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Minutes of NIAS Trust Board held on Thursday 26 June 2025 at
10.35am in the Boardroom, NIAS HQ, Site 30, Knockbracken
Healthcare Park, Saintfield Road, Belfast BT8 8SG

Present:

In
Attendance:

Apologies

Mrs M Larmour
Mr D Ashford
Mr P Corrigan
Dr P Graham
Ms M Paterson
Mr N Sinclair
Ms M Lemon

Ms L Donnelly
Ms L Charlton
Mr S Mullen
Mr J McPoland
Mr A Hopper
Ms C Barnham
Mr F Dillon

Ms S Beggs
Mr J Dennison

Mr P Quinn
Dr N Ruddell

Chair

Non-Executive Director
Non-Executive Director
Non-Executive Director

Chief Executive (Interim)

Director of Operations (Interim)
Director of Human Resources &
Organisational Development (HR &
OD)

Director of Finance (Interim)

Director of Quality, Safety &
Improvement (QSI)

Director of Planning, Performance
& Corporate Services (Interim)
Comms Manager

National Ambulance Violence
Prevention and Reduction
Operational Lead (AACE)
National Ambulance Violence
Prevention and Reduction Officer
(AACE)

Violence Reduction Case Manager
Temporary Board Secretary

MNon-Executive Director
Non-Executive Director
Medical Director

1 Welcome, Apologies & Declarations of Conflict
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The Chair welcomed members to the meeting and noted the
apologies received.

The Chair also welcomed Mr McPoland, Comms Manager,
attending the meeting as an observer and advised that colleagues

from AACE are attending for item 6.

The Chair reminded those present that they should declare any
conflicts of interest at the outset or as the meeting progressed.

The meeting was declared as quorate.

Previous Minutes (TB26/06/2025/01)

The minutes of the previous meeting held on 15 May 2025 were
APPROVED on a proposal from Mr Ashford and seconded by Mr
Corrigan.

Matters Arising (TB26/06/2025/02)

Members NOTED there were no Matters Arising.

Chair's Update

The Chair confirmed that all NED appraisals are now complete and
have been submitted to the Department.

The Chair attended the Long Service Medal Ceremony on the
evening of the last Trust Board Meeting, and commended Mr
McPoland and colleagues on a very successful event.

The Chair attended the National Women's Network on 17 June
2025 and gave a presentation on her experience as a woman
leader. The Chair was impressed by the number of good practice
initiatives occurring nationally and as a result has asked for a
meeting with Ms Laura Turley to talk through some of the
initiatives.
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The Chair has met with Christine Collins, Chair of RQIA, they
discussed the GIRFT report and RQIA review service
reconfiguration at SWAH. The Chair has asked Ms Paterson to pull
together an update on the recommendations from those reports to
provide assurance to the Board. The Chair briefed Ms Collins on
MNIAS governance structures and has offered her to attend a future
Trust Board Meeting.

The Chair confirmed that Director objectives for 2024-25 have
been signed off at the recent Remuneration Committee and
objectives for 2025-26 are in place. The Chair wished to formally
recognise Ms Paterson for her efforts in finalising objectives for the
required deadlines.

HSC Trust Chairs met with the Interim Permanent Secretary on
Tuesday evening, where areas of focus were reiterated, including
the financial savings plan for 2025-26 and the proposal to establish
a Shared Committee in Common.

Mr Corrigan referred to one of the recommendations from the Audit
office being in relation to regulation and oversight of the
independent ambulance sector. Ms Charlton advised that the DoH
have indicated they plan to consider regulation of independent
ambulance providers in parallel with the current review of non-
emergency transportation services.

Chief Executive's Update

Ms Paterson acknowledged the last six weeks had been
particularly intense for NIAS and placed on record her thanks and
commendation to all staff and commanders who responded during
the recent civil unrest in Ballymena and other affected areas. She
further acknowledged the personal sacrifices made by staff
redeployed at short notice, and highlighted the support and
commendation received from the Department of Health and the
Executive Office. Initial reflections from the internal debrief have
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been very positive, and NIAS will continue to learn from these
events and strengthen resilience and multi-agency relationships.

Turning to regional ambulance handover reform, Ms Paterson
confirmed that this remains a Ministerial priority, with an interim
target to eliminate >2-hour breaches and a longer-term ambition to
move towards a 45-minute standard. £10m regional funding has
been identified to support this work ahead of winter, and four key
performance measures will be used for accountability. NIAS, as
RCC host, has proposed and secured agreement that RCC will
coordinate delivery on behalf of Trusts. The Minister has also
agreed to quarterly accountability meetings with trade unions to
monitor progress, recognising the importance of timely crew
release for patient outcomes and staff welfare. Ms Paterson
stressed that ED engagement will be central to successful local
implementation and suggested a workshop with clinical leads who
had visited London to share learning from the W45 model.

Ms Paterson informed the Board that NIAS is participating fully in
the development of a regional Committee in Common (CiC),
alongside the five geographical Trusts, with NIAS's own CiC
structure being established from July. She emphasised that this
would complement, not replace, NIAS's statutory governance
arrangements, and will provide a mechanism to address shared
challenges across the system.

She reported that on 23 May the Interim Permanent Secretary had
visited NIAS to review its contribution to the wider system reset
plan. This initiative seeks to address financial pressures and drive
sustainable transformation, with ambulance handover reform
recognised as a critical enabler of flow and workforce resilience.
NIAS is also leading the regional Falls Workstream as part of this
reset and is contributing to the Support & Intervention Framework
to align with system accountability arrangements.

Ms Paterson highlighted NIAS’s ongoing investment in quality and
workforce. On 25 June she attended the Quality Improvement
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Level 2 Graduation, where 13 staff presented 11 projects aligned
to the Quality Strategy.

Ms Paterson also welcomed Year 13 students participating in
NIAS's second annual work experience week, and the intake of 24
newly qualified and 5 qualified paramedics who have joined
operational service.

Ms Paterson noted the completion of DAO training on 4 June and
the first meeting of the Culture Programme Board on 16 June.

Finally, Ms Paterson thanked Ms Donnelly and colleagues for their
work on the Annual Report and Accounts, which received a
satisfactory audit outcome. She noted that this was Ms Donnelly’'s
first year-end as Director of Finance and commended the excellent
result.

The Chair thanked Ms Paterson for her comprehensive update,
which was NOTED.

AACE Presentation: Violence and Aggression Work
(TB26/06/2025/03)

Mr Mullen introduced AACE colleagues, Mr Adam Hopper and Ms
Clare Barnham who have been working with NIAS for a number of
years, particularly with Mr Frankie Dillon, violence reduction lead.

Mr Hopper explained they provide support to all ambulance
services, including those in the devolved nations. The violence
prevention has been hitherto funded by NHS England. However,
due to its dissolution, this funding will soon cease.

Mr Hopper shared promotional footage from four years ago which
was shared on all social media platforms that demonstrates the
abuse staff receive, not just front-line staff but call handlers also.
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The Chair queried why there is a significant decline in the last year.
Mr Dillon said there is nothing tangible to prove why but the
introduction of body worn video in the last 12 months could be an
enabling factor.

The presence of weapons has increased by 14% in the last five
years and the Chair suggested it may be worth linking with the
PSNI regarding related incidents as this will most likely correlate
across and help form a preventative strategy.

Trust Board discussed leadership within NIAS in terms of the use
of body worn videos and that staff should be encouraged by station
officers and peers to use them. It was queried if the use of BWV is
mandated, and Mr Corrigan said the policy states staff were
mandated to carry and wear but not record.

Figures show that 30% of staff are signing out cameras and since
the recent civil unrest this has increased.

The Chair said this poses a strategic risk if staff are in a
challenging position and also a health and safety risk if there is a
lack of evidence.

Mr Dillon continues to work with the Comms team to consistently
get the message out to encourage staff to wear BWV cameras.

Some staff have been reluctant to use BWV cameras as they were
concerned these may be used for disciplinary matters, this has not
been the case and staff are now gaining trust.

Mr Dillon said there was an e learning package delivered with over
800 completed. There are a host of reasons that staff don't use
BWYV, but Mr Dillon's team continue to promote, encourage and
provide different solutions.

Mr Hopper said the same challenges are represented across the
country, but uptake is starting to improve. There is a BWV charter,
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governance and policies for staff to feel safer in the use of BWV
Cameras.

Ms Barnsley advised that they are encouraging Trusts to move
away from the “zero-tolerance” approach to violence and
aggression and engage in a health and preventative strategy. .

The team continue to collaborate with other partners e.g. PPS,
CPS and Health Ministers to facilitate a partnership approach.

The immediate priorities were discussed which included ongoing
education and encouragement of staff to report and use cameras.
Mr Dillon and Mr Henry are working on a staff survey to gain
intelligence on how NIAS can support staff and help manage
violence and aggression.

There is a plan to develop a business plan with options on how to
deliver refresher training for staff on conflict resolution.

Mr Ashford referenced another campaign 'we're the target, you are
the victim' and suggested it may be worthwhile considering joint
training with other blue light services, in particular NIFRS.

Mr Hopper said there are many models within other countries and
Ms Paterson added that NIAS will collaborate with other services in
NI to share resources and learning.

The Chair thanked colleagues on behalf of NIAS Trust Board and
they acknowledge this is a key priority and welcome the good
overview and oversight. She thanked Mr Dillon for what he has
taken forward and prioritised to date and welcomes Mr Mullen’s
oversight in this area.

Corporate Risk Register (TB26/06/2025/04)

Trust Board NOTED the substantive changes since the last time
the CRR was approved at Trust Board in February 2025, which
has been discussed at GARAC.
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Risk 825 (PCS Capacity) may be reconsidered due to the
timeliness of recruitment and Ops Structure Review. Mr Sinclair
confirmed that Mr Neil Duncan has a plan in place and doesn't
think it will need escalated again.

Dr Graham said the risk register is working well particularly with the
new element of assurance and the fact it has reduced down to 15
items demonstrates the improvement. He thanked Mr Mullen, Mr
Henry and the team and confirmed the GARAC Committee
approved the CRR for Trust Board to note at today's meeting.

Performance Update (TB26/06/2025/05)

Mr Mullen introduced the Performance Report which has been
revised following feedback from the Committee and it now contains
an Executive Summary highlighting the significant matters of the
Key Performance indicators and actions being taken to address
performance throughout the trust.

Trust Board NOTED the report which outlines the key performance
metrics up to and including the 31 May 2025

Mr Mullen said that system performance in terms of hospital
handover is still very challenging, and actions are being taken to
address. The Trust is working actively with RCC on a daily basis
on this issue.

The Chair pointed out a minor error on the first line on page 3
(should be April 2024) and Mr Mullen agreed to amend.
It was noted that the section on page 4 regarding safeguarding
referrals needs to be updated.

ACTION: Mr Mullen

Mr Corrigan said the SPF Committee are satisfied with the style
and content of the revised report and pointed out there may be
occasions that this report will go to Trust Board before going to
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SPF. As SPF the agenda is expanding and may not have the time
to delve into everything in more detail the Committee will
endeavour to ensure they are prioritising the right matters and will
review at the NEDs meeting in October.

Committee Business (TB26/06/2025/06)

Trust Board NOTED the summary of items listed at Committees
since April and the Committee / Trust Board forward Work Plan.

Dr Graham has agreed with members of the GARAC Committee
that they will schedule an additional meeting in February 2026 to
review the progress with Internal Audit.

Any Other Business

Committee ToR on website

Ms Beggs said that following a meeting with DoH Sponsor Branch
it was requested that NIAS Committee Terms of Reference are
added to the website and Ms Beggs sought Trust Board's approval
to do so.

The Chair agreed but asked for a caveat to be added stating that
the ToR are part of an ongoing governance review.

The Chair thanked members for their attendance and contribution
at today's meeting and reminded members that there will be cyber
training at the end of the next Board Meeting on 28 August 2025.
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THIS BEING ALL THE BUSINESS, THE CHAIR CLOSED THE
PUBLIC MEETING AT 2.30PM.

SIGNED:

DATE:

10
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The Chair pointed out a minor error on the first line on page 3
(should be April 2024) and Mr Mullen agreed to amend.

It was noted that the section on page 4 regarding safeguarding
referrals needs to be updated.

INDIVIDUAL UPDATE
ACTIONING
PUBLIC
1 | 3 — Performance Update SM Performance Report

updated on 27 June and
replaced in files, on DT
and on the NIAS website

Pagelofl
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TRUST BOARD
PRESENTATION OF PAPER
Date of Trust 28 August 2025
Board:
Title of paper: Trust Board Performance Report

This paper is presented to Trust Board for noting

This report outlines the key performance metrics up
to and including the 30 June 2025.
Brief summary:

The executive summary within the report outlines
the Key Performance indicators and actions being
taken to address performance throughout the trust.

Recommendation: For For
Approval Noting

Previous forum: | If applicable

Neil Walker (Head of Performance)
Prepared and
presented by: Seamus Mullan ( Director of PPCS)

Date: 15 August 2025
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Executive Summary

Qperational Parformance:

Demand:
' Call answer demand in the EAC decreased by T.5% in June 2025 compared 1o June 2024,
*  Incidentdemand remained broadly consistent year-on-year.
d The daily average of patients conveyed 1o hospital was 320, representing 2 4% decrease compared 1o June 2024,

Response Times:
. Perfarmance against national standards remained a significant challenge across all categories,
Category 2 response fimes ware notably conceming at BT minutes, up from 52 minules in June 2024,

Actions to Address:

+ Automated Category 1 dispaltch is currently in test phase, with future rodlout planned 1o improve control room efficiency.
+  Work continues to mitigate the operaticnal impact of emergency leave and sickness absence.
+ A demand and capacity review of operational staff has complete, and work is underway to develop a strategic implementation plan for the next 10 years.

Clnical P i

Clini ar Sea & T
+ Clinical Hear & Treal increased 1o 7.8% in June 2025,

. Clinical See & Treal roze to 11.6%, indicaling progress in managing patients without hospilal conveyance
Complax Cases

: 2% of all control room calls wera from complex cases.
' Invastment in a dedicated team is essential o improve response strategies for this cohort.
f ital
Please note data only available to May 2025 due to data lag.

Median ROSC for all arests improved from 21.6% 1o 24 4%,
' Shockable fwihm ROSC median increased from 47 6% Lo 50%.

. 30-day survival for cardiac amest rose from 7.1% 1o 7.4%; shockable rhythm survival increased from 23.8% to 25.0%.
Actions dre

* Conlrol room strategies are being refined to improve clinical triage and decision-making.
+ Training and development remain key to enhancing See & Treat rates.

= Expansion of the Advanced Practice Paramedic tier is under developmeant.

«  Conlinuous professional education underping OHCA gulcome improvements.
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Executive Summary
System Performance:
Handover:

* Owar 8,000 hours were lost dus o handovers exceeding 15 minules, a 5.5% reduction from May 2025,
- Despite reduced patient conveyances, 168% of armivals waited over two hours,

Actions to Address:

«  Ongoing engagement wilh regional coordination teams and acule rusts lo tackle prolonged delays,
«  Handover perlormance is racked via monthly oversight metrics

HM*EMIIE! Performance:
"HB. Any Performance Data shown for March & April 2025 is subject to engoing Quality Assurance checks fellowing unforeseen data quality issues resulting from the full installation of the new CAD system in Morch 2025,

Therafors, the performance data for these months is subject to change following complotion of the QA& processes™".

+ Fallowing on from the improvements in the share of acfivily to be completed by MIAS PCS rescurces aver the past Z years, a new improvement farget has been set for PCS efficiency as 5% above the level achieved in
2024725, In Q1 202526 we have increased PCS activity by 11%.

+  The needs led additional LAS depioyments are significantly reducing the number of "Canceliations by NIAS, June "25 figure was down by 53% in comparison to June "24

+  Non-Emergency aclivity 181 quarter in 202526 has increased by 4.2% compared to the same period in 2024/25.

Actlons to Address:

= Loading Factor has reduced to 1.33, and 1.42 for guipatien! journeys, Further improvemen! will be dependent on progressing issues such as, better matching staff rotas to service need and significantly reducing the vacancy rate
of ACA posts. In addition, future consikderation is required in respect of undarstanding loading factor as a measure of efficiency in planned versus unplanned activity (outpatient / scheduled treatments versus discharge! transfers,)
where responsiveness and agilily may be mone deterministic of same.

«  Pearformance against Pabient Experience KPls remains low. A programme of engagement wilh renal dialysis patients is ongoing, led by the Trust's PP Lead to discuss and seek views on the most appropriate patient experence
KPIs fo be measured in the future

Indapendent Ambulance Performance: *please note - due to u de of the CAD system within Mon-Emergency data is un ilable for r end at this time®.

Patient Expeniance
= KPP Inward joumeys = 2024525 average of 48% compliance an increase from 41% in same period 23/24. Of the non-compliant journeys 56% were within 30 minutes of the targel.

+  KPI 2 Qutward Joumeys — 2024025 average of 60% compliance a decrease from 65% In same penod 23724, Of the non-compliant Jourmeys 57% weare within 30 minutes of the target.

F'mduntivi_lr
+ In June "25 1AS activity accounted for 29% of non-emergency activity up from 24% in June "24.
*  Increased use of 1AS s due lo vacancies within the tier, deployment of specific discharge vehicles and a targeting of redusing cancellation rates. Canceliations by MIAS in June ‘25 wera 53% below June "24 figure
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Executive Summary

Service Quality and Qur People:

Sernous Adverse incidents, Complaints, Compliments and Care Opinion:

«  There have bean 10 potential SAls reviewead, with the Trust notibdng 3 during June 2025, The Saweek imelrame for submission of SAl repoerts to SPPG remains chalienging and the current average time for completion
has decreased o 98 days (14 weeks) down from a previous 104 days, which is in line with the 23724 average of 88 days, Operational demands impaciing tmely completion of 34l reviews have been discussed at AD
level, and the SAI Team are working wilh operational colleagues to improve this position and seek alternative solulions for improvement

«  During Jure 2025, the Trust received 28 complainis, processed 20 compliments, and & Care Opinion stories, No complaints were accepted by NIPSO for investigation. Performance against the 2-day acknowledgement
KPI remains strong at 100%. The percentage of complainis responded to within the 20-working-day timeframe improved by 4% al 48%. Operations are supporting a trial involving a dedicated part-time investigator (bank
staff} o progress complaints investigations and reduce workload pressures at Station Officer level; early indications suggest this ks positively impacting the timaliness of complaint resclutions and identified leaming and
will hedp inform the options paper currently being developed lo support the implementation of the new Model Complaints Handling Procedure published by NIPSO on 1 July 25.

Actions to Address:
+  The SUFT continues 1o work collaboratively with operational teams 1o address these constrainis and at AD level to improve response timeliness.,

To suppeort improvement, SUFT is working closely with operational senior management and developing an oplions paper to explore alternative investigative mededs thal enhance response times and strengthen learning cutcomes.
Ongeing engagemeant with coterminous trusts (o address system wide pressures that are impacting the ability of NIAS to respond to patients in the community.
*  The SAl team, proactively continues to work collaboratively wilth operational leams to address (hese constraints and at AD level to improve responsa imelingss

Absence Manageament:

Tha Financial Year Sickness absence rate is 8.00% for the trust. June 2025, monthly sickness absence rate has increased to 9.30% from 9.17%.. Thare has been a marked improvemant in companng the June Year on
Year positions, whare June 2024 was 11.00%.

»  G6% of the Trusts sickness absence is contained within the following calegorias (Mental Health, Injury | Fracture, Miscellaneous, Influenza and Untoward accident).

= The largest calegory for sickness absence within the trust is for mental health reasens, wilh siress being the prevaient reason,

«  Oecupational Heatth medical referrals had an 11-day average wail and physio referrals had an 11-day average wait against a target of 10-days and S-days respectively.

Actions to Address:
»  The Trugt has a range of stralegies (0 support those who experience exposure to trauma and other mental heallh issues including stress. These include a wide range of (alking and other therapeutic interventions.

»  The Trust's Health and Wellbeing Strategy also focuses on pro-aclive measures 1o support mental and physical health and wellbeing.
+  QOccupational Health action plan agreed belween the trust and BHSCT to improve quality of referrals and increase prevention and early intervention programmes
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Corporate Scorecard >
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June 2025 >
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Corporate Scorecard > Key Performance Measures

Corporate KPls - Our Peaple

June 2025 >

D
&.1] Monthly Percentage of Hours Lost the| ujxl 9.2% f\/-\,
&.2] Cumulative % Hours lost from Sickness thel 10,14 9.65< \/-\
&.3] Cumulative % Hours lost from Short Term Sickness thol 2.2 2.14 J"f\
6.4] Cumulative % Hours lost from Long Term Sickness tho mscl \/\
Corporate KPls - Our Communities will continue to value and trust us

7.1| Number of potential SAls reviewed e J M‘
7.2] Mumber of SAls notified NiA) mI
7.2| Number of Complaints A 1u|
7.4} Number of Compliments Nt A) 27 A’M
7.5] Nmber of patient stories received s 10} /\)\/\J
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crvmrrmarees 5 oo

The level of demand each month has a direct relationship on our performance meftrics. Ensuring we make the most appropriate response is critical 1o managing demand effectively and therefore making the
mast of our resources and capacily to respond to our most critical patients.

The analysis below describes: Calls Answeared and Call Answering Perfermance
999 Calls Answered Call Answaring Parformance and Duplicate Calls
e e

SO0
’ AnaMy FHoray L2 Ly Wy VP depetd e LI o]
i

SEgmrher
« June 2025 has seen a decrease in demand levels of 7.5% when compared with June 2024, The call answer demand into EAC for 202526 Financial Year to date has saw a decrease of 1% when
compared with Financial Year 202425

anthly Demand Dugcats Calls [ corripared weih Call deswer Perlrmance [

Sl o i

ST I ——

o June 2025 saw an average of 626, 899 calls per day being answered by EAC which is a decrease from 677 calls per day in June 2024,

« Call Answering performance decreased from the expected outturn position, considering a reduced call demand in June 2025, The June 2025 call answering performance was 87% for the month.

« Duplicate Calls remainad high in Juna 2025 at 7,731 which iz a decrease of 23% when compared with June 2024,
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crvmrrmarees 5 oo

The level of demand each month has a direct relationship on our performance meftrics. Ensuring we make the most appropriate response is critical 1o managing demand effectively and therefore making the
mast of our resources and capacily (o respond to our most crifical palients,

The analysis below describes; The Demand for Ambulance respoenses and The numbers of patients conveyed to Hospital

Response Demand Conveyances to Hospital

Patients Convayed per Month

W W RE e ET

imf‘h

+ June 2025 has seen a very small increase in Incident levels of <0.5% when compared with June 2024, The incident demand for 202526 Financial Year to date has also decreased by 1% compared with
Financial Year 2024.25,

Patienie Convvisye

« June 2025 saw an average of 482 incidents per day requiring an ambulance clinical response.

+ Jdune 2025 conveyances decreased by 4% when compared with June 2024, The numbers of patients conveyed 1o hospital 202526 Financial Year lo date has also decreased by 5% compared with
Financial Year 202425,

« June 2025, saw an average of 320 patients conveyed to hospital per day.
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Latest
Month Jun-25

Current Performance Benchmarking (Latest Month)

Target Latest Month | YTD (from Rolling 12 | National Data Best in Ranking
April) Month Class (out of 12)
Category 1 response - Maean - 00:11:52 00:12:03 || 00:07:55 | 000620 [ 12
Category 1 response - 90th Centile | 15 Minutes | - 00:21:30 00:22:53 ” 00:14:05 | 00:10:55 | | 12
Category 1T response - Mean |19 Minutes | _ 00.15:30 00.15:57 “ 00:09:39 I 00:07:11 ‘ l 12
Category 1T response - 90th Centile | 30 Minutes | _ 00:28:19 00:30:17 || 00:17:25 I 00:12:11 | | 12
Category 2 response - Mean 18 Minutes | - 01:02:22 01:03:11 || 00:29:37 | oo2127 | 12
Category 2 response - 90th Centile | 40Minutes | - 02:19:12 02:20:49 || 01:00:14 | 00:43:01 ||| 12
Category 3 response - Mean 022737 || 021251 02:24:38 || 01:44:56 | oos109 | 1
Category 3 response - 90th Centile |  2Hous | - 06:02:33 062511 || 035908 | oussas [ 12
Category 4 response - Mean 00:50:45 ] 01:58:37 020519 H 02:20:40 I 01:04:14 ]Il i
Category 4 response - 90th Centile 3 Hours -| 02:46:58 04:31:59 l | 05:15:10 | 02:28:27 |l| i
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CATEGORY 1 and CATEGORY 2 Response Times are measured based on the mean and the 90th centile of the response fime provided.
The target for a CATEGORY 1 call response time is 8 minutes (15 minutes for the 90th centile ).
The target for a CATEGORY 2 call response time is 18 minutes (40 minutes for the 90th centile).

CATEGORY 1 Performance CATEGORY 2 Performance

Menlbly Analys:s [ty Anabys= Ay Dy Andtric

. Category 1
| = June 2025 Category 1 mean response time was 12 minutes 20 seconds; while the Category 1 90th centile was 22 minutes 11 seconds,
+ June 2025 saw a challenging period Category 1 mean response position for the Trust, This is replicated on the Category 1 90th centile performance.
Category 2
|+ June 2025 Category 2 mean response time was 67 minutes 59 seconds; while the Category 2 90th centile was 2 hours 33 minutes 54 saconds.
| + Baoth the Category 2 mean and 90th centile response times remained challenging through June 2025. There are a number of actions that have been parliculary impactful on performance -
| Persistence in handover delays >2hr, oullined in slides further in this paper.
Action short of Strike (AS0S) is impacting our catenaory 2 response times.,
Changes to the working arrangements of relief staff at the start of shift.
Realising crews at ED at the end of shift with oncoming crews.
«  Providing staff with compensatory rest for thosa late finishes over 1hr.
| * The defay in this calegory 2 response time is having a significant impact on patient safety

i B G 1P} Fif LINNCE o - W IoOGK] L 1 Haalthca Har deiinel g 18 Bz | wiasm s | L1y
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?

Response Times

T

CATEGORY 3 and CATEGORY 4 Responze Times are measured based on the 30th centile of the responsa time provided.

CATEGORY 3 Performance

CATEGORY 4 Performance

Monihly Anaiyss

Dy Aralysis

BT e (3 e Ol B e 1 e Dl [ SET e B ver B3 e
= JE
L]
-
2 i%
£" :
3 F
s A, £
" ¥R By N FI
gy I.‘:"‘l'- gy b LT
A
i
K ]
=43 L& ¥y &0 H : £ 5 | s |
Frist P EE TR LR LT E] iy P o i
2 Fom E ;i | 3 -2 i i =ty i ¥ & ]
{23313 i fgzeild e
-1l =] ju]
et Dy

+ As ouflined in the previous slide, category 3 response fimes are impacied by the same rool causes.

and response imes can be impacied significanily on a daily basis.

Category 3
« June 2025 Category 3 mean response lime was 2 hours 27 mins, while the Category 3 90th cenlile was & hours 27 minutes, over 4 hour above target.

Category 4
+ June 2025 Category 4 mean response lime was 50 minutes; while the Category 4 90th centile was 1 hour 20 minutes. It must be noted that the volume of Category 4 calls received by NIAS is vary low
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Efficiamt Job cycle times are critical to our response 1o patients across the region.

Below is an analysis of the trends in the Average Job cycle times for our emeargency calls.

Convoyed Job Cycle Times I Non-Conveyed Job Cycle Times

B Lal o= @A ocsted T eAdon- - @8 SO @ickcens @7 el ans @ Sceos ol oatorn @ arag s L s o w0 e R e e T e o A e T e e T i e
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|
\
/
|
|
/

¥

Conveyed Average Job Cycle Times
*  June 2025 Conveyed average job cycle fime was 2 hours 389 mins (159mins), when compared with June 2024 the average job cycle time was 2 hours 38mins (159mins).
+ The 2025.26 YTD conveyed average job cycle time is 2 hours 39mins . whilst in 2024 .25 the average job cycle time was 2 hours 37mins. This is an increase of 1mins between the two periods.

Mon-Conveyed Average Job Cycle Times
+ June 2025 Non-Conveyed average job cyole time was 1 hour 26mins (86mins), when compared with June 2024 the average job cycle time was similar at 1 hours 20mins (80mins).

