
                                                                      

 

 CQM 
ClinicalQualityMatters 

Non-conveyance special 

 

 

 

Autumn 2020 



2                                                                     

 

Safe decisions, safe patients 
 

In Safety and Health Magazine in 2017 it was reported that the 
average adult makes upward of 35,000 decisions a day. Many 
decisions are relatively low risk, even trivial – what to eat for 
breakfast or how to respond to a social request.  
 
But the potential outcomes of some decisions can have serious, even life
-altering effects.  
Sometimes the decisions you make can be the difference between life 
and death.  
Sometimes we make the right decisions for the wrong reason or the 
wrong decisions for the right reason. 

The Health Professionals Council expects us to meet standards (as first 
published in 2016) in order to: 

• promote and protect the interests of service users and carers 

• communicate appropriately and effectively 

• work within the limits of your knowledge and skills 

• delegate appropriately 

• respect confidentiality 

• manage risk 

• report concerns about safety 

• be open when things go wrong 

• be honest and trustworthy; and 

• keep records of your work. 

Recently reviewed cases of patients not being taken to hospital, have highlighted where we did not 
meet these standards – and as a result caused harm. 

Second in this list is communication and last is recordkeeping both are key factors, that come up 
in nearly every review of care and service delivery in this Trust and across the NHS. 

Bringing together clinical specialists, safety specialists, the people who were there and others in their 
team to review the care and service delivery at a round table enables us to quickly understand the 
situation and reasoning as well as what was recorded and what we can learn from it.  
 
This edition of Clinical Quality Matters looks at all of the standards and lessons that this Trust has 
learned from incidents of this kind.  

The draft NHS Patient Safety Strategy intends to introduce the role of Patient Safety Specialist,  
the Trust in its commitment to Patient Safety has recently recruited to that role.  
We want to learn from the things that have gone well and the things that have not.  
We recognise that we need the right skills, systems, processes and behaviours throughout the Trust, 
just as the strategy indicates it is needed across the healthcare system.  
 
Clinical Quality Matters is part of our celebration of the knowledge and experience within EEAST, 
and a way of  sharing things that can assist in the improvement of care delivered to patients with 
colleagues and the wider healthcare community. It’s therefore extremely appropriate that this edition 
looks at the topic of non-conveyance and the processes required to make this critical decision safely. 
 
Lynda Steele 
Deputy Clinical Director  
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Safe non-conveyance: the Trust’s position 
By Lynda Steele — Deputy Clinical Director 
 
Non-conveyance is not one single 

clinical choice. The decision to not 

convey a patient and discharge at the 

scene can be for reasons as varied as a 

patient presenting no symptoms of a 

condition needing further medical care, 

to those patients with a clear need for 

treatment – but who refuse it. 

 

Non-conveyance is therefore a number of 

different (and sometimes complex) 

processes which can arrive at the same 

clinical decision, and the Trust’s policy 

seeks to support the decision-making 

process rather than set out a single prescribed pathway. 

The Trust is clear that it supports clinicians in making the decision to non-convey patients and 
discharge care, following face-to-face attendance or ‘hear and treat’ contact, where appropriate.  
 
On occasion, patients may deteriorate after non-conveyance - despite the correct level of 
assessment and decision making having taken place.  
 
If this occurs and the relevant guidance has been followed and reasonable steps to ensure safe 
discharge of patients in combination with adequate safety-netting advice and onward referral to other 
care pathways have been taken and recorded, the Trust will support clinicians in their assessment 
and decision making. 
 
To find out more, please read the Safe Non-Conveyance and Discharge Policy on East24. 

http://east24/Policies%20and%20Trust%20Instructions/Clinical/Safe%20Non-Conveyance%20and%20Discharge%20Policy.pdf
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 Clinical decision-making for safe practice 

By Karl Schroder — Advanced Paramedic - Urgent Care  

 

There is always a risk of diagnostic 
error in clinical assessment. We are 
imperfect people operating in an 
imperfect system, using imperfect 
tools.  Safe practice is therefore about 
understanding these risks and 
managing them as safely as possible.   
 
The most common cause of medical 
error resulting in harm to a patient is a 
missed diagnosis of a serious condition, 
or when a serious condition is 
misdiagnosed as a minor illness.   
But why does this happen?   

Clinical reasoning depends on our ability 
to distinguish between a serious and a 
minor illness by using positive and 
negative findings during our assessment.   
But our reasoning can become 
compromised when the signs and 
symptoms are common to both serious and minor conditions.  
With over 10,000 medical conditions and only around 250 symptoms, you can see that any one 
symptom has a lot of potential causes.  For example, shortness of breath can be: 

•  a symptom of an existing condition in the lung, such as COPD or asthma 

•  a new condition in the same system, such as an infection, pulmonary oedema, pleural     

  effusion, cancer 

•  a symptom of a new condition in another body system, such as CCF, anemia, PE,  

  anaphylaxis, sepsis. 

