

Ingestion of infected foodstuffs, 
faecal-oral spread 

Wear gloves and apron as 
required. Normal cleaning of 
vehicle, 

Scabies 
Parasitic skin infestation 
causing intense itching. 

Intimate direct contact. There is no risk from being in 
the vehicle with an infected 
patient. 
 
Stretcher linen should be 
removed after journey and 
placed in a red laundry bag. 

Shingles 
Viral infection caused by the Airborne droplets. Precautions are unlikely to be 
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reactivation of an earlier 
infection with Chickenpox. 
Symptoms include 
inflammation of the nerve 
ganglia near the spinal cord, 
localised pain and skin rash on 
the trunk. Severe cases cause a 
rash around the eye and vision 
impairment. 
 
Contact with shingles may 
cause Chickenpox in individuals 
without natural immunity. 

 
Direct contact with rash. 

effective. 

Tetanus 
Bacterial infection of the 
nervous system causing muscle 
contractions. 

Penetrating skin wounds only. Staff can be vaccinated by the 
Occupational Health 
Department. 

Tuberculosis 
Bacterial infection usually 
affecting the lungs but can also 
affect the bowel, lymph nodes, 
skin, bones or other vital 
organs. Symptoms include 
fever, fatigue, weight loss, night 
sweats, coughing and blood 
streaked sputum. 

Airborne droplets. Immunity can be checked by 
the Occupational Health 
Department and vaccination 
offered if required. 

Typhus 
Parasitic infection causing 
headache, back and limb pain, 
shivering, cough, constipation, 
skin rash, delirium, prostration, 
weakness of the heart action, 
stupor, coma or death. 

Direct contact with saliva, 
faeces or vomit. 

Do not use mouth to mouth 
resuscitation, use a bag and 
mask. 

Whooping Cough (Pertussis) 
Bacterial infection of early 
childhood causing an 
exhausting cough. Adults are 
not normally infected. 

Airborne droplets. Bacteria can only live for a very 
short time once outside of the 
body. 
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Disease Mode of Transmission Particular Issues 
Anthrax 
Bacterial infection which may 
present as a boil. Can attack the 
lungs resulting in respiratory 
distress, cyanosis, shock and 
coma 

Direct contact with animal hair, 
hides or waste 
Contact with anthrax spores 
which are particularly resilient 
and may survive for years in the 
environment 

Clean by disinfection. All 
contaminated materials 
including blankets are clinical 
waste 

Plague 
Bacterial infection  which may 
present with swollen glands, 
haemorrhagic rash, cough, 
heaemoptysis or meningitis 

Direct contact and airborne 
droplets and other body fluids. 
Indirect contact via 
contaminated surfaces, or 
vector borne via animals and 
parasites 

 

Rabies 
Viral inflammation of the brain 
causing fever, headache, neck 
stiffness, anxiety and 
disorientation. This progresses 
to a fear of swallowing, 
choking, panic, hallucinations, 
coma and death. 

Bites from infected animals or 
direct human contact with rash, 
saliva, urine and cerebro-spinal 
fluid 

 

SARS (Severe Acute Respiratory Syndrome 
Viral infection causing high 
fever, headache, generalised 
pains and respiratory 
symptoms 

Airborne droplets and direct 
contact if infectious particles 
are brought into contact with 
eyes, nose or mouth e.g. by 
unwashed hands 

Wear gloves, filter mask, eye 
protection and apron. Hand 
hygiene is of primary 
importance. 

Smallpox 
Severe viral infection causing 
fever, headache, muscle ache 
and a blistering rash, often 
fatal. 

Airborne Droplets  

Viral Haemorrhagic Fevers 
Initial symptoms include fever, 
malaise, headache and muscle 
and joint pains. Nausea, 
vomiting and diarrhoea may 
also occur. 
 
Ebola and Marburg often cause 
a measles-like rash after 4-7 
days. Obvious bleeding is a 
later or terminal event. Pyrexia 
may last as long as 16 days with 
temperatures up to 41o

Airborne droplets possibly if 
patient is suffering pulmonary 
infection. 

C; 
severe cases result in coma and 
death. 