» The 2025.26 YTD Mon-Conveyed average job cycle time is 1 hour 25mins, whilst in 2024.25 the average job cycle time was 1 hours 19mins. This is an increase of 5 mins between the two periods,



Agenda 6/6 - 02 - NIAS Trustboard Performance Report July 2025.pdf

Northern Ireland Ambulance Service ﬁ,‘
W/ Health and Social Care Trust Gy

gL

Back to Agenda

>

Planning has commenced o identify the key projects for the delivering value programme for 202425, service improvements will be identified and implemented threugh the programme and
regular updates will be provided to Trustbeard throughout the year.

Engagemenl sessions have commenced across the organisation to inform managemaent and Trade unions of the Operational Restruciure proposals, that will be implemanted within the
organisation over the coming manths, Communication strategy being developed to inform wider arganisation of the proposals. Scheduled Care has been laken forward further with job
evaluation and imminent adverising of posts to support the new structure and team-based working. This includes the appointment process for the AD Unscheduled Care (interviews

complete)

Additional mitigation has been employed at the end and slarl of shifts to reduce the impact of lale finishes on staff. The Trust is currently using its own staff to relieve crews at ED. This
essantially means that these crews coming on shift are tasked to make their way to Emergency Depanmants to aliow those crews finishing to get away as close to their finish time as
possible,

Automated C1 dispatch is being implemented in line with new technology within the EOC to further improve performance as well as further areas that can ba automated for further improved
efficiencies.

Emergency Annual Leave SOP compiete and endorsed by AD forum moving forward through required governance for approval and distribution once complete.
Ongoing focus to support of absence management KPI lo pramole and improve management and rates
Work is being prioritised 1o develop principles and approaches to introducing enhanced rotas to support staff health and wellbeing, along with delivering operational covar during times

palients require the Trusts services. A scheduled trial in the SE was due to commence Q4 24425 and following consultation with TU postponed. Ongoing engagement lo drive forward
improvements and included within RMC audit for improved schedule and implementation going forward

Challenges with Duplicate Call continue to persist at a high levels within EQC as oullined earlier in this report, EOC has reviewed the process and how it can be address, with the review of
the delay scripts within EOC 1o deal with these callers, whilst ensuring patient safety. Alongside this, SMS messaging continues to be sent to 999 callers (with exception of Category 1 and
HCP calls) from mobile phones informing the caller to only call back if there is a change in the patient's condition.

A dashboard has been designed for ulilization within ECC, o enable the EMD's, ICH and Control Officers real time data to inform patients of the mean response limes within the area
based on the last 24 hours. Furlher benefits include eardy indication of CSP escalation divisionally and regionally amongst other areas of benefit to operations
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The level of demand from Complex Cases has a direct relationship to demand in our Contral Room. Ensuring we manage these patients affectively is critical 1o managing demand effectively and therafore
making the most of our resources and capacity lo respond to our most critical patients.

The analysis below descrnbes; Complex Case aclivity and velumes within the Trust

Complex Cases
Me. of Comples Case calls and the % of these calls of al! calls answered
Aprl 2023 - June 2025
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June 2025 saw Complex Case calls at 8% of all the calls answered within the control room, a tolal of 1,463 calls were made by complex cases.
When comparing June 2025, thare was a 35% decrease in activity from these service users than the activity in June 2024,

A recent evaluation of complex cases across the region has noted that these service user's interactions across all trusts are showing an increasing trend. Therefore, interventions to suppon these
service users is critical to manage demand.
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The level of demand each month has a direct relationship on our performance meftrics. Ensuring we make the most appropriate response is critical 1o managing demand effectively and therefore making the
maost of our resources and capacity to respond o our most crilical patients.

The analysis below describes: NIAS Clinical Hear & Treat and Clinical See & Treat

Clinleal Hear & Traat Clinical See & Treat

Monthly Hear and Treat % Monthly See & Treal %

i

June 2025 saw the Hear and Treat rate fall short of target at 7.8%, 936 calls were discharged or { Ao , , " )
referred by our clinicians within the control room during the month. A significant number of patients Ju""::ﬁ& iee & T'E.a" '::E wﬁ' 1.:62_‘?* w;m!;' v “bm';rm} dmmgmnspe 8 Tr::toe duning the
dealt with by clinicians in our control foom, maonth. Work is ongoing to work with Trus! improve performance w ] .

2025.26 YTD outturn position is 8.1% 2025 26 YTD outtumn position is 11.6%

" ) . . . . . The Acule Ambulatory Unil has opened within the Causeway Hospital since the pervious reporf and
Work continues fo train and develop the Clinical hub to realise a continued improvement in the Trust's o e iy
Hear & Treat rate as we move through 2025.26. the Pathway leads are raising the profile of the new facility throughout the organisation.
The new clinical approach within the team is continuing to be revised and developed to drive greater xvﬁmﬁ:‘? I'.II.':: ';P?sm'i :12?;; uiﬁlb:b:f::-:g wi:h;: alh;ﬂpnir:‘:c:':tnhm. g Wivedition syl
afficiency within the leam by focusing on the most beneficial calis. P s * ug R ’

The aimed improvement trajectory is to increase See & Treat to 15%.

The aimed improvement trajectory is o increase Hear & Treat to 10%.
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Clinical Care Performance

>> Out of Hospital Cardiac Arrest (OHCA) >

Dalivering out of Hospital Care is a cone outpul for NIAS. A small volume of these patients suffers a cardiac arrest, the incidence of mortality from these incidents is high and the MIAS responze and

management is crilical lo promaole survival,

The analysis below descrbes: NIAS Retum of Spontaneows Circulation (ROSC) Rates for Workable Arrests and Shockable Rhythms

ROSC Percentage of OHCA for all Workable Arrests

ROSC Percentage of OHCA for Shockable Rhythms

% of Workabk: anea

MIAS Percentage of OHLA Al Workabhle Arreuts ROSC
famuary 2027 - May 2025

e 1 e . ST . - T R - R - . B R R - RN - . . SR - S - TR -
F W P A WF g B A T g
Boleriths

e (Rpprry iy o oww Riegisflo—

The goal of 30% is taken from banchmarking other UK The goal of 30% is taken from
benchmarking other UK trusts.

This graph demonsirates a shift in the median of ROSC onwards from 16.9% in 2022, to 22.54%
in 2023 and 21.24% in 2024,

Itis noted there is variance across the second hatl of 2024 and the improvement team continues
to review and understand these varables.

The impact of annwal education delivery from across 2024 and 2025, aligned to ather changes
defined would be highlighted as changes in practice would explain these changes.

There is a need to continue the focus on this measure and improve parformance.

carvioes | Morih

MIAS Percentage of OHCA Shaocksble Rhythma ROSC
amvuary 2022 - May 2025

% o] Shorkahis Rivyiheet RIS

Bperidi

e i A - S E et — 0

The goal of 50% is taken from other UK trusts outcome performance,

It is noted there is varance across the second half of 2024 and the improvemeant team confinues
o review and understand these varables

This graph demonstrated an increase in the median for ROSC for shockable cardiac rhythms
from 34.74% in 2023, to 50% in 2023 and 40.43% In 2024.

Improvement in this patient cohort has been impressive and further work is ongoing lo
understand how to make these oulcomes more consistent and optimise all ROSC oppartunities.
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Emergency Demand Performance >> Out of Hospital Cardiac Arrest (OHCA) >

Dalivering out of Hospital Care is a cone outpul for NIAS. A small volume of these patients suffers a cardiac arrest, the incidence of mortality from these incidents is high and the MIAS responze and
management is crilical lo promaole survival,

The analysis below descrbes: NIAS OHCA 30-day Survival and 30-day Survival Shockable Rhythms

OHCA 30-day Survival OCHA 30-day Survival Shockable Rhythms
MNIAS Percentage of OHCA 30 Dey Survival NIAS Percentage of OHCA 30 Day Survhal for Sheckable RRyihma
karary 2022 - May 2025 Inmiary 2032 - May 2025
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*  The goal of 10% survival is taken from benchmarking other UK ambulance trusts outcome | = The 30% survival aim is benchmarked from other UK ambulance trusts outcome performance. |
performance. : Il = There is a noted dip in survival in September and November 2024, The improvement
= There iz noled increasing monthly variance acress the later hall of 2024, The improvement | programme is still investigating the variables and causes of this.
programme is still investigating the variables and causes of this. { | = There is a marked change of practice 2022 onwards, with an increase in the median from 2022
. There is an increase in survival from 5% in 2022, to 5.8% in 2023 and 6.7% in 2024 [ | of 19.98%, 2023 23.81% and 2024 21.24%,
*  Apositive development for the initial years of the improvement programme and onwards | = Ongoing work is analysing who to ensure there is consistency with these outcomes and wi
trajectory to a minimum of 10% is the focus for the next two vears. i optimise all cpportunities to increase survival,
11
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The usage of electronic patient record is a key anabler of the trust to understand clinical outcomes for patients. This will ensue we make the most appropriate responsa to patients making the most of our
resources and capacily lo respond to our most critical patients,

The analysis below describes: NIAS ePCR Compliance

ePCR Compliance

Trust Compllance with EPCR usage Divisional Compliance with EPCR usage
= = = 5% Torget = = Median

Divisian B H0=Hast @ MNorthem B South Eastern @ Southern 8 Western
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The chart demonstrates the progress made across the organisation with the uptake of ePCR usage across the Trust,

June 2025 compliance across the Irust is 90% against an internal trust standard of 95%. Q1 2025.26, all divisions are showing ePCR compliance in excess of 80% compliance.

Financial Year 2024.25 compliance within the Trust is T8% against the internal standard of 95%.

Work continues across the trust both within the Clinical directorate and Operations directorate to maximise the usage of the ePCR and utilise the data generated to drive improvements across the Trust.
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Critical Cara Cover is a key enabler for dalivery of critical care across Northaern Ireland. This ensures the most appropriate clinical skills are available to deliver the required response to patients requiring
crilical inferventions timely,

The analysis below describes: NIAS HEMS Cover

HEMS Cover

HEMS CSonpuliond Cover | Apr 24 o June 29 HEMS Acdvonced Paramaedc Cover | Apr 24 10 June 28
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The Helicopter Emergency Servica has a target of 98% cover for all the elements that make up the sanvice.

The charts above cutling the trend in cover for our Helicopter Emergency Medical Service, across all elements of the service. Consultant, Advanced Paramedic, Air Desk and RRV cover remains
consistently high throughout the year, April 2025 Consultant cover was a challenge and feel below the 98% target.
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Direciorate of Planning, Performance & Corporale Sardoes | Norherm lretand Ambulance Service | Knockbracken Healthcare Park, Belfast BT3 850 | wwaw.nias. Hson| net
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Work is ongoing within the complex case team {o review the impact of the leam (o support complex cases within the community to prevent unnecessary contact with the service. Currently the team
are evaluating the interventions made with patients (o ascertain the areas where investmeant of time and effart would benefit the service and reduce demand 1o the control raom,

Recruitment of additicnal Pathway Leads within the organisation has concluded and successiul candidates are in post to supper the organisation in improving its See and Treal rates. These postls
will work within division as champions for alternative pathways and work closaly with the CS50 tier to develop decision making within the clinical tiers of the arganisation.

Mewly appointed Integrated clinical hub clinicians are now in post following their training, with the new rota now implemented from March 2024. This Rota is based on call demand for the service,
with a focus on ensuring staffing levels meat the call demand as it commances within the trust. Performance managemeant and clinical avdit mechanisms have bean strategically implemeanted to
quantify and understand the hub's impact, aiming to oplimise its full potential,

The Urgent Care Lizison Desk within Conirol in now implemented to support crews with clinical decision making and alterative pathways for sultable patients,

Key focus pathways lo support the wider HSC syslem for 2024.25 are:
+ Hospital at Home
« Falls
* Mandatory Referrals

Urgent Care Oversight Group (UCOG) is now fully established within the organisation and will govern all the improvement work o progress clinical developments within the organisation, The
improvemeants required to increase the use of the Focus Pathways for 2024.25 will be managed and assessed through the UCOG,

Hospital at Home:
» Work is ongoing within the Southern Trust to develop a pilol for all patients =75 1o be referred directly to the Hospital at Home team.
«  The trust are suppaorting Belfast in the expansion of their hospital at heme team along with service hours available.
« The trust is actively engaged with the South-Eastern Trust in the expansion of the Hospital at Home team,

Trust is working with the PHA to support the developmenis within the Safer Mobility Group
«  MIAS are establishing a Safer Mobility Group intemally 1o review and develop our responsa to patients that fall
« Alignmeni of clinical practice within the frust lo the PHA post fall guidance
Mandatory Refemrals:
« Target the relevant calls via the Urgent Care Liaison desk within EAC (o ensure mandatory referrals are made by staff.
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Our operational efficiency is critical 1o our success. One of our key dependencies is the ability 1o handover a patient in a timely manner when conveyed to hospital, As such, we must strive to be as efficient
as possible whilst always delivering the very best care for our patients.

Arrival at Hospiial o Fatien Handaver Tedal 1oma Logl (Hoors! - Last 137

rHoapitat Artonded Fotsl Handowery % Owes  Total Handowvers . Orwer Totmi Timao Awcrage Handows

A rtan Fang Drr 1Ermime 1 rmdne opnr GOmine Lty Lowt (Moum?  _ Thme (MEnuter) —_— = = |
R Ak s i b S e Crrs s
O TiLL ey Lo ] anh LWL 195 1% a0 ELY IEBjﬁ!éE
BOVAL GRDUS 1@ i = Lz ] B {4 ] A Ay 1850000 Tiae
CALIZEWAY 241 Y 53 B2 H O™ LA %] £na1
ATAGETR i s ‘oai  basee e avave i e In June 2025, NIAS experienced a total of 9,794 lost hours.
AP B e B 108 e e i This is the equivalent of 27 shifts per day where crews are
mse 108 108 8 s . Tean 3zea 330 wailing with patients oultside EDs; 24% of our planned
ik i - S ot i it i et capacity. These lost hours were experienced from 8,801
LAadam ' 3 [ &4 ar 13 LTt (] 1.4ty FRT] RL-¥ 8] i T i
e . — - S . —— e e instances where our crews waited longer than 13mins o

handover their patient at ED. 3,466 handovers took longer
than an hour in June 2025
In June 2025, >70% of the 9,794 lost hours oocurred at the

" ; four ED sites listed below in order of hours lost:
Ulster Hospital {2.0k hours; 92% = 15min; 44% = Thr)
Antrim Area 1.3k howrs; 83% > 15min; 25% = 1hr)
Royal Victora (1.8% hours; 92% > 15min; 43% > 1hr)
Craigavon Hospilal (1.7k hours: 83% > 15min; 43% > Thr)

bonthiy Handoser Thmas

& ® & &

In the las! 12 months, =92% of the handovers exceeded the
15min target at our acute EDs, resulting in circa 128k hours
lost. The lost hours experienced in June 2025 is a decrease of
972 hrs or 5.5% from May 25, whilst the number of instance of
delayed handovers decreased by 5.5% in the same pericd.

T Trond B Baitagt FEORC T @ Morthern LT B L0t0 Dartern AS0T @ Soutwm LT @ Wertem ST

The 9,794 operational hours being lost are equivalent to 816
12-hours ghifts per manth, or 27 12-nour shifts per day.
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Our operational efficiency is ertical to our success. One of our key depandencias is the ability (o handover a patient in a timely manner when mnmﬁrﬂd to hnspulal A.s sum WE must sm'u'a tﬂl ba as afficiant
as possible whilst always delivering the very best care for our patients. - —————————

Area 01 23.24 u_- 23.24 :1’ 73.24 m 3.2 FY23.24 Q1 24.25 2 24.25 Q3 24.25 Q424.25 FY24.25 01 25.26 The table shows the deterioration in >2hr delays by trust from
o] i March 2023.

|+ Q1 202526 2hr handovers have increased by 1.1%
compared fo Q1 2024,.25
« Q1 2025.26 Zhr handovers have increased by 7.2%
compared with Q1 2023.24

Daily Muomber af Handover =>2hrs across the Region | Jan 2024~ June 2025

il The chart to the left is a statistical Process Control (SPC)
120 chart, outlining the variation in the handover process.
o o & Since March 23, the has been a step decling in the 2hr
o ol 3 '_‘1 Oy G B0 B ji backstop performance.
R e P X o Sy | ©) e Y A s
5 j' I I'h.;l'il L 4'__ l . .!%‘k Vo et H .?-1 g ]I The trust is now experiencing an average 59 patients per day
& B0 Lo T | | e et £y .d. XL L e '1 - -i'..' Pk i h o 7 ! |
= 0 n*..,ﬂ'-._." 17 ri'r ey Trrky-:*r,? =g 1= qu i;—- v - e tiia -'|“r l Il being delayed >2hrs before being admitted into Emergency
g e U 0.0 f 7 ]'ﬂ'fi" "! '-'rg‘:'ﬁ ) g05 b E‘ s ot _;. o 7’ depariments across the region.
B s ; - = I?' - v e ————— T —— -
. . ; X = Q ; : - 5 This SPC chart strongly indicates that the processes to
o reduce the 2hr handover delays are showing no signs of

EREREREEEE control over the past number of months.
ey
Ezg?:& E.g . £
P LT The desirable trend would be one that shows a sustained run

of data points below the centre line, trending lowards zero
driving an outcome of sustaining zero handovers >2hrs.
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Non - Emergency Performance >> Actions to improve Performance

This report uses Statistical Process Control (SPC) charts throughout. SPC is an analytical technique that plots data over time. It helps us understand variation and in 5o doing

guides us to take the most appropriate action.
SPCis a good technigue to use when implementing change as it enables you to understand whether changes you are making are resulting in improvement — a key component

of the Model for Improvement widely used within the NHS.
SPC is widely used in the NHS to understand whether change results in improvement. This tool provides an easy way for people to track the impact of improvement projects

SPC charts contain two dotted lines showing the upper and lower control limits, 2s well as a solid black line indicating the average. If there are also targets associated with the
metric these are shown as a red line on the chart. The most recent month’s performance and target is shown in the summary table, if there is no associated target this will be

denoted with a hyphen (-). An explanation of the icons used is included below

Variation Assurance
E i) @ ) &
Special Cause | Special Cause Common C“““-“‘"“T Hit and miss Carnsislunh
Concemni | target subject |
vedation Vaision | Cause lﬂw | tofandom | latgﬂ
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Summary Sheet

Improvement Summary/Actions
Positive variations are identified in 6 of the 9 measures this month. Although data isn’t currently available to update 3 of the 9 measures for May 2025.

NB. Any Performance Data shown for March, April & May 2025 is subject to ongoing Quality Assurance checks following unforeseen data quality issues
resulting from the full installation of the new CAD system in March 2025. Therefore the performance data for these months is subject to change following

completion of the QA processes.

Non-Emergency Services

Lower Upper
‘ limit limit
KP1 1 Arrivals | Mar2s | 4251% |9500%CD5) 3moo% | 33.45% | a256%
KP1 2 Departures | maras | 7200% |95.006@))| e7.42% | esas% | 71s8%
PCS Journey's | Jun 25 6207 5500 |@ = 5338 4393 6383
Cancellations | unzs | a3 | a3 @S| esr 287 1087
|Loading factor Outpatients wn2s | 142 | 180 @) 14 1.31 1.50
PCS complaints | un2s 5 I (] 7 -3 17
Loading factor total | swn2s | 133 | 180 [0S 134 127 1.40
PCS sickness absence | un2s 24 2 @] = 21 a3 |
pCS WTE | ape2s | 233 | 265 || 223 | 208 | 238
|

Back to Agenda
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Non-Emergency Performance
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Productivity Performance

Patient EIF«EI‘iEI'ItE MIAS aims to review the current Patient Experience measures via our Co-Production Partnership team with a view to having patient representatives help us to design a future

KPI1 - That 95% of inward journeys
will arrive within the 60mins prior to
an appointmant time.
CompEanca remains low with Bt
wariabon, Infémogation of the data shows
that the majority of non-compliant
Journgys reach ther destination willhin
30mins of tha lamge,

+  Mon emergancy conirol stall ensure dinect
communicalion between the Coninol
Room and Quipatsant Clinics to ensyre
thid pabants armving lale ane still Sean for
their appainimants.

¢ Wa ane currenly camying oul Sondoe
Usir congultation in redation fo Roenal
Dinlysis patiends o ostablish qually
MEsEes Appropriale fo fhein service,

KPI 2 - That 95% of outward journeys
will start within 60 minutes of the
patient being booked as ready by the
cliniefhospital.

Complianoe at T2% remains befow tha
requingd laval wilh minimal vananco.
Imtemagation of the data shows the majonty of
nan-compdian] [oumays an collectad within
30 mins of the tagat.

suite of Patient Experience KPIs:

demand

Complaints

Cancellations by NIAS
Ll Arele by menth 3 huing 81710V + Additional processes Lo avoid
e cancellations n particular for
= journiys such as Ronal Diabyses and [
i 'L_I"-_-j@' Cancer ireatments ane now in place
with Eriggers for addibional resounces
L1 Wian NEcessary.
«  Tageled action tomeducs
[ cancillabons was insligaled in Aug
T 24 wilh
= The imprevement targel remains to
R have cancallations below 3.2% of
sarvece demand, Fepresenting a S0%
= - . . o impeovement on 202324 lavels.
§i 8 TP YENIRPREGEUGRO|- mesnesbeenachevedinmeissio
—r iy 4 e o T conseculiva months. June's
R AR I m—T o i cancallabon rate was 2.9% of sendca

= = InJune S complaints were receved

redating to Mon-Emangoncy

Lkl

1 = 2
* 3 i E 1 r2

®  TpeliE s

sanices, Only ona of these
{received on 239 Jene) remains
open with the olher 4 betng
resohvied al a local bavel

= Whisl the sarvice has an aim of
recoiving no complants, the
b of Compliinls rocdivd
shoukd bo read in the contexd of
Service defivering over 13,000
patien josmays in June using a

mﬂim‘ i LA

thi

variety of internad and privale secbor

[0 \.\
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L) l“'-
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Non-amergency transport journeys

In Total and by Provision
Thes comparalive graphic illuslrales the
share of aclivity undertiken vin each of

+  The unclerlying objectives are o
mandmisa {he activity Shane complated by
MIAS resources sither PCS of whare
suitabla the VOS5 and 1o ms Service
damand within contract limits.

= EnJune 25 45% of the joumeys were
camplated by a NIAS Ambulance and
ovarall actvity equalled 97% of dermand
compared 1o 2% in June "24.

= The increase in he use of IAS moowces
from mid-2024/25 was as a resul of 8
number of actors including ACA vacancy
laveis, an improvement aim 1o reduce
cancallations & efforts bo provide a
responsive discharge service and hence
fiow Ehwough hospatats.

NB Thi operatons dafaon of Serice

Demand used &l ihis point s Tota! Activty +

Cancolilions by NIAS.

Patient Loading Total

+  Thes measure reflects the average
Aumber of patients camied on aach Aon-
MErgensy fun, A change i joemeay
planiing in Oelpber 23 Beaught abaut
s Imgeovemant which has |angely
baen mantained, For 202425 this
maasure averaged 1.37 compared Yo
1.30 in 202224

= The PCS Team are cumently engaged
with tha Mational Mon Emargency Patent
Transport Services (MEPTS) group o
benchmark with other servicos, In
ralation o patant kading factor.

+  Other change actions inchuding an
improvemant in the day-te day
availabity of staff and 8 revision of
rotas b better align with service neads
will b required 1o maka further progress
towards the taegat,

Northern Ireland Ambulance Service
Health and Social Care Trust

Non Emergency Activity by Provision

16000 13237 14276
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20800 — —
a
AR Ak ,—.'a q;*l.”‘ \hﬂ‘,-b'h L ,.g:qﬁ A
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e [ P Total activity ——RIAS PCS
e | % % Taxi
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Non emergency transport
Journeys completed by PCS

Follerwing on from the
improvemeanls in e shane of
activily to be completed by MIAS
PCS resourcas over the past 2
YBAME 8 niw improvement tanget
has been for PCS elficiency has
been sai as 5% above tha level
achieved in 2024/25

frt Juna “25 PCS comploted G209
patient joumeys of 45% ol tha

todal non amergency activity.

Cuarter 1 solivity levels am
tharefore meeting the new
improvemeant targal for 25726

Patient Loading Outpatients

Az guipatient journeys sccount for
approx. 80% of the nom-amengancy
aclivity and i< he entirety of he
pre-boaked activily, s messune
gives & mon Aocurdle indication of
tha efficiency of the planning of the
service and e impact of any
change actisns.

This mizasure averaged 147
across 2024125, compared 1o 1.33
n 202324
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Our People > Non-Emergency Performance > Productivity Performance

Our People
This section currently reflects the DVP Improvement Measures of Reducing the sickness absence level in line with Trust wide targets and recruiting ACAs up to the funded WTE level.
Additional Our People improvement Measures should be set in the areas of training and personal development

b

wd wriler v ariation
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Sickness Absence Staff in post WTE
This measure llustrates the average daily number of stall absent through
sickness per month. The general trend during 2024725 with the application of
Trust wide policies and initiative was generally dowmwands with some slight
seasonal vanations.

MNB This dala has been sourced fram GRS

« A steady decling of PCS stalf in post over ihe previous 12 months has been somaewhal
reversed in Jan 25 and again in March “25 with 45 new ACAs going through training
and entering lhe service.

*  This recruitment action shows the service wilh a net gain of 2 1wie staff from 1% April 24

« Career progression opportunities for ACA staff have led to the drep in staifin post for

W April as a number started EMT training,
ga“n'ufﬂfj;';’;‘ggﬂz‘;ﬂ L e HRPTS as 10.0% and the + NB the information in this graph cusrently relates to AGA staff working both in non-
- emergency PCS and ARE support roles

NB the information in this graph currently relates to ACA staff working both in
Non-Emergency PCS and ASE support roles.

ol Planning, Performance & Corpoesie Sapdoes | Morhern liatarstd Ambulnnos Serdhcs fnockbrgeken Healthosre Pork, Beltas BT BS45 | wWeail miis. !
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IAS KPI 1 & 2 Compliance

KPI1 1 - That 95%
of inward
journeys will
arrive within the
B0mins prior to
an appointment
time.

KPI 2 - That 95%
of outward
journeys will start
within 60 minutes
of the patient
being booked as
ready by the
clinic/hospital

100%,

B0
40%

0%

Health and Social Care Trust

— o — =

Northern Ireland Ambulance Service @

Back to Agenda

Non-Emergency IAS Performance >

Patient Experience

w%
2%
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KPRl 1

EFld == == KP| Targel

1AS Timestamp compliance

A5 Timestamp Complianoe 1A = = |AS Timestamp Compliance Targel

Analysis — 2024/25

KPi 1 Missed Compliance by time 2024/25

J5% M

KP1 2 Missed Compliance by Time 2024/25
AD%  34%
3054
20%
10%

%o oW o Iw

ﬁﬂf@?@?w‘f@&&*

1% 15{,‘“‘

,va!a \@1"

{if"ﬁ"

An analysis of the journeys that missed compliance shows that 32% of these journeys missed the target by 15 minutes or less, 80% missed the target by
60 minutes or less

Similarly, for KPI 2, relating to outward journeys 34% of journeys that missed the target were no more than 15 minutes over this and 80% missed the
target by 60 minutes or less

In the case of KPI 1 where a patient is going to be significantly late for an appointment, NIAS Non-Emergency Control will be in contact with the service
that the patient is attending to advise of a delay in order that patients do not miss their appointment.

v Iralardd Ambsule

kim Healtheare Paork. Beellasl BT A5G
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Non-Emergency IAS Performance

Productivity Performance

Loading Factor IAS

1.4
1.38
136
1.34
132 13
h i
1.3
1.28
1.26
124
122
'1-“ ..Ph A E-.-Lb&..} A o *-:a,;:r“‘c- -ﬁl{z
S g W
Non Emergency activity by 145
16000 13863
12000
100040
BOOO
E000 4013
000 i [oF =y
--—'_'__'__
2000
0
;ﬁ‘ *"I.-b Q"I.E" n"‘%"‘ LA i L T"I.- R < v R
A R \Px,?ﬁ-g@"é‘
Total Schivily e A% Ativily

4.9
.8
4.7
4.6
4.5
4.4
4.3
4.2
4.1

Averapge No of Patient Journeys per Shift

P o P

Fl S L EEE T s

Activity and |1AS Share

The proportion of non-emergency activity completed by
Independent Ambulances has generally been increasing since
May "24, primarily to counter staff vacancies in PCS and in a
targeted response to reduce cancellations due 1o no available
MIAS resources, this initiative has been quite successful lo
date.

On the 18" Nov § addifional IAS “Discharge Vehicles™ 1 in
each division on a daily 12 hour shift were deployed as a
Winter Pressure initiative to assist hospital flow. Following
review these vehicles have been reduced to an B hour shift 5
days per week, effective from 14™ April '25

In June 25 IAS activity accounted for 29% of non emergency
activity, up from 24% in June "24.

4.57

NE Any performance Data shown
for March & April 2025 is subject to
ongeing Quality Assurance Checks
following some unforeseen data
guality issues and is therefore
subject to change

Average Patient Journeys per Shift
Monitaring of this activity measure gives
an indication of the average woarkload
carried out per crew in a shift,

The |AS journeys are alse now planned
using the Destination Focused Planning
method.

Fatients Transported Per Run
This measure also known as loading
factor follows a similar pattern as the
journeys per shift measure.
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Serious Adverse Incidents

Themes Recommendations & Learning
Durng June 2025, the Trust reviewed 10 potential SAI's resulling in 3 Early review of the 3 SAl's notified in June has identified the following During June 2025, 2 SAI's ware closed with the following learming identified:
nelifications lo SPPG, thames: +  System wide pressures are impacting the ability of NIAS (o respond to
There are currently 22 ongoing SAl's, all of which are being reviewed «  Delayed response out with standard patients in the community as delays at emergency depariments ana
at Lewvel 1. 15 of the 22 are currently overdua for submission. +  CHnical assessment & diagnastic conclusions significantly longer than government recommended standard handover
+  Self conveyance as per agreed scripls times.
Full reviesw of all incidents is still ongoing which may result in identification  +  Imponance of adherence to c-spine immaobilisation guidelines
of additional themes, « Imporiance of accurate completion of clinical documentation in line with
agreed standards
Timeliness of process
100% of SAF's were nofified to SPPG within the 72 hour reporting timeframe  mplementation and evidencing of SAl recommendations remains an area of
2 SAl's were completed and closed within June 2026 and were completed  focus and to date we have completed and evidenced 96% of the oulstanding
al Level 1 with a required completion lime of 8 weeks. SAl recommendations. 3% (17) have exceeded their due date and are currently
The average completion time was 18 weeks due o compeling demands: being reviewed and the remaining 1% (2) are current,

within the team completing the review.

Family engagement was required an 1 of the completed SAl's and was
completed after 13 weeks. This is oul with the recommended 10 day
timeframe and was due 1o the review officers compelting demands.

Complaints, Compliments & Care Opinion I*H_MW Sk die AR Service Improvement Plans 2025/26
Dl.lﬁﬁﬂ June 2525' 20 nnmp‘""‘“‘tsi. a‘ 28 mmplﬂi““ Were 'T'itn M Cla rlﬂl!:l'.!‘- l-.r rlul' afl Firnancial Year

received and 0 NIPSO complaints were accepted for investigation.  ..oinee A iy A i S g it *  Regional rodl out of feedback leaflet for frantline staff to issua
{"* Due to the SUFT's administraior being promoted into ancther team and the i h . to sarvice users

orgeing recrillmant procss to raplace thom, mone complimants hova bosn +  MIPSO launched the new Model Complaints Handling

Pevmesthi tegpeistae) Procedure for the health sector on 1 July 2025. Development
of systems, training,. new guidance and NIASs own policy is
underway for an implementation date of 1 January 2026,

\ Cara Opinion
- ; o i o During June 2025, 6 slonies wane submitted via Care
= — . = il Opinian. By Tth of July these stories were viewed 577 flimes,
b 94 Vipun At the end of June 2025, 48 complaints remained opened with the average 1he main areas of feedback were: )
P T Ty T s number of days opened being 30 working days, = What's good = Ambulance crew! hardworking! care

- 3 - . - = Improvements — Communicalion
f- = i f?ﬁ@g\ Trends &Learning: Of the 29 complaints closed, 76% were upheld/ = Feelings — Thankful/ grateful/ well locked after
i

partially upheld with some of the following leaming outcomes identified:
communication, clinical decision making, ePRF documentation, EQC call

- e - , handling, updated paramedic downgrade procedure, update CCE contant
LI i et & G T8 308 use of peak flow assessment for patients with respiratary concems, |

Maonth ol Year




Northern Ireland Ambulance Service | @
Health and Social Care Trust LY 4

Back to Agenda

Safeguarding Education, Training and Referrals

Safeguardmg Education

The National Ambulance Safeguarding Group (NASaG) peer review (Aug 2023)
recommended thal the Trust develop a Level 3 Safeguarding (Face to Face) education
package for all staff involved with the delivery of direct patient care. This
recommendation was based on Intercollegiate Adult Safeguarding Guidance: Roles and
competencies for health staff.

This recommendation is reflected within the NIAS Safeguarding Training & Education
Strategy KPIl- A minimum of 90% compliance with attendance at Level 3 face to
face training every 3 years with ongoing improvement to reach and maintain
100%.

A subsequent improvement plan aiming to achieve this KP| over a 3-year trajectory was
approved by Safety Committee. Level 3 face to face Safeguarding Education sessions
are ongoing from April 2024 with 553 staff attending by June 2025 - this represents over
50% of our staff involved with the delivery of direct patient care and is currently
surpassing the trajectory set.

Currently, paramedic staff (including S0s, CSD, C50s and NQPs) account for the
largest attendance (70%) with EMT staff the remaining 30%. Further plans are currently
being developed to support our ACA staff cohort to attend Level 3 sessions and work is
progressing in the development of a Level 1 & 2 e-learning package for NIAS staff not
invalved in delivery of direct patient care,

Eafeguardtng & Welfare Referrals

The NASaG review also engaged in a benchmarking exercise, idenlifying thal the
trust referral per contact rate was lower than that of other comparable UK ambulance
services.

There has been a 30% increase in referral rates, month - month received by the
MNIAS Safeguarding team between Apr 24-Mar 25 (n = 116) in comparison with the
same reporting period 23-24 (n= 89).

There is a direct cormrelation as shown in the graph, between the introduction of
Safeguarding education and the increase in referral rates, this indicates a shift and
sustained improvement..

Total Number Staff Trained

600

=00

A00

300

200

Cumulative total Safeguarding education delivered

o4 05 [} ar o8 04 10 11 12 1] o2
Manth: April 2024 - 2025

03 04

M

Safeguarding referrals made by NLAS emergency crews
Apr 23 - Apr 25




Agenda 6/6 - 02 - NIAS Trustboard Performance Report July 2025.pdf Back to Agenda

Absence >> Sickness >
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Our People

The Absence Managerment Delivering Value Praject continues 1o progress delivery of projeet workstreams against the Delivery Plan. Cumulative sickness Top 5 Sickness Categories 2025/26* Mental Health Roasons

absence rates for percentage of lost time k= 9.00% to Month 3 (June) 2025 This is a slight increase on last month's cumulative figure however the trend Mental Health 0.02% o 15.64%

remains below the cumulative rate of 10.06% to month 3 (June) 2024, The monthly figure for month 3 (June) 2025 increased to 9.30% up from 9.17% in Accident/Untoward Incident 13.26% P o

May 2025, However, the continued downward trend since 04 in 2023/24 is being sustaingd evidenced by these figures. Cumulative short-term absence  Injury, Fracture 11.36%

reduced Month 1 [April} to Month 3 (lune] from 2.19% to 2,05%,. Cumulative long-term absence ingreased slightly from 6.34% to 6.94% over the same Gastraintestinal Problems B.62% Gried fQeteavernent A.16%

period. Back Problems 6.16% Aoty 101%
* Accounts for 67.43% of absence Oaher Morital Health 1.73%

Managerial action now focuses on the top 50 longest-term absences on 2 month by month basis. In addition, managers continue to place additional focus

= : : Panic attacks (1L

on these employees with the highest number of recurring short-term absences in the previous 12 menth period. Progress is monitored and reported on a

maonthly basis va Directors to the Chief Executive. Insodmnia 010
Deprirssion 06

In the reporting period 20 of the 50 employees with the longest absence had their absence came to an end, 12 of the 20 had a return to work
facilitated, 3 retired on the grounds of ill-kealth; 1 is in process of being permanently redeployed and 1 employee’s contract of employment was
terminated on the grounds of il health, 1is related to o legal process due to conclude, A total of 2 of the employees were progressed for medical
redeployment im the period. 1 has had a permanent redeployment confirmed. 1 remains In engoing process of medical redeployment

A robust case management approach continues for the remalning 30 employvess who remain an long-term absence, with focused case management,
Oecupational Health and health and wellbeing supporting interventions.

Sickness absence due to mental health reasons continues te present the highest reason for absence with cumulative a figure of 30.02% for the reporting period, with stress and work-refated stress
accounting for 15.64% and 6,76% cumulative lost time 1o absence to month 3 (June) 2025 respectively, The Trust's Health & Well-Being Team continue to implement the Trust's Mental Health Action Plan
as part of the Healthy People, Health Place Strategy, including raising awareness and offering manager training in the wuse of the Trust’s policy and procedure on managing work-related stress.

202526 Cumulathve Sickness Absence by Month including Comparisen with Previous Reporting Year

 —— Momth Y May Jun 1ul Aug Sep Oct Nov Dec Jan Feb Mar
E Absence Target (2025/26) 9.53%!

Current Status against Target T—— 800 D
EWE cumulative % hours lost {24/25) 10.24% 9.64% 10.06% 10.4%% 10.70% 10.79% 10.68% 10.43% 10.38% 10.35% 10.21% 10.07%
I cumuiative % hours lost (25/26) (Total) B53% B.85% 9.00%

B cumulative % hours lost (25/26) Short-Term 2.19% 2.13% 2.05%
Cumuslative % hours lost (25/26) Long-Term 6.34% B.72% 5.94%
Monthly % hours lost (25/26) Tatal 8.53% 9.17% 9.30%

I Average standard working days lost/employee/month 182 195 1.89

E Average estimated cost per month [£°000) E6039 £633 £623

- Abévis Langet and inereade from Last month
~ Abave target and decrease from last manth
|| Below target and incréase from last manth
Below target and decrease from last month

To mduce absance reles bo 92.5% of absonce levals reparted in 202425 (based on amual re-run) by end March the 2025/26 financial yoar



Agenda 6/6 - 02 - NIAS Trustboard Performance Report July 2025.pdf
Northern Ireland Ambulance Service , 17_.
i) Health and Social Care Trust b
Our People Absence >> Occupational Health >

«  Monthly meetings established in October 2024 between NIAS
OH lead and Belfast Trust Business services manager.

Medical Team * NIAS OH lead attending weekly HR Advisor forum for
escalation.

« Key performance indicators agreed following a detailed review
of service usage spanning four years. (example on next slide

below)
* NIAS dashboard created with monthly reporting from April 1st,
2025
' _ « BHSCT Capacity as been increased, NIAS referrals checked
Quarter 4 monthly wait times in days by specialty daily by two designated staff
Mate: Information presented on this summary is derived from the following data sources only; eOPAS, OH
Tracker Database, OH shared Drive. - Escalation pathways established and working.

« Action plan agreed to improve quality of referrals and increase
prevention and early intervention programmes.
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> ‘Absence >> Occupational Health >

OH, KPI’s e Mo e

Northern Ireland Ambulance Service &g,
W) Health and Social Care Trust L1 8

Our People

Pre-Employment health To ensure that prospective Pre-employment health
checks (for new starts) employees are fit to perform their ~ @Ssessments to be carried out
|"[| |e role effectively and without risk to  Within 7 working days of the date of
their own or to others' health and  receipt of all documentation sought
safety from the applicant and 'fit' reports to
be provided within 2 working days of

the assessment having taken place,

Professional Support and To answer queries from HR, Response fo telephone queries and

advice Managers, and employees. email correspondence within 2
working days of receipt of an
enquiry

Monthly review between NIAS HR
and BHSCT OH of all long-term
sickness absence cases.
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Our Infrastructure > Fleet Performance >> MOT Compliance >

Fleat MOT Compliance 2024.25

The analysis below describes: MIAS' performance for meeting the MOT requirements for our Fleet.

MOT Compliance

Fleet MOT Compliance | Apr 24 to Apr 25
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MIAS has achieved compliance with MOT Compliance from April 2024 to April 2025, There has only been one vehicle that has missed an MOT appointment, in January 2025 on the day of
Storm Eowyn as the test centre was closed.

MIAS Fleet department actively manage MOTs across the entire fleet to ensure compliance with this regulation,
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T

TRUST BOARD (TB)
PRESENTATION OF PAPER
Date of TB: 28 August 2025
Title of paper: Trust Board Finance Report — June 2025 (Month 3)

« Attached is the finance report for month 3 - June
2025.

« The Trust is reporting year-to-date (YTD) expenditure
of £33.280m with an underspend of £0.166m against
profiled budgets.

« Easements in pay budgets are expected to continue
to the end of the year. This is due to the recruitment

Brief summary: of staff not happening as quickly as onginally
anticipated. This is being offset by increased costs
against non-payroll (specifically IAS costs).

« The savings plan to deliver the full £3.675m is on
track to be achieved.

« The CRL allocation for 2025-26 is £6.135m.

» At this stage of the financial year, the Trust is
forecasting a break-even position at year-end for both
Revenue and Capital.

Recommendation: For Approval 0 For Noting [
Click the appropriate box

Previous forum: SMT 12 August 2025

Prepared and William Abernethy

presented h}f' Leahann Dﬂl’lﬂE"}f

Date: 12 August 2025
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Trust Board Finance Report
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Executive Summary

+ At this stage of the financial year there is an assumed funding number of £3.154m. This
represents funding relating to the holiday pay pressure, the National Insurance increase,
Ulster University students and Cyber Staffing.

+ The projected other income figure, which mainly relates to recharges to other Trusts, income
from Road Traffic Accidents and income on disposal of fixed assets is £2.053m.

+ As such, Directorate budgets have been updated to reflect total funding of £133.410m. This
is an increase of £0.335m from the position reported in the opening allocations paper in
June 2025. This is mainly due to confirmed increased funding from SPPG regarding the
National Insurance contributions (£0.223m) and additional funding from PHA for Suicide
Prevention (£0.073m).

+  As the year progresses, the total funding position may change once final allocation and
income figures are confirmed.

HSC Northern Ireland Ambulance Service
v/J Health and Social Care Trust 3
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Financial Performance
June 2025 (Month 3)

————

+ [For period ending June 2025, the Trust is reporting year-to-date (YTD) expenditure of
£33.280m, resulting in a year-to-date underspend of £0.166m when compared to the
profiled budget. A summary of each Directorate’s position is included on the next slide.

« At this early stage of the financial year, NIAS is forecasting a break-even position at
the end of the financial year.

HS C Northern Ireland Ambulance Service
v/J Health and Social Care Trust 4
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Summary of Directorate Positions

%

Back to Agenda

P B [
£ 000s tuais Budge Forecast JAliocation] Variance

Chiet Executive's Office (13) €5 52 1455 1455 0 5= -
Director of Finance 17 23 39 607 ﬁ% 2599 2589 1]
Director of Human Resources 70 23 293 602 13% 2,889 2,889 0
Medical Director (10} 3 (7) 146 -5% 558 558 1]
Clinical Director &5 61 126 3,288 4% 14,883 14,883 0
Director of Safety, Qual & Imp 44 1 45 749 6% 3.184 3184 0
Director Of Plan, Perf & Corp Semices (7 87 80 2.130 A% 8,787 8787 0
Director of Operations 535 (798) (263) 25435 -1% 100616 100616 0
Operations HQ 21 27 58 876 6% 3.837 3837 g
Linscheduled Care 252 107 359 18239 2% 75,093 76,083 a
Schedwled Care 252 22 274 496 T 15.{}33 15,083 ]
indepandent Ambufance Servce {953) (953) 2,824 “51% 5.603 a
| (536) -m | _33zs0] _!I
Contingency Sﬁd 354
Other Savngs (TBC) (1,925) {1,925) 0
D) m ) | 133410 o]

Northern Ireland Ambulance Service
Health and Social Care Trust 5

Directorate budget allocations have been updated as outlined in the ‘Budget Allocation’ column
above to reflect the updated funding position and agreed reallocation of budgets to priority areas.
All movements will be discussed with Directors at monthly finance meetings.
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YTD Variances (>£50k)

e

Payroll variances are due to current vacancies in NIAS “This 15 laemg partly managed through the
use of overtime and IAS (see following slides).

Non - Payroll Variances against budget

%

i

vsc)

Chief Executives Office — decreased costs in RCC due to timing of new starts.

Clinical Director — underspend in relation to Computer Software for ePCR/REACH, budget to be
reprofiled in month 5.

Planning, Performance and Corporate Services — decreased costs on Computer Hardware
Maintenance, Computer Software Maintenance, and Telephone Rent & Calls.

Operations:

Unscheduled Care — reduction in fuel costs. Budget based on 3-year average, however significant
reduction in spend compared to last year.

Independent Ambulance Service - increased spend due to increased activity. Offset by frontline
vacancies (see future slide).

Variances will be discussed in detail with Directors at monthly finance meetings

Northern Ireland Ambulance Service
Health and Social Care Trust S
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Expenditure Trends

Monthly Expenditure £

14,000,000

12,000,000

10,000,000
8,000,000
6,000,000
4,000,000
2,000,000

Apr May Jun Jul Aug Sep Oect Now Dec Jan Feb Mar

+* YTD expenditure is averaging £11.093m a month (month 1 and month 2 have been split
equally as year-end-accounts were prioritised over month end work at this time).

+ Monthly finance meetings have been arranged to discuss year-to-date performance; to

identify any areas that need investigating; and to discuss the full year forecast position for
each directorate.

Northern Ireland Ambulance Service
v/J Health and Social Care Trust 7
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Overtime Expenditure

Back to Agenda

Cumulative Overtime Costs

2,000,000

1,800,000

1,725,280
1,600,000

1,400,000
1,200,000
100,447
1,000,000
800,000
600,000

400,000

200,000

o
Apr May Jun Jul Aug Sep Oct Mawv Dec Jan Feb Mar

. Actuals 24/25f -e—fctuals 2526 es—BRudget 25026 £

+ Note this is the net overtime number and excludes National Insurance.

HSC Northern Ireland Ambulance Service
v/J Health and Social Care Trust 8
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IAS Expenditure

IAS Expenditure 2025/2026
6,000,000
5,122,137 -

5,000,000 =
el
= 4,000,000
o
e
u
2 3,000,000
g 2,709,407
=
g 2,000,000
O 1,744,625

1,000,000

L¥] o
Apr May Jun Jul Aug Sep Oct MNowv Dec Jan Feb Mar
— | A5 Cumulative YTD Spend IAS Cumulative YTD Budget

= NEAOC spend forecast to reduce from August onwards due to new framework rates, and
additional staff joining Scheduled Care. EOC forecasting to maintain same spending levels
throughout remainder of year.

+ |AS Expenditure excludes spend in relation to Belfast Health Trust (NIAS recharges this
expenditure).

HSC Northern Ireland Ambulance Service
v/J Health and Social Care Trust
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IAS Expenditure

IAS Expenditure 2025/2026
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—
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Monthly Spend £
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HS C Northern Ireland Ambulance Service
v/J Health and Social Care Trust
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Capital Resource Limit

e Trust has received a Capital Ri

Capital Resources Limit 25/26
Allocation

£'k

Expenditure catego

Fleet and Estates 5,700
Medical Equipment 0
Backlog Maintenance 125
ICT 310
R&D 0
Leases 0
Total 6,135

* NIAS has developed a plan to deliver a breakeven position for 2025-26.

Northern Ireland Ambulance Service

Health and Social Care Trust i

Spend

Forecast |

£'k

5,700

0

125

310

0

0

6,135

Back to Agenda
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Prompt Payment of Invoices 66

NIAS Prompt Pay Performance 2025-26
inal

umber ngmmm!!m ELLMB arget

Total bills paid 3,483 2,955 20926
Total bills paid within 30

alendar days of receipt of

ndisputed invoice 3,396 2,876 2863

% bills paid on time 30 days --- --

Total bills paid within 10
rking days (14 calendar
ays) 2,653 2,240 2373 7,266

%6 bills paid on time 10 days ---

Targets

HSC Northern Ireland Ambulance Service
v/J Health and Social Care Trust
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Statutory financial performance targets RAG status

67

Manage within allocated Revenue Resource Limit (RRL) /| Achieve financial break-even

For period ending June 2025, the Trust is reporting YTD expenditure of £33.280m. At this early stage of the year, NIAS is forecasting to
break even at the end of the year.

Manage within allocated Capital Resource Limit (CRL)

The Trust has received a Capital Resource Limit (CRL) allocation of £6.135m. At this early stage of the year, NIAS is forecasting to break
even at the end of the year.

The Trust has to achieve £3.675m of savings in 2025-26. This savings target has been included within the current 2025-26 financial plan
as follows.

Siw'lr'l:t_rr:-a Plan 202526 Plan £m YTD Actual £Em  Full Year Forecast Varance
Mon-Frontline Vacancy Management 1.000 0.251 1.000 0.00
Frontling savings due o vacancies 0.500 0.157 0.500 0.00

Liniforms - 0.150 0057 0,150 0.00
Travel and Expenses 0.100 0.016 0.100 0.00
TOTAL ALLOCATED 1.750 0.481 1.750 0.00

Savings required for Employers NIC Increases 1.200 0.300 1.200 Q.00
Sale of End-of-Life Vehicle 0.200 0.002 0.200
[inconme 0200 0.07s 0.300
TBC
TOTAL UNALLOCATED

The unallocated savings above have not yet been uploaded to CP to a specific cost code.
Prompt payment target - 95% of suppliers within 30 days

Cumulative performance is 97.6% for the period ended 30 June 2025.

ssmv/J Health and Social Care Trust 13
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End of Report

HS C Northern Ireland Ambulance Service
v/J Health and Social Care Trust
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Niak,

MNIAS Trust Board
PRESENTATION OF PAPER

Title of paper: NIAS Safety and Quality Level Two Programme Update for
Trust Board

This paper is to provide an update to Trust Board regarding
: the delivery and progress of the NIAS Safety and Quality
Brief summary: Level 2 programme.

Recommendation: For Approval O For Noting &

Previous forum:

Prepared Sean Maguire
and
presented by: Lynne Charlton

Date: 14™ August 2025
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Executive Summary:

NIAS staff have benefitted from participation on SET Quality4U programme for many
years. As the Quality, Safety and Improvement directorate has grown and with the
appointment of Quality and Service Improvement Leads in 2021 it was felt that NIAs

should develop and deliver its own in house level two programme.

In October 2024 a cohort of 13 staff with 11 projects commence on the first ever Safety
and Quality Level 2 programme in NIAS.

Following successful completion of the programme a graduation event was held to
celebrate the successes of the participants, their projects and the organisation on the

programme.

Each project is to be further supported in a presentation to the respective directorate,
executive sponsor and team to identify key learning points and to ascertain their

suitability and maturity for scaling up and spreading throughout the organisation.

Cohort two of SQ2 is currently open to recruitment and nominations are encouraged
from those directorates and departments where their quality improvement journeys
have yet to begin.

Whilst level two capacity increases so to does the level three with staff recently
graduating from Scottish Quality and Safety Fellowship (SQSF), Scottish Improvement
Leaders (SclL) and also enrolling in this coming year's programmes. Additionally a
place has been secured with Set on their Safety Fellowship programme and also two
places secured on an all - island QI coaching programme facilitated by HSCQI NI and
HSE. This additionality will support the development faculty and build capacity and
capability within NIAS.
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Background:

In 2017 a partnership with the South Eastern Trust (SET) led to the provision of Quality
Improvement (Ql)level two programmes for NIAS staff through their Safety Quality and
Experience Level two programme, more recently known as Quality4U. In the period
up to 2024 NIAS were In a position to support 38 staff on their improvement journey
with SET. As the QI team in NIAS has evolved and developed over the past few years
it has always been the intent to develop and deliver a level two QI programme for NIAS
staff delivered by NIAS staff. In October 2024 we successfully launched the NIAS
Safety and Quality 2 (NIAS SQ2) programme. This milestone realised the strategic
priority identified through “Caring Today, planning for tomorrow- Our Strategy to
Transform 2020-2026" of QI as a priority area for transformation. The launch of SQ2
will serve to improve and develop QI knowledge and skills for staff across the

organisation and be key to achieving this strategic priority.
Programme Development:

In developing NIAS SQ2 it was important to ensure that the key elements outlined in
Q2020 — Attributes skills framework, for a level two QI programme were followed, but
it was equally important that we use a familiar format which had a proven track record.
As SET had been the programme most familiar to NIAS it was decided to employ a
similar model of delivery to theirs. Whilst this has changed over many years it was
considered that the current model of short modules (3-4 hours) spread across eight

months would meet our current needs.
Programme Launch

In October 2024 the NIAS Quality and Service Improvement Leads launched the first
in house quality and safety improvement programme (SQ2) for NIAS staff. A cohort of
13 staff were inducted and 11 projects (Appendix 1.) were agreed.
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The programme was delivered in short modules as learning sets. In addition to the

learning sets, the faculty supported participants with QI clinics and feedback including

that of their peers.

The programme concluded in April 2025 with final presentations and poster
presentations being delivered to colleagues, peers and senior managers at a

celebration event in June 2025.

Course resources were hosted on Canvas which is the NIAS virtual learning

environment used predominantly by the clinical education team.
Celebration Event:

To mark the achievement of the participants and also of the Trust on the completion
and graduation of our first cohort a small celebration event was held. There was a
mixed audience from the Chief Executive, senior sponsors of the projects, peers and
colleagues from the HSCQI Alliance. All project posters were displayed and time was
set aside for guests to view and discuss with the project leads. All participants were
awarded certificates and three projects (Appendix 1 marked with ‘ﬁ' ), and three
posters (Appendix 1 marked with * ) were selected for additional awards. The top
three projects were presented formally to the audience with an opportunity for further
comments being provided. Staff who undertook the programme have commented on
how beneficial it was — how much they learnt and how they have appreciated the

opportunity to lead a project of small change in their area of work.
Post Course follow up:

It is important to recognise the success and potential impact that the projects could
have in a greater organisational setting. As such each project lead was asked to
present their project work to their own team and directorate, not only with a view to
continuing the work beyond the project but to assess if there is any learning or
impmv&mem ideas that can be scaled up and spread across the organisation. These
have been well received to date,
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Capacity and Capability:

Developing capacity and capability for QI is a key strategic priority in our NIAS Quality
Strategy. In order to promote a spread of QI knowledge across each directorate,
nominations were sought to ensure there was a good representation. It is vital that
candidates attaining a level two qualification can implement and use Q! methodology
to drive improvement in their area of work and also contribute to other QI projects as
required. This will ensure that the foundations for Ql, capacity and capability are built
within individual teams and spread across NIAS. It is noted that some teams and
directorates have limited Q| capacity and this will be a focus for the QSI team in the
coming year and during the current recruitment to cohort two of NIAS SQ2. Charts

la& 1b below shows a breakdown of capacity across each directorate.

Level two by Department (n = 39)

Operaticns Clinical 05l Infomatics Corparate HR Medical

Chartla

o Pl P o
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Level two by job title (n=39)
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Chart 2 below gives an indication of what the QI level two growth looks like over the

past 7 years.
Level 2 QI training figures by year
2017 - 2024
14
3
12
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B
b
i
2
0
2017 2018 2019 2020 2021 2022 2023 2024

Chart 2.
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Next Steps:

As mentioned previously several departments have yet to start their journey to develop
their capacity and capability for Ql. This will be addressed through the current
recruitment to the 2025/ 2026 programme for cohort two.

QI training and development reaches beyond level two and we are pleased to also
report that the level three capacity continues to grow with an additional three staff
being enrolled in a number of different level three programmes —-and SET Safety

Fellowship.

NIAS have also been awarded two places on a QI coaching programme which is being
co facilitated by HSCQI (NI) and the HSE as part of an all-island initiative.