 
Accidental inoculation or 
contamination of broken skin 
or mucous membranes by 
infected blood or body fluids 
and the risk may extend for 
many weeks after a patient has 
recovered from their own 
infection. 

Wear gloves, filter mask, eye 
protection and apron. Hand 
hygiene is of primary 
importance. Further specific 
guidance will be issued in the 
event of notification of these 
diseases. 

 

  

 DISEASES REQUIRING CATEGORY 4 MEASURES: 
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These guidelines should be read in conjunction with those set out in the Ambulance Service 
Basic Training (ASBT) Manual on Category 4 infectious diseases. They should be followed or 
the conveyance of patients suffering from or suspected to be suffering from highly 
infectious diseases to the Infectious Diseases ward of the Royal Victoria Hospital or in 
extreme circumstances for transfer to a specialist unit on the UK mainland.  

REMDC staff should be aware that special precautions are needed with these types of cases 
as there is a risk of the spread of infection by contact with infected blood, vomit, excreta 
and possibly air droplets. 

The Northern Ireland Ambulance Service has a number of specially adapted Infection 
Control Vehicles. These are normally in service performing standard A&E vehicle duties but 
differ in that they have 

• A solid bulkhead 
• Cupboards with special seals ro prevent contamination 
• Seamless floors to facilitate cleaning 
• Up-rated ventilation / filtration systems 

 

If transporting a patient with a known Category 3 or 4 disease, REMDC must allocate one of 
the Infection Control Vehicles to the duty. 

Requests for the transportation of a patient to the Infectious Diseases Unit will come from 
the Royal Victoria Hospital or the Department of Public Health / Consultant for 
Communicable Disease Control. The Physician-in-charge of the Infectious Disease Unit at the 
Royal Victoria Hospital will inform Ambulance Control of the level of containment 
appropriate for the journey required. In all such cases one of the dedicated Infection Control 
A&E Vehicles must be allocated to the call, but where containment requires the use of a 
Transit Isolator, this will be provided by the Royal Victoria Hospital. The Northern Ireland 
Ambulance Service does not have a transit isolator. 

When a request for transportation is received in-hours, the Duty Control Manager/Officer 
must inform the  

• Emergency Planning Department  
• Medical Director 
• Director of Operations 
• Chief Executive 

 

GUIDELINES FOR DEALING WITH CATEGORY THREE AND FOUR DISEASES 

Infection Control Vehicles 

Transportation of Isolator Patients 

Action by Control 
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Outside of working hours the  

• Officer on Call 
• Senior Officer on Call 
• HART Advisor on Call 

 

The Duty Control Manager/Officer should be aware that a crew of three is necessary. The 
third member of the crew will drive the vehicle, but they will not take part in patient 
handling. The Duty Control Manager/Officer should inform the Police of the impending 
movement and seek advice on the most suitable routes. 

Control must log the times when the crew:- 

• Leave the station 
• Arrive at the pick-up point 
• Leave the scene and their expected time of arrival 
• Complete the case (i.e. arrive back at their home station) 

 

The Duty Control Manager/Officer must arrange an escort vehicle – this will normally be the 
HART Advisor on call or the Officer on call.. The escort must not come into contact with the 
patient or crew after contact has been made with the patient but simply follows the 
ambulance to cope with any unforeseen events. 

On being notified of an exotic disease case staff should proceed to the agreed ambulance 
station. The third crew member is required to drive the ambulance and must not take any 
part whatsoever in patient handling procedures. The vehicle must be prepared in 
accordance with Section 17.5 of the ASBT manual. 

If for any reason a non-Infection Control Vehicle is being used, the bulkhead door and all 
windows (if applicable) in the patient compartment must be closed. Tape must be applied 
around both sides of the bulkhead door to prevent air movement into the cab, and around 
the edges of all cupboards within the patient compartment to prevent contamination of the 
units. In a dedicated infection control vehicle, a tape strip is placed across the edge of all 
cupboards etc. to mark them as sealed. After completion of the transport, any 
compartments which have had their tape removed will require full disinfection. 