Faculty development is central to the future delivery of the programme and creating a
culture for QI within NIAS. It is anticipated to invite graduates of NIAS SQ2, SQSF,
SciL and QI coaching programmes to become shadow faculty with a view to
contributing to future programme delivery.
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Appendix 1.
Mame Position Project title
Ann Marie Mc Health and Wellbeing Project | Journey Towards Trauma Informed -
Stocker Officer Improving Access and Uptake of
Immediate Post Incident Psychological,
Critical Incident Support.
Eileen Lyttle Lead Data Analyst Information Governance Training

Laura Duncan

Infarmation Governance
Officer

Improvement Project.

Hannah McGeoch

Clinical Pathways Lead

W
Increasing Referrals from NIAS
ambulance crews to the Northern Sector
of Hospital at Home for the Western *
Trust.

Helena Blair

Assistant Programme
Manager

Mobilisation Times at Bridge End Station

loanne Maguire

Station Officer (SE Division)

Increasing Taxi pathway usage within SE
division.

Maggie Hamilton

Experience and Involvement
Officer

Meil Gillan

Co-production Partnership
Lead

Improving Care Opinion story generation
via CFRs.

Paul Cushnan

Station Officer (SE Division)

Increasing physical activity levels for '
frontline staff within NIAS.

Robert Bailie

Paramedic Station Supervisor

Time is Tissue — Improving Fast Positive
patients’ outcomes. ﬁ

Robert Millar

Station Officer (Belfast)

Increasing FIT Testing Compliance for
NIAS Operational Staff. *

Robert Murphy

HART Manager

Increasing NIAS Commander Confidence
Using Body Worn Camera

Stacey Chambers

Safeguarding Manager

Increasing Safeguarding Referral Rates. !

Back to Agenda
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TRUST BOARD
PRESENTATION OF PAPER

Date of Trust 28 August 2025
Board:

Title of paper: Safeguarding annual position report 24/25

The Annual Safeguarding Position Report is considered an important
overview and governance tool for all organisations and groups supporting
adults and children at risk or in need of protection, As such, it contains
significant information for an organisation’s committees and Trust Board.

There is an expectation that the Position Report should be made available
for any external audit purposes. The Annual Position Report is key in
demonstrating organisational levels of compliance with the Adult
Safeguarding: Prevention and Protection in Partnership (July 2015) Policy,
and Co-operating to Safeguard Children and Young People in Northern
Ireland 2017, In addition, this report will also reflect progress on
recommendations which followed a National Ambulance Safeguarding
Advisory Group (NASAG) peer review carried out in March 2023,

This paper will provide an update to the SQPE committee in relation to:

# MNASAG Peer Review position summary against key improvement
dreas

Safeguarding Referral Data

MIAS Engagement with other Safeguarding Agencies

Domestic Homicide Reviews

Adult Protection Bill (M1

Staff Safeguarding Allegations

REACH utilisation and impact.

Brief summary:

YU W Www

Key achievements during 24/25 will be presented including in relation ta:

# Policy development, launch and embedding

# Increasing rates of safeguarding/welfare referrals, 25% more in
24/25 (n= 1391), compared to 23/24

# Increasing numbers of NIAS frontline staff trained to level 3,
(n=586)

# Increased engagement with external partner agencies.

Areas of focus for 25/26 will be detailed and will include:
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7 Ongoing training activity

# Contribution to NIAS Culture Review and ensuing programmes of
work/ work streams, particularly in relation to sexual safety

# Embedding of Safeguarding Allegations and Chaperone policies

¥ Work in relation to utilisation of REACH technology and
Safeguarding Dashboard.

# Cross directorate working in relation to confidential pathways for
referral to partnership agencies and Disclosure and Barring Service

Recommendation: For For

Approval o Noting a

Previous forum: | SQPE 24/04/2025

Des Flannagan
Prepared and Lynne Charlton
presented by:

Date: 20.08.2025
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Position Report on NIAS Safeguarding

Safety, Quality, Patient Experience and Performance Committee

April 2025

Compiled by:

Des Flannagan — Head of
Safeguarding

Ruth Finn — ADQSI

Lynne Charlton - DQSI




Back to Agenda

Contents

1. Executive Summary
2. NASAG Peer Review position summary against key improvement areas
3. Safeguarding Referral Data

NIAS Engagement with other Safeguarding Agencies
Domestic Homicide Reviews

Adult Protection Bill (NI)

Staff Safeguarding Allegations

REACH

© @ N o 0 a

Conclusion



Back to Agenda

1.Executive Summary

The Annual Safeguarding Position Report is considered an important overview and
governance tool for all organisations and groups supporting adults and children at
risk or in need of protection. As such, it contains significant information for an
organisation's Committees and Trust Board.

There is an expectation that the Position Report should be made available for any
external audit purposes. The Annual Position Report is key in demonstrating
organisational levels of compliance with the RQIA Safeguarding Quality
Improvement Plan issued in December 2019, the Adult Safeguarding: Prevention
and Protection in Partnership (July 2015) Policy, and Co-operating to Safeguard
Children and Young People in Northern Ireland 2017. In addition, this report will also
reflect progress on recommendations which followed a National Ambulance
Safeguarding Advisory Group (NASAG) peer review carried out in March 2023.

Key updates:
Safeguarding Policy and Procedure

The Trust has introduced two new polices to enhance safeguarding in 2024/25.
These include Managing Allegations against People Who Work with Children, Young
People or Adults at Risk, and a Chaperone Policy which aims to ensure that the
patient's safety, privacy and dignity are protected during intimate
examinations/procedures.

Staff Education and Sexual Safety

A three-year plan was developed to provide all staff delivering direct patient care with
Level 3 face to face safeguarding education. The current number of staff trained to
level 3 is now 586 which represents in excess of 60% of staff delivering patient care.
The training incorporates scenario-based learning specific to the role of Ambulance
clinicians and includes wider learning from domestic abuse and safeguarding for our
workforce particularly in respect of sexual safety. Staff are invited to complete an
evaluation of the course which has been positive to date. Staff are also encouraged
to feel safe to raise concerns throughout the session. A number of staff have
approached the safeguarding team following the session describing a hesitation to
report incidents, often due to a fear of their concerns not being taken seriously or
facing repercussions or inaction. There were also specific examples of staff, many of
them female, who reported concerns regarding the level of confidence and trust in
the current reporting mechanism or supports offered by the Trust.

These interactions, the majority of whom were female, resonate with the cultural
issues related to sexual safety identified within the AACE Reducing Misogyny and
Improving Sexual Safety in the Ambulance Service (October 23) and NHS England
Culture review in Ambulance Services (Feb 24) They also strengthen the need for
the current cultural review and sexual safety programme within NIAS.

Itis recognised that an organisational culture programme has been established; with
a cross-directorate workshop taking place in March 25 and that the Trust has

secured dedicated capacity from the national ambulance sexual safety lead who will
be in post to provide leadership to this programme from April 25. There is, however,

2
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also likely to be a case for further capacity within the organisation to ensure we have
the level of support needed for our staff, provided by individuals with the essential
skills and knowledge.

Safeguarding Case Momitoring

In the context of significant increase in referrals and in recognition of the current
capacity in terms of the safeguarding team, the weekly review processes in place for
safeguarding cases has now been amended to focus on specific case discussions
for more complex cases. The Safeguarding Manager has established an allocation
dashboard and has regular contact with the Safeguarding practitioners to support
more complex cases.

Safeguarding Referral Data

From 01 April 2024 to 31 March 2025, 1391 safeguarding incidents were reported by
NIAS staff, a 25% increase on the same period last year and a 50% increase on
referral for the period 22/23. The significant increase in safeguarding incidents
reported by NIAS staff reflects a stronger culture of awareness and vigilance, along
with improvements in reporting mechanisms. It is also encouraging to see that staff
who have completed Safeguarding Level 3 are demonstrating greater awareness
and providing high quality reports that advocate for vulnerable patients.

Engagement with Safeguarding Agencies

NIAS actively collaborates with the Strategic Planning and Performance Group
(SPPG) and the Head of Safeguarding meets with the leads of the Interim Adult
Protection Board every 3 months to review activity and discuss themes related to
adult protection. Meetings with Hospital Social work teams continue alongside
community teams to address interface issues. NIAS remains involved with the new
Adult Protection Bill (Northern Ireland), which continues to be in draft awaiting
legislative changes. NIAS has representation on the Safeguarding Board for NI and
attends the Belfast Panel every quarter. Further work is required to take forward a
recommendation arising from a previous Domestic Homicide Review relating to
consideration of NIAS becoming a member of the Multi Agency Risk Assessment
Conference (MARAC), a meeting where organisations discuss the risk of future harm
to individuals experiencing domestic abuse and violence, in order to discuss an
action plan to manage the risk. The Head of Safeguarding is engaging with regional
colleagues in relation to this consideration.

Staff Safeguarding Allegations

The new Safeguarding Allegations policy has been promoted at meetings with senior
operational staff who are often the first to respond when allegations become known.
It is anticipated that similar information sessions will be delivered to Human
Resource staff to establish implementation of the policy and procedures into the
organisational culture.

Implementation of REACH Software and EPRF Platform
The REACH platform is now live, providing improved digital tools for staff to report

safeguarding concerns. However, issues with data transfer and case management
integration remain. NIAS continues to manage referrals through Datix pending
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further upgrades to REACH, which will streamline referral tracking and enhance
interagency collaboration.

Progress with NIAS Safeguarding Peer Review (March 2023- Published
August 2023)

NIAS invite a peer review in March 2023 carried out by the National Ambulance
Safeguarding Group (NASAG) led by the Head of Safeguarding for London
Ambulance and the Welsh Ambulance Service. The table below represents progress
with the 13 recommendations, 9 (69%) of which are complete with 4 (31%) partially
complete.

REFERRAL PROCESS RAG status

1 | In addition to the current Belfast pilot the
trust should consider promptly making the
referral process simpler for all staff by
removing the direct notification to duty
teams in most circumstances and the
safequarding team making the referrals.
This would be in line with other UK
Ambulance Trusts. However, it i1s
recognised there is no substantive
safeguarding team therefore additional
resources are required.

TRAINING

2 | The trust should take urgent action to
establish the quality and guantity of
safeguarding training and update its
strategy as it is key to staff understanding
and protecting vulnerable patients and
trust statutory requirements.

3 | The trust should conduct an organisational
training needs analysis to determine
training levels required, mode of delivery
and trajectory for monitoring compliance.

4 | The trust should review the current e- Partially complete

learning package to ensure it meets level | vha introduction of Level 1 and

2 requirements, decide ifitis level 1 or 2 im'pliamentaﬁan of a review of

and if level 1 should introduce a level 2 Level 2 is being progressed with
package that is tailored/bespoke to Eﬂphdft frﬁlm Eam'i"g and :
ambulance service and or call taking. organisational development lead
as both will be hosted online. The
content of both course has been
developed and it is anticipated
both of these course will be hosted
on online by July 2025.




The trust should develop a level 3
package and objectives. This could be
fully face to face or blended.

The trust will need to resource further
safeguarding specialists in the team to
deliver the training as it is not appropriate
or sustainable for the Head of
Safeguarding to be delivering all the
training. The Head of Safeguarding role is
strategic and the role is currently
compromised by training and operational
duties.

The trust should review its reporting
databases so that accurate figures and
percentages of training compliance are
available to Safeguarding team and
operational management.

GOVERNANCE & ASSURANCE

Draft allegations policy to be adopted.

Consider implementing risk assessment
panel for all allegations that consists of
key senior managers, HR, safeguarding,
operations efc.

10

Ensure clear guidance is provided on who
and when to notify the Disclosure and
Barring Service (DBS) (adopting 2 stage
test).

Partially Completed

Back to Agenda

The Head of Safeguarding and
Safeguarding Manager have
now undertaken training and met
directly with the lead for DBS in
Narthern Ireland.
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Further engagement with Trust
Human Resources colleagues
required to agree organisational
guidance. '

11 | Ensure clear guidance on who and when
to inform professional bodies, HCPC,
NMC, GMC etc.
12 | Develop confidential pathways with HSCB | Partially Complete
and Police for informing them of The Head of
safeguarding allegations against staff and | Safeguarding/Safeguarding
the process of working in conjunction with | Manager work with Adult
them. Protection Teams and Trust
Designated Adult/Child
Protection Teams in allegation
The Head of Safeguarding also
meeting every 3 months with the
SPPG leads of the Interim Adult
Protection Board and the SBNI
multi agency panel far child
protection which includes
representation from PSNI.
Whilst confidential engagements
take place with PSNI, further
cross directorate work is
required to ensure confidential
pathways are explored with each
agency and formally established
within the organisation. Expected
date for completion Sept 2025
13 | Trust should consider introducing a sexual | Partially complete
safety charter or policy that links to their An organisational culture
cultural improvement plan and provides programme has been
clear advice and guidance for staff established; with a cross-
instilling confidence for staff to be able to directorate workshop taking
report concerns, knowing that they will be | place in March 25 and that the
handled sensitively and appropriately and | Trust has secured dedicated
not dismissed. capacity from the national

ambulance sexual safety lead
who will be in post to provide
leadership to this programme
from April 25.
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Safeguarding Referral Data E

From 1 April 2024 until 31 March 2025 there have been a total of 1391 adult/children
safeguarding/ welfare incidents reported by NIAS staff. This is an increase of 25%
on the same period 2023/24 and an increase of 51% on the reporting period

2022/23.
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Reported Safeguarding & Welfare Incidents by Reporters
Specialty - April 2024- March 2025
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It is noted that there is a low volume of referrals received from our ACA staff group.
Although the two cohorts of recently recruited ACA students have completed the
level 3 training, the extant ACS staff group has not yet attended the safeguarding
training. Discussions are ongoing with the education and operational team in relation
to providing education to this group. The next series of targeted Level 3 training will
begin in June 2025.

Other updates

Domestic Homicide Reviews

NIAS has contributed to 3 DHRs in 2024/25. Following the publishing of the Marcella
DHR MNIAS has continued to progress the recommendations including the training of
our workforce particularly in EAC and have made significant efforts to take forward a
recommendation in relation to consideration of NIAS representation on the MARAC
(Multi Agency Risk Assessment Conference). The safeguarding manager has
brought 1 case to MARAC in the past 6 months in order to safeguard a particularly
high-risk patient who disclosed a history of domestic abuse to a NIAS clinician.
There is 1 current individual agency review which requested in March 2025 in
relation to homicide which took place in 2024,

Adult Protection Bill (NI)

NIAS is represented by the head of safeguarding in working groups related to the
implementation of the adult protection bill which remains in draft. The Bill will see the
introduction of new offences relating to ill treatment and wilful neglect. It will also
introduce additional powers and duties to strengthen and improve the aduit
protection process and bring Northern Ireland into line with other parts of the UK.
The hill is in a final draft although yet to be approved.
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Staff Safeguarding Allegations

The Safeguarding Team has been involved in 7 staff cases, with significant input
from Safeguarding manager and Head of Safeguarding into 2 cases that required
investigation which included co-operation from other agencies. 2 Cases have
recommendations for referral to Disclosure and Baring Service (DBS). There is
significant learning from one specific case in relation to identifying and responding to
patterns of concerning behaviour towards female staff.

Conclusion

Following considerable investment in staff education, NIAS has experienced an
expected increase in safeguarding referrals. The organisation has appointed a
Safeguarding Manager who has developed a number of partnerships with
safeguarding agencies and Trust teams to improve interface working.

NIAS have been identified nationally as an ambulance service organisation with an
outlying low safeguarding referral rate for safeguarding, 0.25% when the RQIA report
highlighted concerns in 2019. This increased to 0.5% in 23/24. Whilst the volume of
referrals has increased in 24/25 by 25% overall our referral rate remains lower than
the 4% reported nationally across other UK ambulance services, there is however
further work to be done to determine if all services follow the same operational
definition to determine referral rate.

Managing this ongoing increase of referrals, training demands, alongside demands
from partner agencies who are now more engaged with NIAS has placed pressure
on what is a relatively small team, with little resilience, this was particularly evident in
early 2025 when a member of staff was on sick leave and the were significantly
challenged in the management of referrals, whilst simultaneously delivering an
ambitious training programme). In recognition of this SMT have approved the
appointment of an additional Band 5 Safeguarding Officer, however this is on a
temporary basis, the service will require a stable and experienced workforce to
manage what are likely to be increased referral rates as we continue to support
clinicians to recognise and report safeguarding concern.

Key areas of focus during the remainder of 25/26 are:

1. Continue progressing Level 3 training, with an aim that all staff involved in the
delivery of direct patient care will be trained by March 2026.

2. Address REACH software issues to ensure seamless case management and
accurate data reporting.

3. Continue to monitor and report on the increasing rates of referrals and
demands this places on safeguarding workforce.

4, Promote the safeguarding allegations and chaperone policy and procedures
to ensure joint working and appropriate levels risk assessment and shared
decision making.

5. Progress internal collaboration to develop clear guidance clear guidance is
provided on who and when to notify the DBS.

6. Progress cross directorate work required to ensure confidential pathways are
explored with relevant external agencies and formally established within the
organisation.

7. Engage and contribute to the organisation culture and sexual safety
programmes ensuring a strong safeguarding influence.
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Director of Quality, Safety and
Improvement Foreword

This report recognises both the challenges faced and progress made in relation to
Infection Prevention and Control (IPC) within the Northern Ireland Ambulance Service
(NIAS) during the period 1* of April 2023 to 31* of March 2024.

The year has been marked by continued dedication,
innovation and adaplability in responding to
emerging risks and ensuring the highest standards
for patients, stalf and the wider communily.

The re-emergence of measles and the new threat of
Clade 1 Mpox cases demonstrated the success ofa
multidisciplinary approach to |IPC risks faced by the
ambulance service. While the pressure on the
health system as a whole remained unchanged, as
an organisation we were able to adapt and lo
ensure safe systems of work were established and
risks mitigated as far as possible in this challenging
service delivery context,

During this year we continued to work with internal
and external stakeholders to ensure a robust and
responsive IPC service tailored to the needs of the
pre-hospital setting and all its unigue challenges.

02

As we move forward, we remain focused on
improving our cullure of IPC and fostering a spirit of
continuous leaming and improvement.

| would like to take this opportunity o thank our
MNIAS IPC team for their hard work, dedication and
commitment during this year, | am very proud of all
that this small team have achieved. | would too like
to acknowledge the role of our Cperational Crews,
of our NIAS Educators and of our Service Managers
in delivering and supporting with all IPC efforts this
year, and in championing a cullure where IPC is
foundational and part of our core business.

A};w. cLatfen
Lynne Charlton
Director of Quality, Safety, and Improvement




Agenda 10/ 10 - 02 - IPC Annual Report (1).pdf

The Northern Ireland Ambulance
Service Health and Social Care Trust

Background Information

The Northern Ireland Ambulance Service (NIAS) provides high quality urgent and
emergency care and treatment, as well as scheduled non-emergency patient transport
services for all the 1.9 million population in Northern Ireland (NI). We provide these services
across 5,500 square miles and five divisions — Belfast Division, Northern Division, South-
Eastern Division, Southern Division and Western Division. NIAS dispatch vehicles from a
range of 59 stations and deployment points across the region and our Trust headquarters
are based in Knockbracken Healthcare Park, Belfast.

There are circa 1,400 staff employed by NIAS at any given time with 250 volunteer first
responders and 100 voluntary car drivers also supporting service delivery. The table below
provides a breakdown of the NIAS permanent workforce at 31* of March 2024:

Staff Group Number of staff

ACA 237
EMT 273
Paramedics 433
Other 525
Total 1468

Within the service there are 116 frontline double crewed emergency ambulances, 43 rapid
response cars and 115 non-emergency ambulance vehicles coordinated by one Emergency
Control Room and one Non-Emergency Control Room. In addition, the NIAS Hazardous
Area Response Team (HART) work with other emergency services to treat individuals and
support the management of major incidents.

03



Agenda 10/ 10 - 02 - IPC Annual Report (1).pdf

The NIAS Infection Prevention and Control (IPC) and Environmental and Vehicle
Cleanliness (EVC) Teams are key contributors to the quality, safety and patient experience

agenda of the organization. As set out in "Caring Today, Planning for Tomorrow- Qur

Strategy to Transform: 2020-2026", the NIAS as a whole and the IPC & EVC teams are

committed to providing high quality, evidence-based services and consistently showing

compassion, professionalism and respect to the patients that we care for. We do this by

ensuring that:

Our patients feel professionally cared for, always with compassion and respect

« Our staff will feel positive and proud to work for NIAS

Our stakeholders and partners will have confidence in us as a reliable provider at the
center of urgent and emergency care

« Our communities will continue to value and trust us.

The NIAS in line with other Health and Social Care providers across NI continue to face
significant challenges and issues. These include the need to deliver safe, high guality care,
improved response times and service modernisation in the context of a constrained financial
environment. The Trust's frontline challenges are those that are also faced by ambulance
services across the rest of the United Kingdom (UK) and the broader Health and Social Care
Sector in Northern Ireland, as documented in the GIRFT review of Emergency Medicine In
Northemn Ireland (2024) and the Northern Ireland Audit Office review of Ambulance
Handovers in Northern Ireland {2025).
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Introduction

The purpose of this report is to provide a comprehensive overview of the IPC activity which
has taken place in NIAS from 1* April 2024 to 31" March 2025.

It will demonstrate how NIAS has achieved compliance with the NI extant strategic regional
action plan for the prevention and control of Health Care Associated Infections (HCAI)
‘Changing the Culture’ (2010).

The overarching strategic aim of ‘Changing the Culture’ is to eliminate the occurrence of
preventable healthcare-associated infections in all health and social care settings, and
promote, strengthen and maintain public confidence and understanding.

In addition, this report will present performance against the agreed Key Performance
Indicators (KPIs) of NIAS which are used to provide assurance of, monitoring of and to
promote improvements in IPC and EVC.

Organisational Structure

The IPC service within NIAS was formally commenced in November 2019 and sits within the
newly formed Quality Service and Improvement Directorate (QSI) see organisational chart
below:;

Hewrharn ieland Ambruisnce Senice Quality, Salety aad improvemont Directorate

Heath and el Cane lrust @
: m
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Assurance and Governance

Robust processes are in place within NIAS in relation to IPC governance and assurance
utilising the three lines of defence model and including first line -operational management,
second line- corporate oversight and third line- independent assurance.

The following internal processes are in place to support the first and second lines:

« Undertaking of independent Hand Hygiene (HH), Personal Protective Equipment (PPE),
Station and Vehicle Audits.

» Reporting of audit results and KPI performance through to NIAS IPC and EVC quarterly
improvement group. IPC KPIs reported include HH, PPE, E-Leamning and ANTT

« Reporting of audit results, improvements and KPI performance through to the NIAS
Safety, Quality, Patient Experience and Committee (SQPE) quarterly

« KPI monitoring, action planning and improvement by the IPC team

« |AS framework monitoring and audit

» Reporting back any key learning, actions or achievements to the Learmning and
Development Qutcomes group.

Additional process that are in place to strengthen governance and assurance include in
relation to the third line:
1.Regulation and Quality Improvement Authority (RQIA) inspection and regulation
2.IPC Peer reviews with AACE colleagues.

Governance and assurance process within NIAS are additionally supported through the use
of risk registers and appropriate risk reduction strategies, action plans and mitigations.

RQIA Inspection and Regulation
There were no unannounced or announced inspection by the regulator, RQIA, undertaken
within NIAS during this period.

We continue to utilise the 'RQIA bespoke Ambulance Audit teol' to undertake ‘mock’ RQIA

inspections. This process is utilised for general audit, for improvement and to support areas
to know and understand the standards required and their roles/responsibilities in relation to
this.
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AACE Peer Review

The programme was developed and delivered through the NASIPCG and tasked an
identified expert individual from one ambulance trust, to visit colleagues in another trust to
undertake a standardised assessment of IPC. The assessment aspect of this looked at core
competencies and CQC/ RQIA criteria. Any feedback from the reviewer was sent back to the
host trust formally which will reflect areas of good practice and areas which could provide
additional learning or review. This program of work has been paused since April 2024 due to
service pressures in the UK Ambulance Sector.

Risk Register
All previous Corporate and QS| Directorate risks relating to COVID-19 response and IPC
service development have been closed.

Risks 761 on the corporate risk register, rated as high risk, relates to operational capacity of
the Hazard Area Response Team (HART). Risk 833, rated as medium risk, relates to the
ability of NIAS to respond to a High Consequence Infectious Disease (HCID). Although
these risks are outwith the IPC Team (IPCT), they do impact on how HCIDs are responded
to by the service. The IPCT have worked with the Emergency Preparedness, Resilience and
Response Team and across specific Incident Control structures (for example MPox, Clade
1) that have been stood up to operationally manage response to HCID, to support safe
systems of work and to mitigate risk. Risk mitigate actions taken include direct provision of
specific NIAS bespoke guidance documents that detail how to manage HCID within the
operational context of NIAS and HSC, and extensive training of operational crews in relation
to HCID Personal Protective Equipment (PPE).
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Infection Prevention and
Control Team

The IPC Team comprises of:

1 WTE Band 8A IPC Lead

1 WTE Band 7 Senior IPC Practitioner (post created October 2022)
1 WTE Band 6 IPC Practitioner (post created in 2020)

Service pressures have arisen in year as a result of absence.

The Team structure is as outlined below.

Post Band Da_te ot Incumbant
Appointment

Director of Quality, Safety and

Improvement and Director of .
. : Directo 2019 Ms L Charlt
Infection Prevention and Control rector S:yTG. Laron

(DIPC)

Assistant Director of Quality, Safely

and Improvement and Deputy : ; :
Director of Infection Prevention and Assistant Director 2022 Ms Ruth Finn

Control (DDIPC)

Infection Preuir:n and Control 8A April 2023 Ms Ruth Robhb

Infection Prevention and Control
Practitioner

T October 2022 Ms Claire Fitzsimons

Infection Prevention and Control
Practitioner

6 December 2020 Mr Paul Mciillan

There will be some change in post holders in this incoming financial year as a staff member
has recently left the service to pursue a promotional opportunity. This vacant post has been
successfully appointed to, with a new staff member expected to join the team in August

2025.
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Key Service Achievements IPC April 2024 to March 2025
The NIAS IPCT have worked during this period to ensure that the service delivered and the

key achievements of the team were aligned to the NIAS ‘Strategy to Transform (2020-2026)
— Caring Today, Planning for Tomorrow'. Work streams were planned in relation to the 7
priority areas for transformation laid out in the strategy:

Areas for Transformation What has been achieved by the IPCT

«  Development of, agreement of, monitoring of key performance
indicators related to IPC. KPIs related 1o Hand Hygiene (HH), e-
Learning and ANTT are subject to the above processes and are
reported to NIAS IPC/ EVC Group, NIAS SQEP Committee and

as appropriate to MIAS SMT and Trust Board

. Development and cascade of a NIAS bespoke HH policy

including the updated HH Audit Toal.

F Development and cascade of a NIAS bespoke ANTT policy

F Development of a monthly HH and PPE audit report for the

Delivering care
IPCT have ensured delivery of a
high quality, evidence based |PC
service in line with agreed key
performance indicators (KPls)

organisation
. Support of the development of IPC Practitioners ulilising
professional development framewark of Infection Prevention
Soclety
Our workforce «  Support of IPC practitioners to undertake role specific iraining
The IPCT has and will continue to and professional development by attending IPC Conferences,
develop an IPC workforce fit to attending IPC webinars, undertaking Level 2 Quality
deliver a high qualily, evidence Improvement, undertaking teaching gualifications and spending
based IPC time with members of the MDT in other trusts relevant to the IPC
service for NIAS role

« Participated in a Peer review with members of AACE to ensure
the best evidence based service is provided

« The IPCT have advised on operational service delivery in respect

of IPC related matters, for example management of patients with
infectious organisms
« Parlicipating in development of directorate through attendance at
team meetings, inputting into REAP Actions, inputting into
developing business continuity plan for the directorate
«  Input into developing, maintaining and updating IPC risks for
MIAS risk register (corporate and divisional) where appropriate
(nil at present)

« Input into NIAS Fleet Strategy in respect of IPC related matters

«  Support and input into manitoring framewaork development for
PASI VASS IAS, development of and parficipation in unannounced

audit programme for same
F Support with and input into REAP 4 planning and actions
+ Undertaking and providing specialised advice in relation to audit
and action planning

. The IPC team have worked with National and Regional

colleagues to ensure the best evidence based practice is in place
and to raise the profile of NIAS |PC

C The IPC team have liaised with Estates and Operational

colleagues in the development of new building developments with
NIAS,

Organisational development
The IPCT have contributed to QS|
Directorate development and the
MIAS ‘Strategy to Transform 2020-
2026
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Quality improvement
IPCT have begun to build QI
capacity within own service and
are utilising QI methodology when
undertaking service improvement
projects

-

-

Band 6 IPC Practitioner has undertaken Process Mapping
training and plans in place for Band 7 Senior IPC Practilioner to
complete same when they join the service
IPC Practitioner and Senior IPC Practitioner have undertaken
level 2 SQE training programme
IPCT members have been supported with QI Mentorship for
SQE projects as required
The IPCT have secured funding from the Infection Prevention
Society for a Ql project in relation to Bare Below the Elbow
(BBE)

The IPCT have inputted into Contract Awards for FFP3 masks,
Hand Hygiene Consumables, Gloves and Face Shields
The IPCT Launched a new IPC resource in November 2023 to
allow staff easy access to IPC advice and information regarding
Health Care Associated Infections. The project was presented at
the 2024 UK IPS conference to raise the profile of NIAS at a
national level,

The IPCT have supported with the review and implementation of
new IT devices including the Toughbook to aid operational staff,

Digital enablers
The IPCT has developed the
MNIAS IPCservice offer by utilising
digital enablers

All members of the IPCT have been given access to |T
equipment such as tablets, laptops, Citrix fobs, smart phones to
promote flexible and mobile working and efficient service
delivery
The IPCT have worked with EVC and key stakeholders o
purchase, build and embed a new elecironic audit system -
including the set up and training of key staff throughout the
organisation.

Qur infrastructure
IPCT will ensure that the team is
properly constituled,
adequately funded and has
appropriate governance
arrangements in place

L

The NIAS IPCT have been allocated permanent suitable office
accommodation which meets all of its needs
The IPCT has source and procured all required resources for
training such as glo —torches, pop-up signage, supplies of
consumables
All IPCT team members have annual PDP and 1:1 meetings
with line manager
The IPCT has developed a clear annual work plan and
associated SMART objectives and aclions
The NIAS IPCT has put in place all the resources it requires at
present to deliver service,
There is an IPC/ EVC Group and an identified committee for
governance and assurance.
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IPC has increased awareness of,
profile of and access to IPCT

Communication and
engagement

-

The IPCT take a lead role in organising and participate in
Divisional EVC and IPC meetings
The IPCT present KPI data and assessment of same o NIAS
SQAPE committes
The IPCT have utilised many different media channels within
MIAS to communicate with staff such as What's App, Share
point, Email and MDT
The MIAS IPCT have developed and cascade a bespoke
monthly report for HH and PPE
The NIAS IPCT have developed a Newsletter for NIAS in
relation to IPC 'IPC Matters’, from April 2024 te March 2025, 12
different newsletters in relation to current IPC alerts and
concerns have been issuad
Each year in May the IPCT deliver a week of engagement in
relation to hand hygiene for World HH day
The NIAS IPCT team have delivered face lo face training and
this is currently being reviewed to enable more face to face
training to be undertaken
The IPC team have worked with Continuing Clinical Education
Team lo update AAP and ACA training in line with guidance
The IPCT are a core and active member of the AACE Mational
Ambulance Seclor IPC group
The NIAS IPC team have been involved in Regional Infection
Prevention Society meetings and conference planning to raise
MIAS IPC profile and to promote NIAS achievements
The NIAS IPC Lead is the current chair of the Regional IPC
Lead Group, an influential group of Senior NI IPC leaders who
influence NI IPC strategic direction and policy.
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Audit and Monitoring 103

The IPCT are responsible for undertaking independent audit of hand hygiene (HH) the use of
Personal Protective Equipment (PPE) and RQIA style inspections related to IPC and EVC.

A digital auditing system has been employed by NIAS for some years, in April 2024 the
contract for the system was reviewed. After a period of consultation with all users a new
system, MEG, was selected. The transition to MEG required a period of product build where
the structure of stations, divisions, staff and vehicles was created to provide a reporting
structure. Each individual audit was built and tested before it could be released. There was a
significant training requirement which were provide initially by the company but then revert to
the responsibility of the NIAS IPC/ EVC team for same.

All IPC audits are reported firstly to the station officers and area managers as appropriate.
This sharing has two functions, firstly to provide service managers with an understanding of
performance and secondly to provide information to support them to drive improvement. We
advise station officers to share these with staff and include discussion of them in routine
divisional meetings. Results are shared and discussed at the IPC/EVC group and the
Safety, Quality and Patient Experience Committee (SQPE).

During year 2024-2025 auditing by the IPC team was paused in November, December and
January 2025 as Mpox preparedness and training in relation to Personal Protective
Equipment (PPE) had to be prioritised.

Audit performance is outlined in the following sections.

13
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Hand Hygiene 104

Hand hygiene (HH) auditing is carried out monthly by the IPCT at 6 major Emergency
Departments (EDs) within NI, with the KPI set at 90% compliance.

Operational NIAS staff are audited against the standards of the NIAS 'Hand Hygiene Policy’,
the World Health Organisation (WHO) ‘5 Moments of Hand Hygiene’ (2009) and the '7 Step
Technique'. This 'on the ground’ engagement is an excellent opportunity for the IPCT to be

highly visible to support and advise operational staff on any HH related queries they may
have and to build good and effective working partnerships.

It is impaortant to acknowledge that ED performance levels do not just represent the
performance of crews from the Division that the ED is located in as crews from other
Divisions may frequent various EDs, for example crews from North Division may convey to
the Mater Hospital, from South East may convey to the RVH and vice versa.

The following graph (SPC with upper control, lower control and median lines) shows the
Trust average for HH compliance between 1% April 2024 to 31* March 2025. The target is
90%.

Compliznge Over Time

14
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The table below breaks this data down by ED and by audit question: 105
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The audit demonstrates that staff often carry out HH with good practice noted in relation to
HH technique when it is undertaken, however staff are often not "Bare below the elbow
(BBE)" resulting in 2 non-compliance.

Wrist watches are the most commonly seen cause of non- compliance with BBE followed by
false nails or gel nails being worn.

The HH audit results are often affected by the overuse of gloves which can lead to missed
moments of HH.

A number of actions have been taken by the IPCT and the IPC and EVC Group to date in
relation to HH audits including:
« Face to face engagement with staff at EDs around identified issues, with respectful
challenge and education by the IPCT
« Provision of staff member details to Area Managers where non-compliance was
observed for identification of trends and addressing of same where issues arise
« NIAS bespoke HH leaflet developed and shared with staff
» Circulation of AACE statements and resources to staff regarding BBE and the
development of a BBE QI project
« Circulation of HH newsletter and HH policy to staff.
« On-going education with staff at all levels, including students, and the promotion of
World Hand Hygiene day at the main ED sites
« [raining sessions held with CS0s from each division covering expectations of
compliance for HH, PPE and ANTT
« HH for managers training sessions held over teams throughout May 2024,

15
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Personal Protective Equipment (PPE) 106

Operational staff are audited on whether they are wearing the appropriate PPE with the KPI
set at 90% compliance.

The following graphs show the Trust average for compliance between 1% April 2024 to 31
March 2025.

‘Compliance Over Time
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The table below demonstrates the audit results broken down by ED. There have been times
where it has not been possible to complete a PPE audit as staff observed were not utilising
PPE at the time of the audit (appropriately), this is most common in the West division.
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Compliance with PPE is closer to the KPI of 80% than HH. The most used item of PPE is 107
gloves, often with staff wearing gloves with every patient, (not seen as commaonly in the West

Division). This overuse of gloves can lead to missed moments of HH where gloves are

donned to early or removed too late which also affects the HH audit results.

A number of actions have been taken by the IPCT and the IPC and EVC Group to date in
relation to PPE audits including (there is cross over with the actions in relation to HH)
« Face to face engagement with staff at EDs around identified issues, with respectful
challenge and education by the IPCT
« Provision of staff member details to Area Manager where non-compliance was observed
for identification of trends and addressing of same where issues arise
« Encouraging staff to risk assess PPE and providing communications surrounding
transmission based precautions
» Completion of a glove improvement Quality Improvement project at UHD
« Circulation of PPE/glove newsletter
« Training sessions held with CS0s from each division covering expectations of
compliance for HH, PPE and ANTT.

RQIA style environmental cleanliness auditing
All RQIA style audits carried out by the IPC team are unannounced. The station

environment, vehicle cleanliness and staff knowledge are reviewed. An audit is considered
compliant if it achieved an overall score of 85% and above. Scores of 76%-84% are
considered partially compliant while scores under 75% are non-compliant.

In this reporting period the IPC team completed 1 RQIA style environmental audit in
Ballymena station, which was compliant. It was noted that it was difficult to be able to ask the
‘staff question’ set to staff as they were not available due to call attendance.

The complexity and length of the RQIA style audit was particularly challenging to build into
the MEG system, which resulted in the delay of returning to this work stream. In 2025-2026
the team plan to return to completing this in 1 station per month.

] 7.5
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. 3 109
Training and Education

IPC mandatory E- Learning
IPC mandatory training is provided through the Leaning Management System (LMS) using

the NI regional training package. Two levels of training are available:
« Tier 1: for staff who do not provide patient care
« Tier 2: for staff who do provide patient care

Additionally, ANTT E-Learning is provided for all clinical staff who undertake ANTT
procedures (e.g. venepuncture, cannulation, wound dressings)

For example, an office based ‘Personal Assistant’ would undertake Tier 1. All patient facing
staff (regardless of role, ACA, paramedic etc.) would undertake Tier 2. Those patient facing
staff who undertake ANTT procedures such as canulation, or wound dressing will also
complete ANTT E-Learning.

The table below demonstrates performance in relation to this for this reporting period (figures
provided by the Learning and development team).

Course Mo, of stafl certified Overall staff percentage
IPC Level 1 Training (mandatory) 125 52%
IPC Level 2 Training (mandatory) 113 7.3%
ANTT (Antiseplic Non-Touch Technigue) 161 10%

Uptake of IPC mandatory training is poor. Unfortunately, while IPC training is mandatory to
complete every 3 years it was not included in the core 10 activities identified for Trust focus
in year, this has been addressed and it has been requested and agreed that risk be an
active consideration when prioritising training going forward. While the IPC team encourage
and advise all staff to complete this, front-line staff often struggle to find the time in which to
complete this.

The regional learning package is currently under review by the IPC Lead Nurse Forum, the
updated version is expected to be available in the summer of 2025. The NIAS IPC team
have been working with this group to ensure the package reflects the needs of the
ambulance service.
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Other IPC training education 110

The IPC team continued to provide non-mandatory training in this reporting period and the
team delivered education to 673 NIAS staff members. The main areas of training delivery
have been full training days for AAP course and induction courses for paramedics who have
transferred from other trusts, CS0s and new station officers.

The IPCT committed to providing weekly Mpox update / PPE training sessions as part of the
trust preparedness planning for this HCID {now derogated as a HCID).

This year additional focus was placed on HH, PPE and ANTT with bespoke educational
sessions held for line managers highlighting their roles and responsibilities in management
and improvement of this.

The team also provided training to CSOs in all divisions to support them when undertaking
observational shifts with front line staff. This training included each CSO completing their
ANTT assessor training so they could carry out these assessments as part of their role.

The team were able to work with the CCE Team to build ANTT assessments into the NQP,
AAP and ACA courses meaning these staff were able to go into the workforce fully compliant
with all IPC training. This will also negate the need for further training for these staff cohorts
for 2 years.

This year the team were included in the University of Ulster second years Paramedic course
providing an |IPC update on HH, PPE and ANTT in preparation for them going on placement.
This is flet to be a very positive addition to our training calendar as it helps to develop
relationships with students and potential employees at an early point in their career journey.
It helps us to share the message about the culture of IPC in the organisation and helps to
share the standards required and the behaviours expected. It also serves to connect to
ensure that the IPCT are connected into the education system and encourages the team to
ensure that they are working from a place of knowledge of best practice, new developments
and innovation.
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A breakdown of the main training courses provided is outlined below:

Course No. of attendees

Hand Hygiene for Managers 34
RRV day 21
AAP days 19
CS50 update including ANTT assessor training 28
IPC update for 2nd year paramedic students 50
MQP induction 51
VCS 21
MOP ANTT assessments 48
ACA days 44
ERPP days (Mpox updates) 223
Station Officer Induction 6

The team again provided informal education for World Hand Hygiene Day 2024, engaging
with staff at ED and providing some educational materials. The follow photographs
demaonstrate some of the staff engagement undertaken by the team. The team recognise the
importance of sugary snacks to our operational staff and went to extreme lengths with the

IPC compliant cupcakes!




Agenda 10/ 10 - 02 - IPC Annual Report (1).pdf

Incidents, outbreaks, and management of organisms 112

An outbreak is defined as two or more cases of an infection or alert organism linked by time
and place. An outbreak in a station or in a control room can be devastating to service
provision so it is vital that every suspected outbreak is carefully risk assessed and
appropriate measures put in place to prevent further transmission. In this reporting period
there were 0 outbreaks declared.

During this period the IPC provided advice or contact tracing on the following organisms
(suspected and confirmed):

Invasive Group A Streptococcus (IGAS) 14
Measles 3

Meningitis (5]

Tuberculosis ]

Pertussis 3

Varicella Zoster (chickenpox or shingles) 2

Each of these cases requires the team to review the patient information and locate the crew
or crews involved in the patient's care. An assessment of the level of risk or exposure will be
carried out and if required staff are referred to Occupational Health team for further support
and follow up. The key challenge for the IPCT is access to information in a timely way as
some of these organisms require to actioned very quickly to mitigate risk. The team have
been working across all levels of the organization and have developed systems and process
to support timely access to information. The team ensure that any learning from outbreaks or
incidents is shared with relevant teams within the organization and across HSC where
intertrust / interface incidents occur.
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Quality Improvement Projects -

This year the team were able to share learning from QI work undertaken, on a national stage
at the 2024 Infection Prevention Society (IPS) Conference, with two projects accepted for
poster submission, one of which was also selected for a poster talk. These Quality
Improvement projects were carried out in 2023/4 one on the creation of the IPC Resource
and the other the Glove reduction project. This was an achievement which the team was
very proud of and going forward hope to continue to showcase learning from the Ambulance
Service across all IPC fora.

The team successfully applied for funding from the UK Infection Prevention Society (IPS) for
a further innovative Ql project to be undertaken in 2025/6, focusing on improving compliance
with BBE.

Preparedness Work

In this reporting period the team supported the organization in preparedness work for new
and emerging threats. In response to a large and sustained outbreak of Measles in England
NIAS joined the other local HSC and national Ambulance Service Trusts to ensure that it
was prepared to recognize and manage cases of Measles among the general population,
patients and potentially among staff members.

Actions included:

« A Measles preparedness group was formed in February 2024.

« There was engagement across all level of NIAS Operational Management in relation to
this.

« The IPC team continue to liaise with Regional colleagues regarding Measles cases.

« Education sessions were planned for NIAS staff over Teams on 3 occasions.

« Newsletters and guidance sent out via daily bulletin and circulated to all staff.

« The IPC resource has a section dedicated to Measles.

» PPE supply confirmed.

« Assistance and advice given to the team who are responsible for Fit testing.

« The IPC team (2 staff members) have paricipated in an on-call rota to provide out of
hours support over the weekend and during bank holidays which ceased in July 2024
(on the basis of assessment of need). 0 calls were taken during this on call period.

» Resources were created to support staff in the event of a positive case.

- Liaised with OH and HR to encourage staff to participate in a mop of vaccination
programme.

+ Reviewed NIAS risk where positive cases identified,

« Ihe measles preparation IMT has now been stood down as the number of new cases
nationally has abated.
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lln August 2024 the World Health Organization (WHO) declared a situation of internal 114
concern regarding Clade 1 Mpox as cases had been reported in countries outside of Africa.

Clade 1 Mpox was initially considered a High Consequence Infectious Disease (HCID)

before this derogated in March 2025.

Actions taken to prepare included:

« NIAS Incident Management Team (IMT) established in August 2024

« Attended a regional tabletop exercise arranged and chaired by the PHA in January.

« Developed resources for staff including new PPE donning and Doffing posters.

« Guidance document for frontline staff developed and circulated based on the AACE
Guidance on MPox.

« |IPC team provided weekly Mpox awareness session at the EFPRR days.

« Trust risk assessment in relation to HCID and Mpox developed.

« Supported the fit testing service.

« PPE stock levels reviewed.

« NIAS are now working in partnership with HSC, Dept of Health and the Public Health
Agency to ensure that this is effectively planned for across NIAS and NI. It is noted that
preparedness for HCID is cross cutting across a number of Directorates within NIAS and
thus preparedness is being addressed through a cross Directorate IMT. Additionally,
there is an impact in terms of Emergency Planning, Preparedness and Resilience
(EPPR) through the Hazard Area Response Area Team (HART) and it is recognised that
there is ongoing regional work with the Dept. of Health in relation to HART capacity.

While Clade 1 Mpox was derogated and no longer considered a HCID the IPC team will
continue to work with HART and the wider MDT to ensure NIAS has an adequate HCID
response.
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. 115
Conclusion
2024/5 proved to be another challenging year for NIAS Operationally with most of the year
spent in REAP 3 and 4. The IPC service worked hard to keep themselves up to date with
changes to policy and guidelines and ensured these were considered and shared with
organization and staff. This year has demonstrated that despite the continued pressure on
the system there is a continued need to prepare for future IPC concerns in the form of HCID
and to ensure that fundamental IPC practices are embedded into every day practice.

References:
GIRFT (2024) - Getting It Right First Time Review (GIRFT) of Emergency Medicine in

Northern Ireland | Department of Health

NIAO (2025) -Ambulance Handovers in Northern Ireland | Northern Ireland Audit Office

Ready to Respond

OFut tested | Bare below the elbow | Uniform and PPE prepared
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The Board Assurance Framework (BAF) is
presented at Trust Board, further to its consideration
at GARAC.

A series of recommendations are made to
strengthen internal controls and assurance on
pages 5 to 7, with a progress update.

Brief summary:
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Version 1.0: August 2025

Morthern Ireland Ambulance Service Health and Social Care Trust
Board Assurance Framework
Overview

The Board Assurance Framework (BAF) forms part of the Trust's corporate
governance systerm and allows the Board to maintain oversight of the principal risks
to delivery of the Trust's strategic objectives.

The BAF:

1. Identifies the strategic risks which might threaten NIAS's priorities.

2. Summarises the controls which are in place to mitigate the strategic risks.

3. Assesses the effectiveness of the controls and the quality of assurance which
is currently available to Trust Board.

Benefits of the BAF

The BAF is designed to support decision-making and prioritisation by the Senior
Management Team (SMT) and Trust Board by bringing together in one place all the
relevant information on the strategic risks to the organisation's objectives.

Specific benefits include:

+ Providing a comprehensive overview of the extant controls and sources of
available assurance, and an assessment as to whether they are sufficient and
effective.

« Identifying areas where controls and assurance could be strengthened.

« ldentifying areas where assurance is duplicated and/or is disproportionate to
the level of risk; and

+ Providing an evidence base to assist the organisation in the preparation of its
annual governance statement.

Development of the BAF

Following Trust Board's October 2024 workshop, the risk and governance team has
engaged with all Directorates at NIAS to map out the key management controls which
they have in place to support delivery of their core functions.

This information, alongside benchmarking of BAFs used elsewhere in HSC, the NHS
and other ambulance services, has been used to inform the development of NIAS's
BAF.
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Strategic vs. Corporate Risks

The BAF is orientated to the strategic risks facing the organisation. While there is some
overlap between strategic nsks and risks on the corporate risk register, they are
distinct in that:

+ Strategic Risks are those that might threaten an organisation’s desired
objectives and are often, but not always, outside of the organisation's direct
control and/or influence.

 Risks on the Corporate Risk Register are the most potentially serious
operational risks that might threaten the Trust's day-to-day activities and
service delivery.

Three Lines Model

The three lines model is a framework which defines sources of assurance which are
available to an organisation:

« 1st Line Assurance is derived from activities carried out at a departmental or
service level. This could range from management meetings, data analysis and
implementation of standard operating procedures to carrying out internal audits
or spot checks.

« 2nd Line Assurance is provided by internal functions which have a degree of
independence from frontline services such as Board/Committee oversight,
Health & GSafety, Infection Prevention and Control and corporate risk
management. It may also be derived from specific accountability and reporting
mechanisms commissioned by senior management.

« 3rd Line Assurance comes from sources external to the organisation. This
might include Internal Audit reports or inspections by regulatory bodies, such
as the Regulation and Quality Improvement Authority or the Northern Ireland
Audit Office.

BAF Structure

The strategic risks to NIAS's 2024-26 strategic objectives are set out below. For each
strategic risk, the BAF presents key information including:

« |nitial, Current and Target scoring using the HSC Regional Matrix. The Target
score is derived from the Trust's Risk Appetite Statement as set out in the Risk
Management Policy.

« Relevant operational risks on the Corporate Risk Register or Directorate risk
registers are cross-referenced.
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+ In-year commitments to support delivery of the strategic objective.

* A summary of controls currently in place at NIAS to mitigate the risk.
+ The sources of available assurance across 1%, 2" and 3™ lines.

« Gaps in the existing controls and available assurance are highlighted.

« An aggregated assessment of current assurance using the following
framework:

‘There is no available assurance about the effectiveness of |
NONE existing controls. Urgent action is required to strengthen
controls and assurance mechanisms.

LIMITED confidence about the effectiveness of the controls. Actions
are required fo strengthen controls and assurance.

The available assurance provides a moderate level of
ADEQUATE | confidence about the effectiveness of the controls. Actions
should be taken to strengthen controls and assurance.

The available assurance provides a good degree of

Tl
S S A confidence about the effectiveness of the controls.

How the BAF will be reviewed

As a formal governance document, the BAF will be reviewed regularly by SMT. This
review will consider:

+ Any changes in the operating environment that might impact on the likelihood

or impact of the strategic risks;

« Areview of existing controls and assurance mechanisms to identify if they are
still in place and remain fit for purpose; and

« Updates of any actions to address gaps in controls or assurance.

Due to its cross-cutting nature, the BAF will be reviewed regularly by Trust Board and
its Committees, with any key highlights drawn out related to each Committee's remit,
alongside the relevant risks on the Corporate Risk Register.



BAF SUMMARY DASHBOARD

Strategic Risk 1: We fail to provide safe and compassionate care for our patients

on all ooccasions.

Strategic Risk 2: We do not provide a timely and effective response to service
users.

Strategic Risk 3: We fail to transform how we deliver services to meet patient
need across all care settings.

Strategic Risk 4: We are unable to recruit and retain the people we need to
deliver our services and strategic priorities.

Strategic Risk 5: Our staff do not feel safe, supported or engaged in the
workplace.

Strategic Risk 6: We are unable to respond appropriately to unexpected events
and external threats.

Strategic Risk 7: Our critical infrastructure — estates, fleet and ICT- does not
support effective operations and delivery of high-quality, safe care.

Strategic Risk 8: We fail to manage our finances effectively within our annual
budget allocation.

Assurance Rating

ADEQUATE

LIMITED

LIMITED

ADEQUATE

LIMITED

LIMITED

LIMITED

SUBSTANTIAL
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Risk Score

HIGH

HIGH

HIGH

HIGH
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RECOMMENDATIONS TO STRENGTHEN CONTROLS AND ASSURANCE (1 of 3)

Priority

Update August 2025

Governance Structure

1. Several management groups should be established at 1st line level to ensure that key areas of activity

are being monitored effectively, focussing on:

& Cyber Security and Information Governance management and performance.
¢ Vehicle and Driving Management Group: to oversee NIAS's vehicle fleet and driving activity.

e Estates Management Group: Management and maintenance of the Trust's estate to include review

of health and safety, fire, security and other accommodation issues.
* Performance Management Group: to monitor operational performance, highlight areas of
escalation to SMT/Trust Board, identify and monitor impact of improvement work.

» Digital Priorities Group has
had first meeting.

* Cyber Security/IG Group
planned for September.

» Strategic Workforce Group: focussing on, for example, workforce planning and expansion, training, i s Discussions with Estates
recruitment processes and policy development, staff well-being initiatives. about standing up Estates
s Strategy Delivery Group: Implementation and progress against the Trust's corporate priorities. Management Group in
» Digital Priorities: management of critical digital enabling technologies and appraisal of potential October.
new systems/projects to ensure they align with NIAS's strategic objectives.
It is recommended that these groups meet quarterly and that the frequency of the AD Forum, which
currently meets weekly, should be significantly reduced to release capacity to form and establish these
management groups.
* Model ToRs, Agenda and
2. The groups noted above, and other management groups, should be supported with a model Terms of Reporting templated
Reference _and agenda and a Governaqce Highlight_ Report tgmplat& wl?ich will be szant _tcu SMT after disseminated to Assistant
each meeting. Each group should specify standing items which should include monitoring of KPIs and Biractors:
relevant mandatory training and review of policies within its remit.
3. A mechanism should be put in place to ensure that key organisational documents including policies i D'.g'tal plarﬁ:-rm.s belng :
and procedures are reviewed and updated regularly, aligned with national standards and regulatory HIGH trialled by multi-professional

requirements and are easily accessible for staff.

group.

4, The frequency of meetings and attendance, e.g., in respect of programme/project management, should

be reviewed to ensure that they are proportionate and value-adding. Teams should be encouraged to
review their current meeting structure to identify where meetings and/or attendance of personnel
could be rationalised or improved.

» Model ToRs suggests
representative from each
Directorate, as opposed
multiple attendees.
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RECOMMENDATIONS TO STRENGTHEN CONTROLS AND ASSURANCE (2 of 3) Priority Update August 2025
5. Pllans should h1& [:'put in place to s;gnlﬁcantly‘ strengthl‘an the clinical audit capacity in the Trust, with a « Discussed with Deputy
view to establlshmgl key parameters that will be routinely captured and reported on to SMT and to HIGH Clinical Director — added to
Trust Board/Committees. Directorate Risk Register.
6. NIAS should review the clinical KPIs, and outcome measures reported on by other ambulance services e Action to be taken forward
and develop a roadmap to replicate this reporting and analysis locally. HIGH by Clinical Governance
Group.
» Incorporated as part of ORH
> 7. The Trust should benchmark its ability to abstract operational staff to undertake refresher training in benchmarking.
o clinical and core skills and should work towards delivering the same level of refresher training as peer HigH | ® Business plan for release of
& Trusts. Where possible, release of staff to undertake statutory and mandatory training, should be staff to undertake refresher
prioritised. moving people/CRT training
in development.
8. Steps should be taken to ensure that adverse incidents, which do not meet the threshold of an SAl, are * Quarterly adverse incident
regularly reviewed and analysed for learning, and are reported to relevant management groups. theming report developed
and presented at LORG.
8. A process should be put in place to capture learning arising from major/critical incident debriefs and to » Process discussed and
ensure that this is disseminated across the organisation. agreed with EPRR.
& 10. Performance reports which are sent to SMT and Trust Board/Committees should be reviewed, and
2 expanded, to ensure that key metrics captured at 1% line, e.g., call answer KPls and PCS performance, » No update.
E are reviewed at 2" line level.
|-
‘g 11. SMT should strengthen its oversight and its accountability mechanisms for operational and
E organisational performance by, for example, having dedicated meetings focussing on performance HIGH » No update.

across the patient pathway or undertaking “deep dives” on specific aspects of performance.
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RECOMMENDATIONS TO STRENGTHEN CONTROLS AND ASSURANCE (3 of 3) Priority Update August 2025

12. The agenda of the Directorate Accountability Meetings, which take place three times a year, should be Il da of A tabilit
broadened to include outstanding responses to safety alerts, compliance with mandatory training, FREnGEOnccountability

LOW i
outstanding SAl/complaint recommendations and policies/procedures overdue for review. MEEMEE amelnr:led »
include these items.

13. Mechanisms to enhance accountability reporting at Divisional level and to escalate barriers to
performance should be explored. * No update.

14. The procedure for responding to Assembly Questions and Departmental returns should be reviewed
and updated. LOW * No update.