If staff have not received specific appropriate training on the transport of infectious cases 
then they must be supervised by an appropriately trained officer. Staff must remove all 
clothing (except underwear) and put on a disposable suit. Contact lenses should not be 
worn unless essential. If contact lenses are worn during a transfer, they should be removed 
for disinfection immediately on completion of the transfer and replaced either with 
spectacles or with clean contact lenses. Watches, rings, etc should be removed and put in a 
place of safety in the escorting vehicle together with spare uniform/clothing, etc. 

Action by Ambulance Crew 

Personal Protection 
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The infectious diseases unit will advise as to the level of specialist PPE required but the 
default position is that all staff must wear disposable overalls, disposable overshoes, gloves, 
FFP3 mask and visors before entering the place from which the patient is to be collected. 
Whilst it is not necessary for the driver to wear overshoes, eye protection or a mask, they 
must be available in the cab. 

The route selected should be adhered to, with any necessary diversions reported to 
Ambulance Control by the escorting vehicle. The escorting vehicle is responsible for keeping 
Ambulance Control updated on throughout the process. 

If it becomes necessary to stop the vehicle e.g. in the event of a breakdown, remain with the 
vehicle. The escort vehicle driver will notify REMDC and may attempt repairs. If repairs are 
not successful, the escort vehicle will arrange for the vehicle to be towed to its destination 
or will seek alternative assistance. 

On arrival at the destination unit, the ambulance will be directed to the appropriate area to 
unload the patient 

After the admission of the patient the crew will remove all disposable items and bedding for 
incineration as directed by the receiving unit. The ambulance will be taken to the 
decontamination area. Any ambulance equipment used en-route should be placed into a 
sealed clinical waste bag which will in turn be double-bagged. Unless directed otherwise the 
vehicle crew will then carry out a thorough disinfection of the interior of the vehicle and its 
equipment by washing down with a 10,000ppm hypochlorite solution. Disinfection by 
fogging must not be used. 

Personal decontamination will be undertaken on the directions of the Infectious Diseases 
Unit and will include disposal of items of clothing and shower and changing facilities. 

Medical surveillance will depend upon the instructions given by the Consultant in charge of 
the infectious diseases unit and the Consultant for Communicable Disease Control. 

 

  

Journey Arrangements 

Disinfection of Vehicle 

Personal Decontamination 

Medical Surveillance 
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Should a patient treated by the Trust subsequently be found to have an infectious disease or 
illness, it may be necessary for the Ambulance Clinician or Out of Hours staff to be traced. 
Form IC.2 should be completed on receipt of a call from an Infection Control Department, 
Duty Microbiologist, Occupational Health Department or other responsible person. 

 

 

  

STAFF CONTACT TRACING 

Form IC.2 

                                               CONTROL ROOM TRACING FORM                              Form IC.2 

Date call received in ambulance control: _____/_____/_____ Time: _____:_____ 
Call received from (name and position): ___________________ Contact no. __________ 
Patient’s Name: ____________________________________________________________ 
Patient conveyed from: ______________________________________________________ 
Patient conveyed to: ________________________________________________________ 
Date of journey: _____/_____/_____ NIAS C3 call reference: ___________________ 
Advice from caller: __________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
Contact no. for further advice: _________________________________________________ 
First Vehicle Call Sign: _____________ 
Crew member #1: ___________________________________ Contact no. __________ 
Crew member #2: ___________________________________ Contact no. __________ 
Information passed to crew: __________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
 
Second Vehicle Call Sign: _____________ 
Crew member #3: ___________________________________ Contact no. __________ 
Crew member #4: ___________________________________ Contact no. __________ 
Information passed to crew: __________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
 
Date & time information passed to Crew or Senior Officer (detail): ____________________ 
 
Signed (Duty Control Manager): ________________________________________________ 
Name (Print): ______________________________________________________________ 
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Uniform Policy & Uniform Procedure and Dresscode(NIAS) 2011 

Universal Precautions & Hand Washing Policy (NIAS) Version 1 July 2006 

NIAS Infection Control Training Manual 

IHCD Basic Training Manual 

IHCD Paramedic Training Manual 

JRCALC (2006) Clinical Guidelines 
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TOPIC 

 

 
ACTION 

 
TIMESCALE 

 
COMMENTS  

 

 
Q1 

 
Q2 

 
Q3 

 
Q4 

1 REVIEW NIAS 
ABSENCE 
TARGET 
 

In the absence of a DHSSPSNI a % 
sickness absence target, agree a 
local % sickness absence target 
which is meaningful, realistic and 
achievable.   