15. Where the Trust is required to provide a self-return to the Department or other body in respect of
implementing substantive recommendations or service changes, SMT should consider the option of
seeking independent assurance, either internally or externally from peers, on its compliance.

Accountability Processes

LOW | & No update.
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Strategic Risk 1: We fail to provide safe and compassionate care for our patients on all occasions.

Risk We will identify the most appropriate clinical response far o tients.

Averse Strategic Objective(s) & Wil b stappropr! i 4 i
Appetite

Risk Score Deliver refocussed clinical supervision
- 2025-26 Commitments :
Initial High
Current Medium Linked Corporate and | 816: Hospital Handovers; 531: Oversight of Independent Sector; 727: Response to Mental
Target Lm | Directorate risks Health Calls; 830: Delayed response because of Late Finishes; 712: Medicines Management.
Gaps in Controls Gaps in Assurance

» Limited clinical audit and reporting capacity. Range of indicators not * Limited reporting and tracking of adverse incidents which are not SAls.

assessed routinely e.g., accuracy and completion of NEWS, Pain Score. o , . . .
* Limited reporting from 1* line management groups e.g. medical devices

e Limited ability to abstract operational staff to undertake clinical training to | Eroup, UCOG upwards to SMT/Board Committee.

maintain skills and knowledge. = Mandatory training not reviewed, or performance managed, regularly at 1%

e Extant policies and procedures not routinely updated - some key documents ling eroups.

significantly beyond review date. * QI activity is not routinely reported at 1% or 2™ line level and gap in

_ _ ) alignment between Ql work and strategic and clinical priorities.
e Lack of process to oversee and monitor policy/procedure review.
» Lack of mechanism to track responses to safety alerts issued by the DOH

» Policies/procedures difficult to access. and other regulators.

e Lack of Divisional accountability and performance management structure,  |* Progress against SAl recommendations not routinely reported to SMT.
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Controls

For Strategic Risk 1: We fail to provide safe and
compassionate care for our patients on all occasions

Available Assurance

First Line

eryice-lavel/day=-day management|

Second Line

Internal o

Third Line

e Clinical education and training for frontline staff
including annual CCE days.

# B5c Hons. Degree at UU for NOPs.

# EMD training and sign-off process for call handling.

= Mandatory training in IPC, ANTT, 5afeguarding and QL.

& Integrated Care Hub: SOPs and guidelines for
management of calls; training for ICH clinicians in
Manchester Triage System.

# Policies for appropriate management of patients via
Hear and Treat/See and Treat.

* JRCALC clinical practice guidelines available to all
operational staff via app.

= Policies for the reporting and management of adverse
incidents, SAls and complaints.

& Inter-trust adverse incidents reported by other HSC
Trusts,

» Medical devices deployed as per Trust Policy,

& |PC quality assurance framework.

# IPC policies and procedures including hand hygiene,
PPE and environmental cleanliness.

» EVC team clean vehicles as per schedule.

& Ol initiatives and projects.

= Complaints policy and procedure.

# Learning Outcomes Review Group meets quarterly to
share learning arising from incidents, complaints etc.

-

-

5Al, complaints, adverse incident
data and |PC performance
cascaded through Operations
management structure,

High risk incidents, complaints
and guery SAls reviewed weekly
at RRG.

Clinical supervision: frontline
staff have 2 x clinically supervised
shifts per year.

ICH clinicians have 2 calls peer
reviewed on monthly basis:
supported by Bl dashboard.
Monthly DRC meeting to review
appropriateness of call
management,

3% of all EOC call valume
audited.

Additional clinicalfcall handling
training for staff as required.
Professional Standards monthly
meeting.

Monthly Urgent Care Oversight
Group monitors HRT/SE&T,
Menthly medical devices group
monitors incidents, training etc.

-

Matified 5Als and complaints
reparted to SMT.
PEQS Committee receives

reports on complaints and SAls.

Patient feedback reported to
SMT and PEQS.

Clinical education activity
reported to PEQS.

IPC and EVC KPlis reported to
SMT and PEQS.

Care Opinion reports weekly to
SMIT.

Ql activity reported to PEQS.

= |AS framework and assurance

reparted to PEQS.
Medicines management
reported to PEQS.
Annual Quality Report
published.

» 5Als notified to SPPG and
monitored.

» Potential review/inspection from
RQIA.

# [nternal Audit Reports:

& Clinical Governance (21/22) -
Limited

s Patient Pathways (23/24) -
Limited

s Risk Management (24/25) -
Satisfactory

# Complaints and SAls (24/25) -
Satisfactory

* Management of Medical
Devices [21/22) - Limited

2
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= Framewark contract for IAS providers,

* Medicines management policies and procedures.

# Safety, medical device and other alerts received from
statutory/regulatory partners.

* MOU with NIFRS for response to bariatric patients.

& Operations quarterly meetings with NISTAR on
management of critical care transfers.

# Risk Management Policy and risk register review.

Monthly dip sample of paper
PRFs by CSOs.

Monthly IPC/EVC group with
Operations and Q5/.

Quarterly assurance meetings
with |AS providers and twice-
yearly inspection by NIAS,
Regular medicines and CD audits
at station level,

Safety alerts disseminated to
appropriate Directorate for
response and implementation,

12

Assurance Level; ADEQUATE

10
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Strategic Risk 2: We do not provide a timely and effective response to service users.

Rick We will identify the most appropriate clinical response for our patients.
Appetite Minimal Strategic Objective(s) We will work collaboratively with our HSC partners to maximise the use of available care
pathways for our patients.
Risk Score Develop clinical effectiveness measures with ePCR data; Roll out targeted education
— 2025-26 Commitments P &
Initial _ programmes;
Current High ) 816: Hospital Handovers; 830: Delayed response because of Late Finishes; 825 PCS Capacity;
- Linked Corporate and ;
Target Low Biteictorate riks 372: Operations Management Structure; 835: CFR Call Management; 149: Delayed call
response caused by shift design; 411: Impact of Duplicate Calls.

Gaps in Controls Gaps in Assurance

« Clinical indicators measured in other ambulance services not routinely |* Priority of operational performance review at 2™ Line.
captured e.g. time to call; time from STEMI to catheter insertion, STEMI |* Productive hours lost and contributory factors, e.g. compensatory rest not
patients receiving appropriate care bundie. routinely reported to 2" Line groups.

. » PCS operational performance not routinely reported at 1% or 2™ Line.
* Some aspects of performance, e.g. ambulance dispatch not regularly P P Ll

nd 1
reported on/audited. # Full scope of ICH KPls not regularly reported upwards to 2™ Line groups.

* EOC performance reports not routinely tabled at SMT or Board/Committee

* Process for responses to Departmental requests and Assembly Questions level

is out of date. » Other aspects of performance e.g. FOI/SAR turnaround not included in Trust

s Extant policies and procedures not routinely updated — some key | Performance report.
documents significantly beyond review date. * VCS and CFR activity not routinely reported upwards via Trust’s governance
framework.

L]

Lack of process to oversee and monitor policy/procedure review.

Controls and Assurances

11
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Controls

For Strategic Risk 2: We do not provide a timely and
effective response to service users.

Available Assurance

First Line

|Service-lowr ' v-day management]

1LE H]

Second Line

Third Line

1ENL RE

= Daily operations huddle to manage capacity, demand
and pressures,

» Calls categorised via AMPDS algorithms.

# S0P for ambulance dispatch.

ICH clinicians monitor and assess waiting calls.

HE&T and S&T pathways.

RRVs deployed to provide timely clinical assessment.

Engagement with DOH/HSC Trusts on ED handovers,

Failed Category 1 release SOP.

Regional Coordination Centre to manage

demand/pressures across the HSC system.

» Community First Responders (CFRs) can provide initial
response in advance of ambulance arrival.

» Hospital Emergency Medicine Service (HEMS)
provides specialist response to suitable calls.

# REAP and CSP protocols to align capacity to demand.

# Clinical outcome indicators for OOCA arrest.

» Implementation of ePCR,

+ Monthly HSC Directors of Performance meeting.

= Intelligent Routing Protocol — waiting calls diverted to
available EOC capacity in UK.

» Operational performance
captured and reviewed via
dashboards.

o Operations report on productive
hours lost, compensatory rest,
Cat 1 performance.

= Monthly H&T and S&T Group
meetings review activity levels,

= AllOOCA calls reviewed and
performance monitored by bi-
monthly OOCA Steering Group.

# Recontact rates and time to ICH
assessment reviewed at H&ET and
S&T groups.

* REAP assessment undertaken
weekly and circulated to all staff.

= Bi-weekly PCS service and
performance meeting.

o Quarterly meeting with AMPDS
to review clinical cases and call
coding practice.

= Review of use and of care

pathways, e.g. falls management.

e Clinical Governance Group
meets quarterly to assess
assurance in respect of clinical
outcomes and KPls — reports to
PEQS.

o Trust Performance report sent
to SMT and Board Committees
and captures:

* Qut of Hospital Cardiac
Arrest 30-Day Survival

= ROSC % for shockahle
rhythm

= ROSC % for workable QOCA

* Monthly Hear and Treat
Rate

= Monthly See and Treat Rate

= gPCR use

» DOH/SPPG accountability
meetings.

= Assembly Questions and DOH
reguests.

#* DOH bi-monthly Support &
Implementation Framework =
{oversight by PTEE).

= Potential inspection from ROJA,

= MIAD March 2025 Hospital
Handowver Report.

# EOC International Academies of
Emergency Dispatch Accredited
Centre of Excellence {reassessed
in 2026).

# |nternal Audit Repaorts:
# Clinical Governance in respect
of Cardiac Arrests (24/25) =
Limited

Assurance Level: LIMITED

12
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Strategic Risk 3: We fail to transform how we deliver services to meet patient need across all care settings.

We will work with partners to ensure the appropriate resources are deployed to meet our
Hlslu': Cautious Strategic Objective(s) pahenFs' feeds, - s : ;o
Appetite We will support regional initiatives that aim to drive improved health outcomes for the
population of Northern Ireland.
Risk Score Work with HSC partners to transform NIAS's contribution to healthcare; Engage our patients,
sisial High 2025-26 Commitments partnen_rs and people in drafting a new NIHS_Strateg_ic_ Plan for pust—ED?E; Use NIAS data, insight
and evidence to better understand health inequalities and plan services.
Current High Linked Corporate and 848: Recruitment and retention to senior roles; 486: Lack of engagement about HSC service
Target Medium | Directorate risks changes.
Gaps in Controls Gaps in Assurance

» Lack of integrated planning to align Directorate/team priorities with Trust’s |e Limited 1% Line mechanisms to ensure cross-Directorate progress against
strategic objectives. strategic plans and modernisation initiatives.

» High meeting demand, and duplication, for programme and project
delivery.

13
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130
Controls and Assurances
Controls Available Assurance
[systems to manage impact/likelihood of risk] [evidence that controls are effective]
For Strategic Risk 3: We fail to transform how we First Line Second Line Third Line
deliver services to meet patient need across all care [Service-level/day-day management] [Internal oversight] [Independent challenge]
settings.
& 2024-26 Corporate Plan and annual priorities, * Programme Boards to manage = Reports to SPF Committee
s Trust and system-wide business planning processes. specific projects and initiatives e.g. on:
* Programme and project boards. Delivering Value Programme. = Major areas of
* Development of fleet, estates and sustainability transformation.
strategy. = Clinical strategy development group = Progress against the
s Timetable for development of new MIAS strategy meets weekly. corporate plan,
underway. * New strategy
* SRO training provided to project/programme leads. development.
» Appointment of public health researcher to inform & Mid-Year and End-Year
new strategic plan and priorities. repaorts to Trust Board on
delivery of corporate plan.
= Delivery against corporate
plan standing item on
Directorate Accountability
meetings.
= Strategy Development
Steering Group established
to facilitate new corporate
strategy.

Assurance Level: LIMITED

14
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Strategic Risk 4: We are unable to recruit and retain the people we need to deliver our services and strategic

priorities.
Risk We will work with partners to ensure the appropriate resources are deployed to meet our
Appetite Minimal Strategic Objective(s) patients’ needs.
We will optimise organisational resilience to respond to patients’ needs.
Risk Score . Create clear clinical development framework for staff; Mainstream Equality, Rural Proofing
- 2025-26 Commitments i ; . . . : L
Initial High and Human Rights considerations in Trust policy and service delivery.
Current Medium Linked Corporate and | 559: Organisational Cultural Improvement; 403: Sickness Absence; 372: Operational
Target Low Directorate risks Management Structure,
Gaps in Controls Gaps in Assurance

* High meeting demand, and duplication, in respect of absence management, | « Lack of 1* line mechanism to review strategic workforce planning, policy
particularly for Operations staff. and delivery.

e Extant policies and procedures not routinely updated — some key
documents significantly beyond review date.

Lack of process to oversee and monitor policy/procedure review.

-

HR/OD scorecard metrics are overdue for review.

L]

Internal access to management and leadership training is limited.

Limited workforce planning activities across Directorates,

12
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Controls
[systems to manage impact/likelihood of risk]
For Strategic Risk 4: We are unable to recruit and retain
the people we need to deliver our services and strategic

priorities.

Available Assurance

First Line

Second Line

Third Line

|Independent challnnge

# Regional recruitment processes.

= Annual budget for staffing.

= HR Business Partners in place to support Directorates
on workforce matters,

& \Weekly and monthly absence management meetings
with HR and Operations (including complex and
employee relations cases).

s Associate Ambulance Practitioner (AAP) programme.

# BSC Hons. Programme at UU with annual cohort of
MOPs.

» Advanced Paramedic Critical Care programme.,

* Workforce planning/benchmarking exercise for
operational staff carried out by ORH (June 2025).

= Business cases in development for additional
operational crews, Advanced Paramedics and ICH
expansion.

# Continuing Professional Development (CPD) and
assistance to study opportunities.

e Access to courses and programmes via H5C
Leadership Centre

= Bespoke training for certain roles and specialist posts
e.g. EMD call handling and HART.

# HR provide training to managers on recruitment and
selection/disciplinary procedure investigations.

* Repional HR meetings on HR specialisms.

Workforce levels including
vacancies managed at
Directorate level.

Monthly staff in post return from
each Directorate.

Absence management data and
KPls cascaded through
Operations management
structure.

Uptake of mandatory e-learning
across Directorates emailed to
managers an monthly basis.

S5LA with H5C Leadership Centre
managed by HR.

Application to Study Panel
reviews proposals for staff
learning.

» 5PF Committee monitors
finance reports to include
vacancies and cost pressures.

» HR/OD Scorecard covering
waorkforce KPIs reported to
People, Culture and
Organisational Development
Committee— prioritised
reporting in respect of absence.

e PCOD receives reports on
uptake of mandatory e-
learning.

* Internal Audit Reports:
= Absence Management
(22/23) - Limited

Assurance Level: LIMITED
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Strategic Risk 5: Our staff do not feel safe, supported or engaged in the workplace.

Risk 2z : T We will protect the wellbeing of our staff by mainstreaming this within work programmes
Minimal Strategic Objective(s) o o ; .
Appetite across the organisation and making it the driver of operational changes.
Risk Score . Deliver on 3-year plan to improve organisational culture; Agree on a statement of culture that
- 2025-26 Commitments " ; :
Initial High embeds respect for equality and diversity;
Current High Linked Corporate and | 372: Operations Management Structure; 395; Violence and Aggression; 559: Organisational
Target Luw | Directorate risks Cultural Improvement; 403: Sickness Absence; 837: Lack of Partnership Agreement.
Gaps in Controls Gaps in Assurance

» Limited ability to abstract operational staff to undertake refresher training in |» Limited 2" line reporting on incidents of violence and aggression and
manual handling and conflict resolution (and other aspects of statutory | health and safety.
training).
» Extant policies and procedures not routinely updated — some key documents |s Lack of 1* line mechanism to review driving assessment activity and
significantly beyond review date. quality of driving.

o Lack of process to oversee and monitor policy/procedure review. « Limited 2™ line reporting on driving training and compliance.

» Specialist functions, e.g. Health and Safety and Violence Reduction reliant on

; » Mandatory training not reviewed or performance managed regularly at 1*
small or single-handed teams. ! 5 g $ =i |

line groups.

e Lack of Partnership Agreement framework for engagement with TUs.
» Data on peer support/other well-being initiatives and Occupational Health

s Access to clinical professional support/supervisor for Peer Support Team. performance not routinely reported to 2 line level.

17
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Controls

For Strategic Risk 5: Our staff do not feel safe,
supported or engaged in the workplace.

Available Assurance

[evidence that controls are effective)

First Line

Second Line

'
Internal oversight]

Third Line

ndent cha

» Mandatory health and safety and moving and
handling e-learning.

& Operational crews provided with training on induction
on conflict resolution and moving and handling.

# Violence and aggression reduction strategies including
provision of boady-worn video cameras.

# Policy and processes for the reporting of adverse
incidents,

& Health and Safety risk assessments and advice,

= NIAS Healthy People, Healthy Place Strategy.

s Organisational Culture Review launched in 2025.

* Health, Well-Being and Support roles; referral to peer
support available for all operational staff.

= Critical Incident 5tress Management support.

* Health and well-being initiatives,

# [nternal communication channels,

# Policy for the management of violence and aggression
in the work place.

# Driving training and familiarisation on new vehicles,

& Driving and Qccupational Road Health and Safety
policies.

» Framework of meetings between Operations, HR and
staff side via JCG sub-groups.

= Compensatory rest and missed meal break
procedures.

-

Manual handling incidents
reported to Health and Safety
Committee guarterly.

Vialence and aggression incidents
reported to Violence and
Aggression Prevention Group.

Uptake of e-learning packages
reviewed at H&S Committee.

Participation in AACEs sub-groups
on HE&S, violence and aggression
and driving training.

Whistleblowing and Complaints
Oversight Group to monitor cases
which come through
Whistleblowing Procedure.

Occupational Health and Peer
Support activity monitored at
management level.

= Driving training and
familiarisation activities
reported to PEQS Committee
on ad hoc basis,

s Number of missed meal break
and late finish adverse incidents
reported to SMT.

» Annual Fair Employment
Maonitoring report sent to
Equality Commission.

s Internal Audit Reports:
s Absence Management
(22/23) = Limited

Assurance Level: LIMITED
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Strategic Risk 6: We are unable to respond appropriately to unexpected events and external threats.

Risk Appetite Minimal Strategic Objective(s) We will optimise organisational resilience to respond to patients’ needs.
Risk Score Explore innovative technology to optimise allocation of resources including personnel and
— 2025-26 Commitments i i o . 5P
Initial High response vehicles.
Current High Linked Corporate and | 311: Cyber Security; 486: Lack of engagement about HSC service changes; 761: HART Capacity;
Target Low Directorate risks 744: CBRN Capability; 824: HART Facilities.
Gaps in Controls Gaps in Assurance

e Lack of process to document, track and implement learning arising from a | Limited 1* and 2" line mechanisms to monitor performance/activity in
major/critical incident debrief. respect of Cyber Security and Information Governance.

e Extant policies and procedures not routinely updated — some key documents |® Mandatory training not reviewed, or performance managed, regularly at 1*

significantly beyond review date. line groups.
o Lack of process to oversee and monitor policy/procedure review. * Lack of mechanism to track responses to Joint Operational Learning alerts.
* Limited routine KPIs in place for EPRR/HART activity. e Limited 2™ line assurance and inquiry into effectiveness of actions put in
place to respond to recommendations regarding specialist response
e BCPs not in place across all Directorates. capability (from AACEs reports and MAI recommendations).

12
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Controls

mpact/likelihood af risk

For Strategic Risk 6: We are unable to respond
appropriately to unexpected events and external
threats.

Available Assuran

First Line

Second Line

Internal ovarsight]

Third Line

Il
[Ind

nRogent cis

* Business Continuity Plans for each Directorate.

s |ncident Response Plan (IRP) sets out the process,
framework and actions for dealing with major,
unexpected events.

# EPRR training for operational staff 2025-26,

s EPRR framework including training for tactical,
operational and strategic commanders.

* Hazardous Area Response Team (HART) available to
provide specialist response.

s |nformation security and data protection policies and
procedures.

s Cyber Security Controls Assurance Framewaork.

* Mandatory cyber security e-learning and cyber
awareness session provided on induction.

¢ Regional and national meetings on Cyber Security
management.

s HSCHI Monthly Cyber Security Awareness Training.

* EPRR/operations attendance at Nl operational,
tactical and strategic civil contingencies/emergency
planning meetings.

* EPRR attendance at Blue Light Forum and sub-groups.

s EPRR attendance at JESIP meetings.

e |pint operational learning alerts (from JESIP).

EPRR governance group with
cross-Directorate representation.
Business continuity exercises
(tabletop and practical) - e.g.,
monthly decant of EOC
operations to 5ite 5.

Backup and resilience
arrangements for critical systems
managed via SLAs with suppliers.
EPRR attendance at national
emergency planning meetings
(via AACEs).

Contract for maintenance of
specialist HART equipment.
EPRR/HART assess compliance
with HSC Core Standards for
Emergency Planning and return
to DOH,

Updates sent to DOJ and AACEs
on implementation of
Manchester Arena Inguiry
recommendations.

# PEQS priority reporting on EPRR
and HART capacity.

# Updates sent to SMT on
implementation of AACEs EPRR
and MaAl recommendations.

Maintenance of HART equipment
assessed independently by 3
party.

2-yearly assessment of cyber and
information security as per
MNetwork and Information
Systems (NIS) Regulations.

2024 MNational Security Cyber
Assessment carried out obo
AMCEs - NIAS score of 69% for
eyber maturity.

AACEs peer assessment of
implementation of
recommendations from Reports
1 and 2 on HART service,

Internal Audit Reports:

» Cyber Security (23/24) -
Limited

& Business Continuity (24/25) -
Limited/Satisfactory
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¢ Cross-border resilience and emergency response

groups.
= MOU with partner agencies, including NIFRS, for

response to major, complex event. :
» Policies and procedures for HART activity. Assurance Level: LIMITED
s AACES Reports 1 and 2 on NIAS HART service.

¢ EPRR/Cperations involvement in planning for specific
events, e.g. NW200, the Open Championship.
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Strategic Risk 7: Our critical infrastructure — estates, fleet and ICT- does not support effective operations and
delivery of high-quality, safe care.

Risk Appetite Minimal Strategic Objective(s) We will optimise organisational resilience to respan& to patients’ needs.
Risk Score Explore innovative technology to optimise allocation of resources;
— 2025-26 Commitments P &Y P
Initial High
Current Medium Linked Corporate and | 851: Belfast Divisions fitness for purposes; 704: Inappropriate Accommodation for EOC.
Target Low Directorate risks
Gaps in Controls Gaps in Assurance
» Mo water safety policy/framework in place at NIAS. » Estates KPIs and activity not routinely reported to SMT or to

Board/Committee level,
Lack of NIAS estates and fleet strategy to support modernisation agenda.

e Sustainability metrics not reported to SMT or to Board/Committee level.

MNIAS estates team heavily dependent on agency. » Audits/inspections of stations not routinely reported upwards and lack of
framework to monitor actions.

Duplication/overlap in station inspections undertaken by HES and estates.

¢ Limited 1% and 2™ line mechanisms to ensure that Fleet, ICT and Estates

» Extant policies and procedures not routinely updated — some key eeceareingluded I statepicplany

documents significantly beyond review date. o Limited 1* and 2™ line assurance on management of fleet including road
traffic accidents, volume of repairs and cost etc.
» Lack of process to oversee and monitor policy/procedure review.

# Routine ICT KPls not reported to SMT or Board/Committee level.
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Controls
|systems to meanage impact/ likelihood of rish
For Strategic Risk 7: Our critical infrastructure — estates,

fleet and ICT- does not support effective operations and
delivery of high-quality, safe care.

Available Assurance

[evidence that contrals ar

¢ effective)

Ig ir Id = 1
yEMVICE=-1EVE 1 Q& N M
i ¥ ¥

First Line

loue

Second Line

lInternal owvarsight)

Third Line

A b = -
| Indapsndant ¢ HE

= Estates manage contracts for range of statutory
requirements including legionella sampling, electrical
testing, fire alarms and waste removal.

& H&S, Fire and Security policies.

# Estates regional and national meetings to share best-
practice and align processes.

= Annual capital planning and prioritisation processes -
managed in line with extant strategies,

= Estates attend Strategic Investment Group with SPPG.

= MOUs with NIFRS and other HSC Trusts outlining roles
and responsibilities for shared accommodation.

= Contract with RLB to facilitate MIAS's sustainability
reporting requirements on climate change mitigation
and adaptation.

= Ad hoc meetings for specific estates projects.

# Vehicle replacement programme for fleet, supported
by business case development.

# Fleet monitor vehicle repair schedule on weekly basis.

= Vehicle maintenance schedule in line with DVSA
guidance and manufacturer requirements,

s Maintenance of equipment in line with manufacturer
servicing schedule.

» Trained motor mechanics in-house.

Monthly meetings with Estates,
Fleet and Operations to monitor
and progress priority works.
Estates monitor performance of
job requests.

Planned Preventative
Maintenance (PPM) activity
monitored.

Quarterly report of station
sustainability and condition of
estate,

All stations subject to annual
fire/H&S inspection each year.
Contract management of key 3"
party arrangements,

Estates audit of work carried out
by contractors.

Fleet quarterly contract meetings
with suppliers providing
maintenance services.

ICT KP1s for management of
requests.

Contract management meetings
with suppliers of critical systems
— radio, telephony and CAD.

& VYehicle MOT and Service Rates
reported to SMT,

= Estates PPM activity included in
Performance Report to SMT.

ROIA can inspect quality/safety
of NIAS accommodation,

Health & Safety Executive
inspections.

Independent inspections of lifting
equipment on vehicles.

15% of vehicle maintenance
activity inspected by 3" party.

Internal Audit Reports:

« Management of Fleet and
Fuel (23/24) -
Limited/Satisfactory

» Fire Safety (21/22) -
Satisfactory
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Arrangements with 3 parties to carry out vehicle
maintenance and servicing of vehicle equipment.
ICT policies and procedures for maintenance of
systems and request management,

Range of ICT working groups locally and nationally to
discuss best and emerging practice, and planning.
Programme infrastructure around critical systems
including ePCR, telephony, CAD etc.

= Monthly spot-checks of
management of ICT helpdesk
requests.

10

Assurance Level: LIMITED
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Strategic Risk 8: We fail to manage our finances effectively within our annual budget allocation.

Risk etite We will work with partners to ensure the appropriate resources are deployed to meet o

AP Cautious Strategic Objective(s) e :N Ehpar ® Hre PRTORN . oy ur

patients’ needs.
Risk Score . Explore innovative technology to optimise allocation of resources including personnel and
2025-26 Commitments ]
Initial High response vehicles.
Current Medium Linked Corporate and | 820: Financial Stability 2025-26; 276; Contract Management.
Target Low Directorate risks
Gaps in Controls Gaps in Assurance

 Extant policies and procedures not routinely updated — some key |* Mandatory training not reviewed, or performance managed, regularly at 1*
documents significantly beyond review date. line groups.

» Lack of process to oversee and monitor policy/procedure review.
» Lack of procedure for use of bank staff.

+ Management of |ate finishes and accrual of both additional payments and
compensatory rest.
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Controls

For Strategic Risk 8: We fail to manage our finances
effectively within our annual budget allocation

Available Assurance

jEvigenoe that coniro

First Line

Second Line

'
Internal oversight]

Third Line

ndent challenge

= Annual budget planning for pay and non-pay.

= Capital planning and prioritisation.

& Budpget management training offered to all budget
holders (on CP).

= Financial approval limit framework.

* Regional HSC systems and procedures for core finance
functions including procurement and payroll.

+ Mandatory fraud e-learning training for staff.

» Delegated budget management.

= DAC/Contract management and business case
development training available via BSO,

* Monthly finance report generation and variance
rmonitoring.

® Finance policies and procedures for core functions
including invoice payment, contractual management,
travel and subsistence etc,

# Internal approval processes for discretionary
expenditure e.g. assistance to study, travel.

# Business case development and approval framewaork.

# Charitable Trust Funds procedures.

s Fraud Risk Assessments.

# Counter Fraud reporting and investigations facilitated
by BSO.

Fleet audit use of fuel cards and
fuel transactions.

Manthly meetings with
Directorates to review pay/non-
pay expenditure against
allocated budget.