April 
2014 

       

  Continue to liaise with HSC 
regionally to validate sickness 
absence information produced by 
HRPTS.   

Ongoing      

2 IMPLEMENT 
HEALTH & 
WELLBEING 
STRATEGY 

Ensure inclusion of Health & 
Wellbeing strategic objectives in 
annual Health & Wellbeing and 
Attendance Management Action 
Plans 

April 2010 - 
March 2015 

      

3 DEVELOP 
HEALTH AND 
WELLBEING & 
ATTENDANCE 
MANAGEMENT 

Review Learning from End of Year 
Performance and Accountability 
meetings and capture learning and 
best practice in 2014/17 Action Plan.   

April 
2014 

  
 
 
 

 
 
 
 

  
 

   
 

4 PERFORMANCE 
MANAGEMENT & 
ACCOUNTABILITY 

Continue to identify local % sickness 
absence targets to assist with 
meeting NIAS % sickness absence 
target.  This should be monitored 
and performance managed through 
Directorate/Divisional mechanisms 
and Action Plans/Performance 
Improvements Plans agreed on a 
monthly basis. 

Ongoing        

    Continue to conduct quarterly SLA 
meetings with Occupational Health 
to include case reviews and service 
improvements. 

Ongoing      
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  HR to produce end of year sickness 
absence report for 2014/15. 

June 
2015 

     

  Work with Belfast HSC Occupational 
Health in the reduction of NIAS % 
absenteeism as per target of SLA 
with Occupational Health 

Ongoing      

  HR to continue to participate in 
regional HSC Absence Management 
Forum to ensure best practice and 
consistency with regional HSC. 

Ongoing    
 

  

5 ATTENDANCE 
MANAGEMENT 
PROCEDURE  

Review and update NIAS 
Attendance Management Procedure 
in line with regional Attendance 
Management Framework, including 
consulting with Management and 
Trade Unions prior to 
implementation. 

December 
2014 

     

  Develop a training and 
communication plan that supports 
the implementation of the revised 
NIAS Attendance Management 
Procedure. 

March 2015       

  Implement the revised NIAS 
Attendance Management 
Procedure. 

April 15 –
March 17 

      

  Review provision of Western HSC 
Trust Occupational Health service. 

March 2015      

  Formalise a procedure for 
processing Injury Allowance 
applications. 
 

December 
2014 

     

6 MANAGEMENT OF 
DISABILITY 

Develop NIAS guidance and related 
training for Managers on the 
Management of Disability. 
 

March 2015       



NIAS Health & Well Being and Attendance Management Action Plan 2014/17 Version 2 

 H u m a n  R e s o u r c e s  &  C o r p o r a t e  S e r v i c e s  D i r e c t o r a t e  
 

Page 3 

7 MANAGEMENT OF 
STRESS RELATED 
ABSENCES 

NIAS to participate in cross border 
research in relation to critical 
incident stress management. 

March 2015      

  Research various models for 
providing support to staff 
experiencing stress due to critical 
incidents and make 
recommendation on an appropriate 
model for NIAS. 

March 2016      

  Engage with BITC to audit stress 
levels within the organisation, 
develop relation action plans, and 
consider learning outcome. 

March 2015        

  Continue to work with Carecall 
Conduct quarterly meetings with 
Carecall to review employee access 
to appropriate counselling services. 

Ongoing      

8 MANAGEMENT OF 
ADDICTION 
RELATED 
ABSENCES 

Develop NIAS Addictions Procedure 
and related training for Managers. 

June 2015      

9 HEALTH 
PROMOTION 
ACTIVITIES 

Continue to work with Occupational 
Health Department in the promotion 
of staff health & wellbeing. 

Ongoing      

  Promote the uptake of the annual 
Flu vaccination programme. 

Ongoing      

  Continue the three year rolling 
programme for Hep B vaccinations. 

Ongoing      

  Provide opportunities to 
promote/disseminate information to 
staff regarding health and well-
being. 

Ongoing      
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