Manthly capital meeting with
relevant teams to review plans
and progress against anticipated
spend.

SLA meetings with BSO for
financial activities,

Manthly staff in post return fram
each Directorate.

Scrutiny Panel approval for any
proposed staffing expenditure.

«Maonthly finance and variance
report considered by SMT,
#Finance report reviewed at all
SPF Committee meetings.
*GARAC internal assurance and
controls on financial
management.

*Directorate Accountability
Meetings held 3 times a year,
chaired by Finance and PPCS -
financial performance and
contract management standing
items.

sMonthly finance meeting with
SPPG to monitor spend and
forecasts,

«pMonitoring return sent to SPPG
monthly.

sAnnual Report and Accounts
published.

= Statutory external audit of
financial accounts,

+ fid and End of Year
Accountability Statements to DOH.

* NIAQ value for money
assessments.

* Annual Internal Audit workplan.,

» Internal Audit Reports:

# Procurement and Contract
Management (19/20) -
Limited

* Resource and Rota
Management (24,/25) -
Limited

# Financial Review (23/24) -
Limited & Satisfactory

Assurance Level: SUBSTANTIAL
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SPF - 19 June PEQS -5 June PCOD - 12 June GARAC - 24 June
 Trust budget » Quality Strate- | « Management of |« DAC Register
report and gy 22-26 violence & ag- |« Fraud Update
year-end fore- gression Up- « |A Progress Re-
cast. « IPC Report date port
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MINUTES OF THE GOVERNANCE, AUDIT AND RISK ASSURANCE

COMMITTEE HELD AT 9:30AM ON

MONDAY 12 MAY 2025 IN THE BOARDROOM, NIAS HQ

PRESENT: Dr P Graham Committee Chair
Mr D Ashford Non-Executive Director
Dr P Corrigan Non-Executive Director
IN Mr S Mullen Interim Director of Planning,
ATTENDANCE: Performance and Corporate
Services
Mr N Sinclair Interim Director of Operations and
Chief Paramedic Officer
Ms L Donnelly Interim Director of Finance
Dr N Ruddell Medical Director
Ms B McCauley  Assistant Director of Finance
Mr M Smyth Temporary Assistant Director of
Finance
Mr N Henry Assistant Director Governance
Ms L Hill Risk Management Co-ordinator
Mr D Charles Internal Audit, BSO
Ms C McKeown  Internal Audit, BSO
Ms C Hagan ASM
Mr P O'Sullivan Northern Ireland Audit Office
Ms H Rob Senior Secretary
APOLOGIES: None

1. Apologies & Opening Remarks

There were no apologies noted.
The Chair welcomed members to today's meeting.

2. Procedure
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2.1 Declaration of Potential Conflict of Interest

No declarations were made.
2.2 Quorum

The Chair confirmed that the Committee was quorate.
2.3 Confidentiality of Information

The Chair confirmed and emphasised the confidentiality of
information.

3. Previous Minutes
The minutes of the previous meeting were APPROVED, subject
to the following amendment: Mr David Charles should be noted
as an attendee, instead of Ms Catherine McKeown.

ACTION: Ms Begqgs

4, Matters Arising

The actions arising from the previous meeting were NOTED as
having been progressed.

5. Chair's Business

The were no items of business discussed by the Chair.

6. Standing Items

6.1 NIAS Direct Award Contract Register

Ms Donnelly advised that NIAS has authorised 3 new DACs
since the last meeting including Maintenance and Support for the
Global Rostering System, Maintenance and Calibration of Fit
Test Machines and the extension of the Vodafone contract. Ms
Donnelly noted that there are two DACs pending relating to a
Paperless Fleet Approval and Authorisation Platform (with a
value of £26,000) and the Servicing, Maintenance and
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Replacement of Suction Units (with a value of £400,000). Ms
Donnelly explained that the latter covers a period of 7 years.

The Committee NOTED the update.
6.2 Fraud Update

Ms McAuley advised that there have been no new fraud
allegations received. The two open cases which were discussed
at the last Committee meeting remain under investigation.

The Committee NOTED the update.
6.3 Counter Fraud End of Year Report 2024-25

Ms McAuley provided a summary update on the HSC-wide
Counter Fraud End of Year report 2024-25 provided by BSO.
The Committee discussed the timeliness of Counter Fraud
investigations and associated timescales. Ms McCauley advised

that the Counter Fraud service is performing as expected in this
regard.
The Committee NOTED the update.

7. Internal Audit

7.1 Progress Report

Ms McKeown discussed the Internal Audit progress report and
advised that the 2024-25 audit work is now complete. Internal
Audit are providing a Satisfactory Assurance on all financial
reviews carried out with the exception of the review into the
Management of Unsocial Payments which is of Limited
Assurance,

Ms McKeown noted that one significant finding from the 2023-24
review into the Management of Unsocial Hours Payments
remains outstanding, despite the significant progress which has
been made by management to address the recommendations.
Ms McKeown noted that the four key findings in the 2024-25
report have been accepted by NIAS management.
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Mr Corrigan sought clarity on why the significant finding from the
2023-24 report remains outstanding and sought assurance in
this regard. Ms McCauley explained the work that has been
undertaken to investigate the issue, involving review of over 200
rotas and triangulation of all potential over and under payments.
Ms McCauley advised that some aspects of the finding
necessitate engagement with Trade Union colleagues and
explained the significant amount of work involved in undertaking
the review.

Mr Corrigan stressed the importance of maintaining a focus in
this area and to ensure that reviews are carried out in a timely
fashion and noted that the timeframe for completion has been
delayed to the end of March 2026.

The Committee AGREED to include a progress report on the
Management of Unsocial Hours Payments as a standing item for
upcoming meetings.

ACTION: Mr Henry

Ms McKeown advised that Internal Audit were providing Limited
Assurance in respect of the recently completed review of
Resource and Rota Management and noted three key findings
regarding the age of the rotas used within NIAS, the lack of
documented process for the use of Bank and the management of
requested annual leave,

The Chair noted that there is a significant amount of activity
underway with regards to rota restructure. Mr Sinclair advised
that rota management is an important priority and the way
forward on this will be informed by the upcoming capacity and
workforce review exercise being carried out by ORH which is
due to report in June. Any rota redesign will have to be informed
by the needs of the service, as well as ensuring staff are
receiving meal/rest breaks and are provided with sufficient
education and training days throughout the year.

Mr Sinclair noted that discussions on rota redesign will have to
be taken forward with Trade Union colleagues. Mr Corrigan
queried whether new recruits could be commenced on new,
more flexible rotas. Mr Sinclair advised that this has been
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explored but it is challenging because newly qualified staff need
to be paired with more experienced staff who will be on a fixed
rota pattern.

Mr Ashford highlighted concern regarding the 10% absence rate
and that reducing this would support reduced reliance on
bank/overtime to cover shift gaps. Mr Sinclair advised that a draft
SOP had been prepared regarding the utilisation of bank, but
there is a need to revisit this and to have input from HR to
formalise and embed this.

The Committee discussed the importance of monitoring where
staff are taking sick leave if annual leave is rejected, and that this
should be being managed through extant disciplinary processes,
and robust absence management.

The Chair suggested that a representative from HR could be
invited to attend the next GARAC meeting to discuss this matter
and provide assurance in respect of absence management. Mr
Corrigan offered to raise the issue at the next People, Culture
and Organisational Development Committee. The Committee
AGREED for Mr Corrigan to raise the issue at PCOD, and for a
report to subsequently be provided at the next GARAC meeting.

ACTION: Mr Corrigan

Mr Corrigan highlighted the Internal Audit finding that NIAS is
currently paying staff overtime for a late finish in addition to
providing compensatory rest and noted the extension in
compensatory rest entittement that has been put in place by
NIAS: this is in effect leading to a "double payment.”

Mr Corrigan stressed the need to revisit the issue and potentially
stand down the compensatory rest entitlement extension. Mr
Sinclair advised that this is a complex issue and that measures
were put in place historically to try and help manage ASOS, and
that reversing those decisions will likely be exceptionally
challenging. The prospect of rota design should go some way to
address late finishes and mitigating the impacts.
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Mr Corrigan acknowledged the difficulties in addressing these
issues, and highlighted that the timescale for introducing new
rotas, two years, is very lengthy, and there is a need to address
these matters before then. Mr Sinclair noted that two years
would be the worst case scenario, and that the aspiration would
be to have new rotas in place before then.

7.2 Internal Audit follow up of Recommendations

Ms McKeown noted that 92% of Internal Audit recommendations
at year end had been implemented by NIAS management which
was an excellent result. Ms McKeown highlighted the
recommendations which remain outstanding.

The Chair acknowledged the efforts and hard work by all in
achieving the result, particularly given the range of demands on
the service. The Chair praised all the Directors and their teams
who were all an important part in implementing the
recommendations.

Mr Corrigan noted the outstanding recommendation in respect of
fleet and explained that fleet is one of the areas which has
historically not been brought to Committee/Board level, but that
the intention is that the Strategic Performance and Finance
Committee will start to receive briefings on this.

The Committee NOTED the update.

7.3 Shared Services Update

Ms McKeown advised that Internal Audit were providing
Satisfactory Assurance in respect of the three Shared Service
audits that had been carried out: Business Services Team (BST),
Payroll Service Centre and Recruitment Shared Service Centre.
The Committee NOTED the update.

7.4 Head of Internal Audit Annual Report 24/25

Ms McKeown spoke to the tabled paper and the Committee
acknowledged the progress which has been made but stressed
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the importance of a continual focus on implementing Internal
Audit recommendations.

The Committee NOTED the update.
7.5 Internal Audit Strategy and Annual Plan 2025/26

Ms McKeown presented the Internal Audit plan for 2025-26
which is the final year of the 3-year cycle and sought Committee
approval on same.

Mr Ashford highlighted concern at the potential deferral of an
Internal Audit on the HART service to 2026-27, as this would be
over two years since the concerns regarding the HART service
were raised to Committee level. Mr Ashford advised of an
upcoming meeting with AACEs regarding their peer assessment
of the implementation of recommendations they have made
previously regarding NIAS's HART service.

The Committee discussed the prospect of deferring an
alternative audit scheduled for 2025-26 to allow the HART review
to take place in-year. Mr Ashford and Mr Sinclair agreed to have
a discussion about the potential deferral of the HART review in
light of the AACE peer assessment.

Following discussion with AACE, Mr Ashford agreed to discuss
outcomes of the meeting with the Chair, who in turn would
discuss with Internal Audit the potential to keep HART within the
2025-26 programme and reallocate the total Internal Audit days
to include it.

The Committee APPROVED the Internal Audit plan for 2025-26,
subject to confirmation about potential deferral of the HART
review.

ACTION: Mr Ashford/Mr Sinclair
7.6 Global Internal Audit Standards
Ms McKeown advised the Committee of the updates to the

standards that will be incorporated into the Internal Audit team's
work going forward.
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The Committee NOTED the update.

8. External Audit

8.1 NIAO Handover Report

Ms Hagan provided a brief summary on key issues contained
within the NIAO Handover Report. The Committee discussed the
process for ensuring there is governance around the
implementation of the actions which are relevant to NIAS, and it
was agreed that this would be discussed at Trust Board later in

the week.
The Committee NOTED the update.

9. Draft Annual Report and Accounts 2024-25

Mr Mullen provided a brief overview on the Draft Annual Report
narrative, which follows the same format as previous reports. Mr
Mullen noted the timescales involved in compiling the report and
the need to ensure early forward planning for next year.

Ms Donnelly highlighted the key aspects of the Draft 2024-25
Annual Accounts and discussed the details of the Consolidated
Statement of Financial Position as at 31 March 2025. Ms
Donnelly explained that the final Annual Report and Accounts
will be tabled at Trust Board in June.

The Committee APPROVED the Draft Annual Report and
Accounts.

10. Draft Charitable Trust Funds Trustees Annual Report 2024-
25

Ms McAuley discussed the salient aspects of the Draft Charitable
Trust Funds Trustees Annual Report including income and
expenditure throughout the year.

Mr Corrigan suggested including reference to the establishment

of the Charitable Trust Funds Advisory within the Report. The
Committee APPROVED the draft report, subject to this addition.
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ACTION: Ms McCauley

11. Review of Corporate Risk Register

Mr Henry provided an overview of the updated Corporate Risk
Register and proposals to escalate and de-escalate risks.

The Committee agreed that risk 825 pertaining to PCS capacity
and risk 455 on Safeguarding were appropriate for de-escalation
to the Directorate risk register. The Committee also agreed with
the proposed additions to the Corporate Risk Reagister regarding
recruitment and retention of senior roles (848), response to
mental health calls (727) and consultation about HSC service
changes (486).

Mr Ashford queried the proposal to de-escalate risk 833
regarding the ability to respond to a High Consequence
Infectious Disease (HCID), in the context of limited HART
capacity at NIAS. Mr Henry noted that the issues pertaining to
HART capacity are recorded separately on the Corporate Risk
Register and that the proposal to de-escalate 833 was due to the
de-classification of Clade Il Mpox as an HCID and the
agreements put in place with other HSC Trusts to maintain safe
systems of work for HART should they respond to a
confirmed/probable HCID.

The Committee APPROVED the updated Corporate Risk
Register, subject to the proposal to de-escalate risk 833 being
discussed at the next Patient Experience, Quality and Safety
Committee.

12. Corporate Governance Code of Good Practice NI (2025)

Mr Henry highlighted the review which has been undertaken of
the revised Corporate Governance Code of Good Practice NI
and two proposals which are made in respect of establishing de
minimis level of approval for business cases at Committee/Trust
Board level and oversight of corporate risks.

The Committee APPROVED the proposal in respect of business
case approval levels and suggested that this be tabled at the
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next Trust Board meeting, and subsequently be reflected in the
revised SPF Terms of Reference.

The Chair advised that he is content with the extant
arrangements for managing corporate risk and the frequency of
discussion of corporate risks at Trust Board. The Committee
noted previous discussions about having “deep dives” of
Directorate risks at future GARAC meetings.

13. DOH Correspondence

There were no items of correspondence tabled.

14. Date of Next Meeting

24 June 2025, 9.30am, Microsoft Teams

15. Any Other Business

There were no items of business raised.

THIS BEING ALL THE BUSINESS, THE CHAIR DECLARED THE
MEETING CLOSED

DATE: 24/06/24

SIGNED:
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MINUTES OF THE STRATEGIC PERFORMANCE & FINANCE
COMMITTEE HELD AT 9.30AM ON
THURSDAY 10 APRIL 2025 IN THE BOARDROOM, NIAS HQ

PRESENT: Mr P Corrigan Committee Chair
Mr J Dennison Non-Executive Director
Mr P Quinn Non-Executive Director
IN
ATTENDANCE: Mr N Henry Assistant Director of Governance,
Risk and Assurance
Ms L Donnelly Interim Director of Finance
Ms S Beggs Manager of Chair and Chief
Executive Office
Mr S Mullen Interim Director of Planning,
Performance and Corporate
Services
Mr N Walker Head of Performance, Planning
and Corporate Services
Mr W Abernethy Management Accountant
Mr N Sinclair Chief Paramedic Officer

1 Apologies & Opening Remarks

The Chair welcomed members to the meeting.
2 Procedure
2.1 Declaration of Potential Conflicts of Interest

The Chair asked those present to declare any potential conflicts
of interest now or as the meeting progressed.

Mo declarations of conflict of interest were made.
2.2 Quorum

The Chair confirmed the Committee as quorate.
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2.3 Confidentiality of Information
The Chair emphasised the confidentiality of information.
2.4 Terms of Reference (ToR)

The Chair referred to section six of the terms of reference and
reminded members of the remit of the Committee which is to
review the Trust Financial strategy, major strategic initiatives,
and financial and operational performance, and provide the
Board with a level of assurance.

The Committee discussed its role in terms of the approval of
business cases and its responsibility in this regard compared to
Trust Board. Mr Corrigan and Mr Dennison noted that there
have been conversations about this in the past and that it would
be useful to confirm what, if anything, is documented in the
Standing Orders. Ms Donnelly suggested that business cases
relating to substantive capital expenditure should be brought to
the Committee, such as the Fleet Business Case which is being
prepared at present.

Mr Quinn suggested the Committee oversee items that are
strategically relevant and provide governance oversight for
large business cases involving sizeable expenditure.

Mr Corrigan requested a paper at the next meeting outlining the
current standing orders for delegated authority, the big
investments, and a proposal from the Finance team on how it
best works. He suggested that the Committee review the
proposal to be considered at Trust Board.

ACTION: Ms Donnelly

The Chair referred to the performance element of the terms of
reference and noted that the Committee needs to prioritise its
focus on strategic and high-level matters e.g. high level
strategic objectives, transformation projects and programmes. It
will be important for the Committee to work out how the
Committee can provide assurance to Trust Board without
duplicating and that the Committee will need to consider the
level of detail required at Committee level to raise matters in a
meaningful way to Trust Board.
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Mr Quinn highlighted that the Committee are reviewing papers
and discussing strategy development, but it is ultimately the
Board's responsibility to develop transformation. It seems
appropriate for the Committee to monitor strategy development,
and this may need to be included within the Terms of
Reference. Mr Corrigan agreed with the importance of the
Committee receiving regular updates on strategy development
and noted that the terms of reference will be reviewed annually
however, they can be tweaked in advance if required.

2 Performance Report March 2025 (SPF10/04/25/01)

Mr Corrigan noted that the tabled performance report is the same
one that was reviewed at Trust Board recently and therefore there is
little value in focusing Committee time to it today. Going forward, the
Committee will review performance metrics and Trust Board will
also be provided with oversight of performance from an assurance
perspective, but not to the same level of detail.

Mr Walker gave an overview of the current format of the
performance report and the included metrics. The Committee
discussed its role and responsibility relevant to other Committees in
terms of appraising performance. Mr Henry noted that one of the
intended purposes of the Committee was to facilitate sufficient time
to scrutinise performance at Committee level, given that
performance discussions at Trust Board can be limited to busy
agendas. The Committee may wish to escalate particular
performance issues to Trust Board after reviewing the performance
report in its entirety.

Mr Corrigan added that there has been a disconnect up until now as
the performance report has been a monthly report, submitted to
SMT and then the most recent one submitted to Trust Board,
therefore the Committee need to think through how that would work
better.

Mr Sinclair said focus is required on how response times are
improved, it's not about hitting targets, its about doing the right thing
for patients. Mr Sinclair noted the update at Trust Board needs to
be a more succinct executive summary of key highlights,
highlighting the synergy between response times and clinical
outcomes.
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Mr Dennison suggested that the performance report could be
amended to have an executive summary setting out the key issues:
the main areas of underperformance and any ongoing priority areas
to try and improve. The underlying detail is important and provides
really rich information, but the Committee might struggle to extract
the information they need to focus on. Mr Dennison acknowledged
the amount of work that goes into this report and reiterated that the
feedback is not in a critical manner, but the report needs to be
reviewed in order for NEDs to deliver their duties.

Mr Walker responded that it has been really helpful to have the
discussion, to understand what is required.

Mr Mullan noted that the performance report will have to be
amended over time to adapt to the new commissioning metrics
which NIAS will be held to account for by SPPG as part of the
Strategic Outcomes Framework. Mr Mullen confirmed for Mr
Corrigan that NIAS are still reporting on the previous framework, but
there are regional discussions with SPPG about transitioning into
one reporting process but is unsure yet what that key metrics will
be. Mr Corrigan suggested realigning this to the NIAS Strategic
Plan, which Mr Mullen agreed with.

Mr Dennison said that coming to the end of the strategic plan, and
developing the new plan, the Committee need to know what needs
progressed longer term in the future and suggested picking out a
subject area to focus on at each Committee.

Mr Quinn suggested raising the commissioning plan with Mr Farrar
which was discussed at a committee a while ago. Mr Quinn noted
that there are system pressures and commented on the poor
Category 2 performance and the translation of this into delayed
responses and increased patient harm/SAls being reported. Mr
Quinn emphasized that it is important that poor performance and
long ED handovers do not become normalized and there is a need
to highlight these performance pressures.

Mr Corrigan emphasised that he doesn't want to create extra work
in relation to the report, but it is important that it includes the right
level of detail required in an Executive summary including narrative
with key issues or areas of concerns to be highlighted at Trust
Board.
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Mr Quinn suggested keeping the report as it is but highlighting a
couple of key aspects to focus on i.e. what underpins or underlies

what this report tells the Committee. Cat 1 and 2 response times
are very important to look at. Mr Dennison added the Executive

Summary should bring the items required to their attention.

The Committee AGREED that the performance report should be
amended to have an Executive Summary upfront highlighting key
areas of performance and improvement action, with the underlying
detail provided in the papers. The Committee further AGREED that
it would be useful to focus on particular areas of performance
through a "Deep Dive" at each Committee meeting.

ACTION: Mr Mullen/Mr Walker

4  Finance Report (Month 11) (SPF10/04/25/02)

Ms Donnelly presented the Month 11 Report (Jan 25) and explained
the key highlights.

In relation to RRL, as at Month 11, the Trust was reporting YTD
expenditure of £110.396m, with an underspend of £ 0.168m when
compared to YTD profiled budgets. (£10.381m monthly spend).
The main change from the Month 10 position was the allocation of
£5.103m of the pay award funding, increasing the Trust allocation
from SPPG from £119.116m to £124.270m. In Month 11, the
savings plan to deliver £2.475m of savings was also on track to be
achieved in full.

Month 12 expenditure is expected to increase in line with
expenditure profiles and for reasons including the 2024-25 pay
award. Ms Donnelly noted that, at the time of the Committee
meeting, NIAS remains on track to deliver a break-even position at
year-end.

The Committee discussed the processes put in place to fund the
2024-25 pay award and whether this would affect the year end
position. Ms Donnelly advised that the finance team is actively
working on that issue and does not expect this to be a risk.

Ms Donnelly further noted that for financial year 2025-26, NIAS will

be reviewing the funding requirement and associated evidence to
support the funding position going forward. In addition, the finance
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team will be seeking to optimise resources for NIAS's use and will
engage with SPPG on any potential shortfalls.

Mr Corrigan highlighted the discrepancy that arose last financial
year with investment being provided and misalignment with
workforce availability and recruitment timescales, and that it was
important to ensure that a similar issue did not arise this year. Mr
Corrigan noted the importance of demonstrating credibility to SPPG.

Mr Sinclair said that the clear focus 10 days into the new financial
year should be to proactively recruit to vacant and new posts as
early as possible. The team are trying to piece together and be on
the front foot with lead times and challenges with delays regarding
recruitment. Mr Sinclair noted that there is a degree of certainty
around cohorts of NQPs coming out of university and there is a
need to focus on recruitment activities for Advanced Paramedics
and EMTs.

Ms Donnelly advised that plans are developed this year to work with
directorates and budget holders to project the financial requirements
for next year to ensure there is evidence for next year's funding. Ms
Donnelly said there is an indicative allocation of £122 million but this
didn’t take into account the £5m for the pay award - the actual
allocation will be notified at the end of May.

Mr Quinn pointed out there is a revenue consequence due to the
restructuring of staff and sought clarification that NIAS are being
dynamic with the budget, recognising there is a resource need
there. Mr Abernethy responded that they are looking at the position
and considering new starts. There is a new cohort of EMT staff in
the current month, 48 new staff from university and they are working
out the budget number for next year. Ms Donnelly added that they
are identifying the contingencies so NIAS can benefit from them.

Ms Donnelly confirmed that there was significant provision for the
historic holiday pay dispute, which DoH are leading on. Ms
McAuley is leading on this within NIAS and Ms Donnelly agreed to
get an update on figures.

ACTION: Ms Donnelly

In relation to CRL, as at Month 11, the Trust has received a CRL of
£8.837m. (This includes the additional £1.1m to support pressures.)
The year end capital work is progressing well and, the forecast is a
break-even position at year-end.
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Ms Donnelly advised the Committee that in terms of the indicative
budget they are basing this on the rolling initial allocation and the
team are reaching out to directorates to see what their funding
requirements are.

Ms Donnelly has met with the DoH to discuss the consequences of
higher inflationary costs for example for fleet. Ms Donnelly noted
that there is anticipated to be significant budgetary constraints
within HSC this financial year, but that she will continue to liaise with
DoH to communicate any pressures and try to secure any funds that
may be available.

Mr Quinn referred to the agenda for change regarding job
evaluations and asked if there is a delay in getting jobs evaluated
for the Ops Restructure. Mr Quinn is considering raising the issue
with Mr Farrar if required, however, Mr Sinclair advised it is an
internal process.

5 Overview of finance reporting & suggested priorities for future
SPF Meetings.

There are five meetings of SPF scheduled for 2025/26: April, June,
September, November, and February 2026.

Ms Donnelly outlined the intention to provide the Committee with
more granular information, reports, and updates than are currently
received by the Trust Board or the previous PFOD Committee. This
will give further additional assurance to the Board that there is a
satisfactory level of ongoing and detailed scrutiny regarding the
Trusts financial position, financial forecasting, and forward financial
plans. Ms Donnelly provided the Committee with a table of
proposed reports that the Committee will be presented with through
the year and welcomed the members feedback on any changes
required.

The Chair said that he would like this Committee to have an
oversight of the savings plan, which is reported in the current
monthly finance report.

ACTION: Ms Donnelly
Mr Corrigan would also like some narrative on Fleet and queried
where Issues pertaining to Fleet are currently reported. It was
confirmed that fleet expenditure would fall under Capital and the
Chair requested further detail to be included in relation to Fleet and
Ms Donnelly said she would be happy to share this information. Mr
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Henry added that it was a recommendation from Internal Audit last
year for Committees to have more visibility of fleet matters and it
would be built in this year for fleet to come to the SPF Committee in
relation to the spend side with an opportunity to have a deep dive
into fleet.

ACTION: Ms Donnelly | Mr Mullen

Mr Henry confirmed for Mr Quinn that the sustainability for fleet was
another recommendation for this Committee to have sight of. Mr
Quinn suggested it would be useful for the Committee to receive
more information on this.
ACTION: Mr Mullen

Mr Dennison alluded to reforecasting and Ms Donnelly confirmed
she has implemented a more robust process to ensure accurate
reforecasting. There is an initial budget allocation for each
Directorate and the Finance team meet with teams each month to
update their reforecasting profiles, with a formal exercise taking
place in October and before Christmas. Mr Corrigan would expect
to see a forecast with a degree of accuracy by month four and Ms
Donnelly said she would advise the Committee of the plan in due
course,

ACTION: Ms Donnelly

6 Overview of strateqic transformation initiatives & suggested
priorities for future SPF meetings (SPF10/04/25/03)

Mr Mullan presented a paper outlining the proposed meeting
structure, schedule and exemplar of papers for the Committee.

He referred to the earlier discussion regarding the performance
report and that the team plans to make it easier to digest
highlighting the key priorities.

The plan includes a proposal of agreed areas of focus in addition to
Ms Donnelly's information so the Committee can see in advance
what items are being discussed to ensure papers are ready in
advance.

Mr Corrigan said that the plan looks good as a starter and all the
main areas are covered. It will be an ongoing developing process
and as some meeting dates don't have the CTF Committee after,
there will be more time to focus on areas at this Committee.
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Mr Corrigan offered Directors to email him papers in advance of the
June meeting if it is helpful.

7 NIAS 2026-36 Strateqy Development Process (SPF10/04/25/04)

Mr Mullen explained that Trust Board has previously discussed the
NIAS Corporate strategy development process and timeline at a
meeting in September 2024. It was subsequently agreed that a task
and finish steering group be established to oversee the strategy
development process and ensure ownership across directorates.
Trust Board endorsed this approach and tasked a NED to chair the
process, which Mr Quinn has agreed to do.

Mr Mullen noted that two members of staff with public health
experience will shortly be joining NIAS to begin the detailed work to
establish a draft strategy by the end of this calendar year.

Mr Quinn suggested that due to the work involved, the strategy
should be for a period of 10 years, 2026-36 and Mr Mullen said it is
within NIAS' gift to decide how long it is. Mr Corrigan agreed it is
beneficial to look forward but suspects in terms of getting into the
detail, they might only be able to look at two or three years ahead.
Mr Quinn said it will be challenging to project far ahead, but they are
trying to envision what an ambulance service could look like in five
to six years, which he thinks is the approach that needs to be taken.
The team have brought in two critical skills sets for data and project
management.

Mr Dennison reminded the Committee that initially, a decision was
taken to proceed with the strategy development and to not wait on a
new Chief Executive. However, he suggested looking at the process
again in Autumn after the background work had been undertaken,
and review whether or not to proceed if there is no permanent Chief
Executive by that stage.

Mr Quinn noted that engagement with service users and
stakeholders is a key element and Mr Mullen confirmed that there is
already an existing patient forum which Mr Neil Gillan supports and
has established strong relationships with. The plan is to ask two
members of that forum to join the Strategy Development group.

Mr Corrigan noted in terms of governance that this Committee is the
natural place for oversight and progress of the workplan but ultimate
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sign off is with the Board. He suggested tabling this as a standing

item at each Committee for a progress update, depending on how

often the steering group is and doing a deeper dive once a year.
ACTION: Ms Beggs/Mr Mullen

Mr. Quinn discussed the need for a detailed timeline and the
importance of having a strategic away day with Mr. Mike Farrar. He
mentioned that it can be beneficial to step back from day-to-day
duties and work with an experienced facilitator, especially after the
team has gathered a variety of perspectives.

8 Any other business

There were no matters discussed.

9 Next meeting:

19 June, 18 September, 27 November and 5 February

THIS BEING ALL THE BUSINESS, THE CHAIR DECLARED THE
MEETING CLOSED AT 11:15AM

SIGNED:

DATE: _ 19/6/25
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m Northern Ireland Ambulance Service &
Health and Social Care Trust B

MINUTES OF THE PEOPLE, CULTURE AND ORGANISATIONAL
DEVELOPMENT COMMITTEE HELD AT 9.30AM ON
THURSDAY 3 APRIL 2025 IN THE BOARDROOM, NIAS HQ

PRESENT: Mr J Dennison Committee Chair
Mr P Corrigan MNon-Executive Director
Mr P Quinn Non-Executive Director
IN
ATTENDANCE: Ms M Lemon Director of HROD
Ms S Beggs Manager of Chair and Chief
Executive Office
Ms R Byrne Director of Operations
Ms L Turley Deputy Director HROD

1 Apologies & Opening Remarks

The Chair welcomed members to the meeting.
2 Procedure
2.1 Declaration of Potential Conflicts of Interest

The Chair asked those present to declare any potential conflicts
of interest now or as the meeting progressed.

No declarations of conflict of interest were made.
2.2 Quorum
The Chair confirmed the Committee as quorate.
2.3 Confidentiality of Information
The Chair emphasised the confidentiality of information.

3 Previous Minutes — 13/02/2025 (PC03/04/25/01)
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The minutes of the previous meeting held on 13 February 2025
were APPROVED on a proposal from Mr Quinn and seconded by
Mr Corrigan

4 Matters arising (PC03/04/25/02)

Vaccinations

Ms Lemon advised that an update will be provided at the next
Committee meeting and Ms Ruth Finn has been asked to present
on this.

Mr Quinn suggested that it would be useful to update the
organisational chart setting out the roles and responsibilities of
different teams, and Ms Lemon agreed to progress this with
colleagues.

ACTION: Ms Lemon

Culture Workshop
The NIAS Culture Workshop took place on 31 March and was co

facilitated by Kings Fund and the Leadership Centre.

The main purpose was to identify key issues, themes, and drivers in
advance of the establishment of a Programme Board for the
upcoming cultural improvement work. Ms Lemon advised that a
comprehensive post workshop brief will be provided in due course.

Mr Quinn noted that while the Workshop had been well facilitated,
some key staff groups, such as the Operations and Clinical
Directorates, were not well represented. Mr Quinn sought clarity on
who has the lead responsibility going forward for the Programme
and emphasised that it is important to ensure engagement from all
parts of the Trust. Further, Mr Quinn noted that there needs to be
buy-in from the Chief Executive and SMT to ensure that the tangible
concepts arising from the workshop are addressed and delivered
on.

Ms Lemon advised that Michael Riddell will be joining NIAS at the
beginning of June and this will enhance senior level Deputy Director
HROD capacity within the Trust to deliver the necessary
workstreams identified by the Programme Board. Ms Lemon noted
the ongoing work being taken forward by Bron Biddle in respect of
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sexual safety in the workplace and that this would be aligned with
the cultural improvement review.

Mr Corrigan agreed that the workshop went well, and it is important
that this piece of work continues. He said that culture is part of the
PCOD Committee, however the Programme Board needs to direct
the activity and ensure the Committee receives regular assurance
updates. Ms Lemon confirmed that the Programme Board will
update the PCOD Committee, and the Committee AGREED that
Culture will be a standing item at future Committee meetings.
ACTION: Ms Beggs

A part of a Culture programme, in terms of shaping the relationship
with Trade Unions, we will undertake a Partnership working review,
Work will be undertaken to facilitate co-production of a new
industrial relations Framework. Moving this into a more strategic,
solutions focused place. Enhancing governance and promoting
meaningful and true partnership working. This will also improve
relationships and lifting levels of engagement with NIAS as part of
overall cultural enhancement.

The Committee sought assurance on the anticipated next steps in
terms of developing a Partnership Framework and discussed that it
would be useful to establish a Strategy and Work Programme, in
detail, covering a 3-year period with a timeline for the role of the
Board and PCOD members. Mr Dennison asked what the next
steps are, and Ms Lemon confirmed there will be a formal de-brief
and the first Programme Board Meeting scheduled.

Mr Quinn suggested getting a date scheduled as soon as possible
with an update coming to the next meeting on 12 June 2025.

Ops Restructure

Ms Byrne advised there is no further update on the Ops Restructure
since the last Trust Board Meeting at the end of March. Ms Lemon
has agreed to release a senior HR manager for two days per week,
which will increase to full time release, to support the Ops
Restructure and a project lead has been identified from within
Planning Performance and Corporate Services.

5 HROD Balance Scorecard (PC03/04/25/03)
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Ms Turley provided some key highlights from the Balance
Scorecard.

The reports show there is a stable workforce currently in terms of
headcount, with just over 1,300 members of staff. Turnover is
reported at 6.33% on average across the health service, and no
specific concerns are highlighted to the Committee in this regard.

Good progress has been made within Whistleblowing cases since
the last PFOD meeting: several have been triaged at an early stage
and have been addressed with relevant training.

Ms Lemon apologised that the narrative paper was not available for
this meeting and noted that the report is still in the format used for
PFOD Committees. Ms Lemon sought feedback from the
Committee about the usefulness of the information and what other
metrics the Committee may wish to be included.

Mr Corrigan advised that it would be useful to pull out key themes
and present this as an Executive Summary for the Committee. The
underlying detail can be provided, but the salient points need to be
provided upfront.

Ms Lemon confirmed that overtime payment pressures will be
reported, going forward, at the Strategic Performance and Finance
(SPF) Committee,

The Committee made further suggestions as to how the HR/OD
Balance Scorecard could be improved with regards to divisional
breakdown of metrics, capturing key milestones associated with
projects and the use of graphs/charts.

The Committee suggested more information regarding
Organisational Health would be useful, for example, joiners and
leavers and information on exit interviews, maybe twice a year, to
identify any themes, which will tie in with the cultural scheme.

The Committee agreed that succession planning, and talent
management should be reflected within the performance report and
Ms Lemon said that the new HR AD for workforce planning and
succession planning should be at the next meeting.
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The Committee discussed the reporting of Mandatory Training
compliance. Ms Lemon highlighted that this overlaps several
Committees and there is a need to agree and formalise which Board
Committee will take ownership of this, with issues pertaining to
safeguarding a good example.

Mr Corrigan said that the Safety Committee may be reviewing
safeguarding, but potentially under a different scope, and that
clinical education, learning and development, continual
development, usually falls within the HR remit. Ms Lemon
confirmed that training is reported at Safety Committee but within a
different ‘lens’.

Mr Quinn highlighted the challenges around capacity in the
safeguarding team and noted that when establishing objectives for
the cultural improvement work, NIAS challenge itself to identify what
problems require specific resolutions and the evidence-base from
which improvement can be measured.

The Committee AGREED the proposed revisions to the HR/OD
scorecard and Ms Lemon and Ms Turley agreed to update before
the next meeting.

ACTION: Ms Lemon/Ms Turley

The Committee discussed the need to ensure that it, or one of the
other Board Committees, is sufficiently sighted on issues including
cases where a clinician is practicing despite their professional
registration having lapsed, the communications activities in the
Trust and relevant strategies and proactive engagement with the
public and independent sector.

The Committee agreed that communications should remain as an
item under the Committee’'s remit.

The Committee discussed examples within HCPC i.e. someone
practicing whose registration has lapsed, which is an important
governance issue, that NIAS have systems in place to identify.

ACTION: Ms Lemon/Ms Turley
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Mr Corrigan suggested it may be helpful for the Chair and Chief
Executive to review and confirm items are sitting within the
appropriate Committee, after the first Committee meetings within
the new structure have taken place, as part of a governance
restructure review.

Mr Dennison suggested that NIAS periodically liaise with other
Organisations not affiliated with NIAS, to learn different things. Ms
Byrne advised that they collaborate on an ongoing basis with the
PSNI but agreed to consider and discuss with the team.

ACTION: Ms Byrne

6 Absence Management (PC03/04/25/04)

Ms Lemon referred to the progress made within absence
management and wished to commend all the team who have
worked hard to maintain this.

There are a couple of key themes, the main one is mental health
and demonstrates the reality of the pressure NIAS staff are working

in.

The team have achieved great progress within redeployment and
Ms Lemon noted that as staff get older there can be physical
limitations in terms of the full range of activities they can undertake.
There is ongoing engagement and dialogue with TU colleagues
about role adjustment in these circumstances.

The peer support team are heavily engaged on trauma support but
are also moving into supporting the health and well-being HSCNI
Regional Strategy.

Ms Lemon noted significant challenges regionally with Occupational
Health services capacity and waiting times for an appointment.
There are KPIs now in place to review the level of service NIAS is
receiving, and Ms Ann-Marie McStocker monitors this.

Ms Turley concluded that there are two areas of focus, pre-
employment health checks and the gap for professional support for
peer support workers. The improvement within occupational health
delays will help improve absence. Mr Corrigan is keen that NIAS
retain focus on this to ensure NIAS can deliver, as it has been an
ongoing barrier.
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Mr Corrigan asked to keep Occupational Health Review on the
Strategic highlight review Report.
ACTION: Ms Lemon/Ms Turley

Mr Quinn queried whether NIAS asks potential recruits to undergo a
psychometric test to determine if their level of resilience is
commensurate with the expected roles and activities of their job. Ms
Lemon noted that this would be broadly and Ms Turley added that
coping skills and resilience would be covered within the induction
stage but appreciates it would be beneficial to include this within the
recruitment processes.

Mr Quinn sought clarity on whether resilience is captured/assessed
as part of clinical supervision and Ms Byrne agreed to check this.

ACTION: Ms Byrne

The Committee discussed that the control room have space to go to
after difficult calls, which is a reactive measure but queried what

NIAS can do in terms of being more proactive in this respect.

The Committee requested that data relating to staff assaults should
be captured at PCOD.
ACTION: Ms Lemon

Mr Quinn referred to the charts in relation to absence within PCS
and asked if there is any difference, particularly in the southern
division and if it has impacted on absence. It was noted that the
PCS absence is reducing. Mr Corrigan acknowledged the
significant improvement.

The Committee suggested that once absence is at a more
manageable level, NIAS need operational managers to manage
other leave as this may result in an increase in annual leave, special
leave, or other types of leave. Therefore, NIAS need to ensure all
processes and protocols are being strictly adhered to across the
board.

Mr Quinn said it is difficult to interpret the graphs and asked HR to
consider how Committee members can get the level of information
they need from these.

ACTION: Ms Lemon/Ms Turley
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Mr Dennison thanked Ms Lemon and Ms Turley for the informative
update.

7 Employee Relations (PC03/04/25/05)

The Committee NOTED the report which demonstrates there are a
number of cases being closed off.

Ms Turley explained that most of these cases should be being
resolved at a local level before being escalated. Managers must be
more proactive in attempts to resolve issues instead of defaulting to
HR. Leadership and Management Development as part of the Ops
restructure will help drive this change. Ms Lemon added that skills in
resolution and conflict need to be adapted to ensure Managers can
deal with certain situations.

The team have closed over 80 cases and section three of the report
outlines an overview of what the team are doing.

Mr Corrigan welcomed the update and asked why the update is for
the end of January and if a more recent update could have been
provided i.e. up to the end of March. Ms Turley advised that some
of the cases are cautionary suspensions and perhaps lengthy
cases. Ms Turley further noted a small number of suspension
cases are sitting with safeguarding and the PSNI. Mr Quinn noted
that the way such cases are reported is critical and requested to see
the total number and longest duration.

ACTION: Ms Lemon/Ms Turley

8 Partnership Framework

Ms Lemon provided an update on the priority to establish a
Partnership Framework in the context of ongoing ASOS, which is
presenting challenges in terms of progressing this.

The Committee discussed the on-going ASOS and the recent
engagement between the Minister for Health and TU colleagues.

The Committee agreed that it is vital for NIAS to be present at the
meeting with the Minister and TUs.

9 PFOD Meetings going forward
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The Committee suggested a draft report template is sent to
Committee members in advance of the next meeting to ensure they
are content with the formulation as per discussions at today's
meeting.

ACTION: Ms Lemon/Ms Turley

10 Any other business

The Committee noted that this was Ms Byrne's last meeting and
wished her well in her new role. They acknowledged the extreme

dedication she has given to NIAS through some very challenging
times.

11 Next meeting:

12 June 2025, 9.30am
NIAS Headquarters, Boardroom

THIS BEING ALL THE BUSINESS, THE CHAIR DECLARED THE
MEETING CLOSED AT 11.45AM

SIGNED:

H.“f ’-{- flaa 1M,

DATE: 12/6/25
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MINUTES OF THE PATIENT EXPERIENCE, QUALITY AND SAFETY

(PEQS) COMMITTEE HELD AT 9:30AM ON
THURSDAY 24 APRIL 2025 IN THE BOARDROOM, NIAS HQ

PRESENT: Mr D Ashford
Mr P Quinn

Dr P Graham

IN Ms L Charlton
ATTENDANCE:
Mr Corns
Ms R Byrne
Dr N Ruddell
Ms S Beggs
APOLOGIES: MrR Sowney
Mr N Sinclair

Committee Chair
Non-Executive Director
Non-Executive Director

Director of Quality, Safety &
Improvement

Consultant Paramedic
Director of Operations
Medical Director
Temporary Board Secretary

Senior Clinical Advisor
Chief Paramedic Officer

1. Apologies & Opening Remarks

The apologies were noted.

The Chair welcomed members to today's meeting.

2. Procedure

2.1 Declaration of Potential Conflict of Interest

MNo declarations were made.

2.2 Quorum

The Chair confirmed that the Committee was quorate.

2.3 Confidentiality of Information
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The Chair confirmed and emphasised the confidentiality of
information.

3. Previous Minutes

The minutes of the previous meeting on 30 January 2025 were
APPROVED on a proposal from Dr Graham and seconded by Mr
Quinn.

The Chair asked Ms Beggs to circulate the previous minutes to
Committee members, which were approved outside of the meeting
by the Committee Chair. Ms Beggs to add these to One Advanced
for completeness.

ACTION: Ms Beggs

4. Matters Arising

Committee members NOTED the update on Matters Arising.

ROIA Comms: Independent Ambulance Services inspections

Ms Charlton advised that, further to correspondence received from
RQIA suggesting that they review the commissioning and oversight
of IAS, a response has been approved by HSC Chief Executives
and forwarded to RQIA inviting them to meet to discuss further.

Dr Graham advised that he had discussed the matter with Internal

Audit who do not plan to proceed with a report in this area. Ms

Charlton will issue the letter of response as soon as possible,
ACTION: Ms Charlton

The Committee noted the extant risk on the Corporate Risk
Register relating to the oversight of IAS and agreed that this should
remain unless there is significant movement from the DoH in
respect of a policy/legislative change.

5. Standing Items

(i) Identification of Risk
HSE communication regarding late finishes
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The Committee discussed the ongoing, intractable issues regarding
the high volume of late finishes and the adverse effect this is
having on staff, operational performance, and patient safety.

Ms Charlton advised that a programme of dialogue has
commenced with TU colleagues following a case which has been
recently covered in the media, with a view to seeking a resolution
and derogations from the current ASOS. Ms Charlton advised that
the Minister for Health has offered to meet TUs to discuss the
ongoing action and a date for this is being arranged.

Mr Quinn sought clarification if Cat 1 and 2 releases will be in the
Ministers briefing, and Ms Charlton confirmed that NIAS are
anticipating an invite to the meeting, and If so, this could be
referred to.

Dr Ruddell advised that an upcoming Coroner’s case will likely
identify late finishes/ASOS as a contributory factor and there could
be more cases in the months ahead.

Ms Charlton reminded the Committee that the risks pertaining to
delayed hospital handovers and ASOS are recorded on the
Corporate Risk Register. Nick Henry has undertaken a
comprehensive risk assessment and an action plan has been
developed to put in place measures with an aim to mitigate the
risks. A task and finish group will be convened to take this work
forward.

At a recent meeting of the National Ambulance Services Medical
Directors’ Group (NASMeD) there was a communication shared
regarding a contravention notice issued by the Health and Safety
Executive in England, regarding the psychological impact of late
finishes, which suggests the service consider protecting the last
hour of shifts. The Committee discussed the prospect of shift
redesign, which is being considered as an additional means of
reducing the volume of late finishes. Ms Charlton alluded to the
outcome of ORH work which was due in June.

The Commitiee discussed the need to ensure that members of the

Health Committee are briefed and are aware of the steps being
taken to NIAS to manage the current situation. Ms Charlton advised
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that a briefing with the Health Committee is expected in the coming
weeks.

Mr Quinn said that Non-Executive Directors have sought clarity
regarding the communications function and activity within NIAS. Ms
Paterson subsequently organised a meeting with Mr Quinn and Mr
John McPoland where they discussed the communication team’s
capacity and methods of communicating internally and externally.
The Committee discussed the need to ensure sufficient capacity
and skills are in place to deliver proactive engagement with all key
stakeholders, including political representatives.

Dr Graham referred to an article in the Belfast Telegraph recently
about the temporary closure of Purdysburn Ambulance Station,
which he had followed up with Ms Paterson to ensure the
communications team ware aware.

Mr Quinn stated that another risk is the lack of a 24-hour
communications service, which might result in delays to issuing
response to enquiries/media stories.

6. PEQS Terms of Reference
The Committee NOTED the Terms of Reference.
7. EPRR Update

Ms Byrne plans to organise another meeting date with Mr Ashford
in regard to EPRR.

Ms Byrne advised the Committee that NIAS's Incident Response
Plan went live on 31 March and has been shared with all blue light
partners.

Several commander courses have been completed and there are
continued education programmes planned.

There are ongoing discussions with the DoH Permanent Secretary
regarding the additionality required to provide a comprehensive
specialist response service at NIAS. Mr Ashford said this business
case is vitally important and the Committee would like to be
updated on the progress. Mr Ashford thanked Ms Byrne for all her
hard work and dedication in progressing EPRR, as there has been
a lot of progress.
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8. Events Management Policy

The Chair welcomed Ms Smylie to the meeting.

Ms Smylie presented the NIAS Event Management Policy and
explained that NIAS did not previously have a policy in relation to
events. The Policy outlines NIAS actions in relation to planned
events, a structured process for how NIAS manages risks and
protects normal service delivery and roles and responsibilities of
each department. Ms Smylie explained that a process will be stood
up to determine whether an officer is required to attend an event
based on the risks. There will be a Proforma that officers fill in at
the event which will create a data collection tool to predict event
impact for future event planning.

The Committee agreed this is a very useful policy.

Mr Ashford queried the rationale for NIAS not charging
councils/event organisers, and Mr Quinn agreed particularly for
large events. Ms Byrne confirmed NIAS will be reimbursed for the
Irish Open taking place in July 2025, and this policy is more
applicable to events such as concerts.

Mr Quinn suggested making the event organisers aware of the
charitable trust fund and Ms Smylie agreed that they can explore
this and agreed to discuss and consider the governance
arrangements with Ms Heather Sharpe.

The Committee APPROVED the Policy.

Mr Ashford thanked Ms Smylie and Ms Byrne and extended his
thanks to the wider team.

9. Education Update

Mr Corns presented the six-monthly update which provides the
Committee with progress on actions from the agreed education
review report. Nine out of 47 recommendations are outstanding and
plans to address these in 2025-26 are outlined.

Mr Corns noted the successful partnership working with Ulster
University in respect of onboarding NQPs and advised that the
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education team are planning to engage other HSC Trusts to
implement learning partnerships in specific areas, including
managing Deprivation of Liberty under the Mental Capacity Act.

Dr Graham referred to Driver Training and said it is good that NIAS
are ahead of the legislation changes which are expected in
September 2025.

Mr Quinn referred to the uptake of mandatory training information
provided to the PCOD Committee as part of the HROD scorecard
and noted that there is a corporate responsibility for safeguarding
and guality improvement and impact of this rests well at this
Committee, which pertains to certain staff groups. Ms Charlton
advised this training is applicable to all staff groups.

Mr Quinn highlighted the need to understand the impact and
outcomes associated with clinical supervision and noted a link to
the ongoing cultural improvement work.

Mr Quinn suggested that an evaluation would be helpful to inform
the content and structure of clinical supervision sessions going
forward.

Dr Graham suggested a feedback form to gain a perspective of the
recipient of clinical supervision and experience. Ms Charlton
advised that the Safeguarding team are reviewing incidents every
week and are exposed to difficult information and are engaging with
the Health and Wellbeing team for interjects with the inspire team.
Linked to this, Ms Charlton advised there is an ongoing PDR
review, which is a really critical corporate responsibility for the
education team to consider.

Mr Quinn suggested a competency framework would be helpful for
the organisation and would form a backdrop to an appraisal
conversation and career progression. Mr Corns added that this
may require a different lens to look at supervision as the clinical
supervisor is not the staff member’s line manager and will therefore
not be linking PDRs to clinical supervision.

Mr Ashford noted the intention to increase CCE days. While the
service has been struggling to meet 3 days per person this year,
there is a clear intention in the education strategy to move to 5
days per person. Given the difficulties in moving to 3 days, itis
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unclear how NIAS would achieve 5 days, and this could represent a
significant risk if not achieved. Mr Ashford said that we would need
to look at this subject again to see if there is any improvement at
the next update. Mr Corns explained that this has been explored
but that there are capacity and prioritisation challenges which limit
the ability to release staff currently.

Ms Charlton suggested it might be something to consider with rota
changes within the ORH review.

The Committee APPROVED the update and plans for 25/26 and
thanked Mr Corns for the informative report.

10. Involvement and Co-Production Update

The Committee NOTED the update and Ms Charlton explained that
there is a requirement for the Committee Chair to sign the
assurance document.

The team has simplified the report as much as possible. One
appendix demonstrates where NIAS are with committed activities,
which are not time bound, so a rag status has been used. Ms
Charlton outlined the current funding arrangements for PPI Officers
within geographical HSC Trusts have not been allocated within
NIAS despite approaches to seek same. She therefore explained
that PHA had suggested that NIAS would not be required to report
on this activity, however given NIAS commitment to PP| a return
will be provided to ensure best practice and reflect progress.

Mr Quinn noted the significant progress and noted the linkage to
the previous discussion on communications capacity and strategy
i.e. digital communication and the Trust communicating proactively.
Ms Charlton advised that Mr Neil Gillan is part of the strategy
development work that has commenced which will create
opportunities for engagement with service users over the next 12
months.

The Committee APPROVED the report and Mr Ashford agreed to
sign the required document.

11. PCS Update

Ms Charlton advised that following the replacement of the non-
emergency CAD there had been a software issue which had
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resulted in inaccuracies in the current performance data and
therefore a PCS paper had not been included, a software upgrade

is expected which will hopefully resolve the data issues by 15 May
2025,

Ms Charlton advised that she would provide a PCS update for the
next Committee.

12. Safequarding Position Report

The Chair welcomed Mr Flannagan to the meeting.

Mr Flannagan presented the position report to the Committee and
explained the focus over the past year in relation to delivery of
Level 3 face to face safeguarding education as per the
safeguarding education and training strategy: the original
improvement trajectory had been to provide to all staff delivering
direct patient care over a three-year period. Mr Flannagan reported
that progress to date had exceeded this trajectory, with currently in
excess of 60% of staff completing level 3 training.

Mr Flannagan highlighted a significant increase in safeguarding
referrals in the last two years. He referred to the correlation of
increased referrals with increased education and also to one factor
leading to the increase being due to streamlining the referral
process for welfare referrals. He referenced quality of information
and documentation provided which allows partnership agencies to
follow up efficiently.

Mr Flannagan explained that the development and delivery of
safeguarding training has been complex and challenging and has
brought with it moral stress and the emergence of difficult
conversations. A number of staff have highlighted that they feel the
organisation has failed them after a traumatic incident in the past.
Through the training it is clear that some staff do not wish to raise
these concerns and/or don't feel safe or supported in doing so. Mr
Flannagan added that this isn't unique to ambulance services, and
he has seen this occur within other blue light services. The team's
role is to create an environment that disrupts behaviours that are
damaging.
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Mr Flannagan noted the emotional toll such episodes have on staff
and victims, and the training is intended to support staff to
recognise such situations and equip them with skills to challenge
and investigate them appropriately.

The Committee noted that Bron Biddle is working with NIAS for a
short time in relation to the culture perspective, and the need to
ensure individuals with the right skills and knowledge are available
to deal with these allegations appropriately, which is capacity
beyond the safeguarding team.

Mr Quinn has spoken to Mr Flannagan previously regarding the
stark reality of safeguarding issues and noted the impact of legacy
issues which have happened historically in the organisation.

As referrals have increased so significantly, Mr Flannagan and Ms
Chambers are devoting their time to support staff but there is a big
challenge to manage business as usual. A temporary Band 5 role
has been added to the team to help support them with referrals. Mr
Quinn suggested the banding could be reviewed to reflect the area
of expertise required.

Mr Quinn highlighted that management capacity is required to
recognise the challenges with perpetrator behaviours and NIAS has
a duty as an organisation to ensure management and staff are
aware of the concerns and are empowered to address them
effectively.

The report was APPROVED to go to Trust Board on a proposal
from Mr Quinn and seconded by Dr Graham.

The Committee thanked Mr Flannagan for the comprehensive
report and the team’s commitment and professionalism in dealing
with very challenging situations.

13. Update on process, governance and assurance: CAT 1 release

The Committee NOTED the briefing which has been compiled at
the request of the PEQS committee following a discussion at the
Committee meeting on 30 January 2025, where this was raised as
a concern,
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The paper outlines the operational arrangements that are in place
for requesting and managing a CAT 1 release from an Emergency
Department.

Ms Charlton advised that there has been an improvement since a

SOP was introduced in December 2024 for management of a CAT
1 release. However, challenges remain, particularly at the NHSCT
where there have been several failed CAT 1 releases.

Ms Charlton explained that should there be a failed CAT 1 release
which contributed to significant harm, the Trust will typically raise it
as an Interface Incident, although this is rare. Ms Charlton noted
that in the patient deaths noted in the report, a failed CAT 1 release
may not be a contributory factor.

The Committee noted that this process was due to be reviewed
again in March 2025.

Ms Charlton advised the Committee that work continues regionally
with colleagues about Category 2 calls and Interhospital Transfers
and that Ms Byrne had reached out to other Trusts to make
arrangements for NIAS to be represented at appropriate
governance meetings to highlight and share learning re SAls and
Cat 1 releases as appropriate.

14. Date of Next Meeting
5 June 2025, 9.30am, NIAS HQ

15. Any Other Business

Ms Byrne made Committee members aware that NIAS have a KPI
of answering 999 calls within 5 seconds 90% of the time and EMD
Supervisors record the data every hour. This is then reported every
morning at the NIAS Regional Huddle and within the Trust annual
reports. For the first time ever, NIAS have achieved over a 90% call
answering rate for the entire year.

The Committee agreed this is a really positive achievement and to
pass on their congratulations to the wider team.
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THIS BEING ALL THE BUSINESS, THE CHAIR DECLARED THE
MEETING CLOSED AT 11.35 AM

SIGNED:

DATE: 416125
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