It would be easy to develop confirmation bias and assume that, because a patient has COPD 
or asthma, that their symptoms must be related to that condition. 
 
It may be that the signs and symptoms required to make a diagnosis are absent at the time of 
assessment. Being aware of risk factors for certain illnesses can help to raise your suspicion of 
an atypical presentation, for example, high blood pressure and the risk of stroke, 
immobilisation and the risk of PE, diabetes and the risk of silent ischemia/MI.   
These atypical presentations of illness are more likely to be missed than typical presentations.  
PE’s, pneumonia, heart attacks, strokes and sepsis can all present atypically, so you need to 
know how they can present both typically and atypically.   
Certain patient groups are also likely to present atypically: 

Young children and older patients due to age-related physiology or communication limitations 

• Diabetic patients who have neuropathy 

• Poly-pharmacy can alter physiology i.e. Beta-Blockers, anti-pyretics, pain killers 

• Poly-morbidity resulting in abnormal physiology, for example COPD and reduced oxygen 

saturations. 
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How can we make safe decisions about who can be left at home safely and who needs to be 
conveyed?   

By adopting a systematic approach, we can navigate the pitfalls that can lead to unsafe practice: 

• Understand patterns of illness and risk factors for typical and atypical presentations . 

Knowing these requires knowledge and experience. 
Do a set of observations to help identify unsuspected conditions. 

• Try to consider all the causes for your patients’ signs and symptoms - exclude the worst first.  

Look for red flags. Resources like NICE CKS (https://cks.nice.org.uk/) can be very useful.  
The Clinical Manual on JRCALC+ now also features Urgent Care guides to aid clinical 
assessment.   

• Perform a risk assessment. This can help to determine the severity or likelihood of a particular 

illness. There are many validated screening tools for various conditions e.g.  

Sepsis screening tool 
Traffic light system for feverish child 
CRB65 pneumonia screening tool 
ERON cellulitis classification 
Wells’ DVT/PE Score.   

These are available on apps like MDCalc and the EEAST Clinical Manual, but you should be 
aware of their limitations in terms of their sensitivity and specificity.  
A risk assessment should also take into account the potential for a missed or mis-diagnosis – 
what if this turns out to be something different? Knowing how different illness develop over 
time means you can give that information to patients in the form of worsening advice. 
 

• Shared decision-making helps to improve safe practice. If you have any doubts about your 
decision – consult with another clinician (CAL, 111, GP, Colleague). Decisions should be 
made with the agreement of the patient. You will need to ensure the patients or their carers 
have mental capacity, comprehend the information, are capable of following advice, are likely 
to comply and can do so competently.   

 
• Remember that illness is a dynamic process. Patients may deteriorate despite appropriate 

care. Make patients aware of this and what to look out for. 
 

• Safety-net. Make sure that the patient knows when and who to contact if their symptoms 
change, worsen or don’t resolve.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Cont. 
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In summary, a systematic approach can help decision-making and result in safer  
practice: 

Step 1: What are the serious causes of this symptom? 

Step 2: What are the key diagnostic findings that confirm or exclude each of these causes? 

Step 3: How do I focus my assessment on checking for these key diagnostic findings? 

Step 4: Is there anything that I haven’t considered, or could have missed?  

 

Always follow the four Rules of Safe Consulting: 

• Excluding the worst first 

• Performing a risk assessment 

• Remembering that illness is a 
      dynamic process 

• Safety-netting your patients. 
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The science of safety (and error, and risk) and 

why being nice can save lives. 
By Jordan Nicholls — Patient Safety Integration Lead 

 

The study of incidents over the past 50 or so years has changed how they should be reviewed, 
managed, and learned from. Industries such as aviation and nuclear power have learned the 
hard way that when things go wrong, not only do people die, reputations can be ruined forever.  
 
Healthcare is well-known to be playing catch-up to this thinking. Pioneers like Martin Bromiley 
have shone a light on thinking and practices in the NHS that without an external source would 
have taken much longer to find. The slow burn of interest in critical thinking about safety is  
starting to become a roaring flame - but we still have a long way to go.  
 
What do we mean by ‘safety science’? 
It is about analysing incidents, positive and not so (more on that later) and using critical thinking 
to understand what happened, and why it happened. In an industry that has historically sought 
to blame people, that can be hard to do.  
 
When I’m asked to talk about how I look at incidents, I like to break it down and look at two  
layers. The first being the wider system elements: how do organisations work together?  
How do polices, processes and rules interact to either help or hinder? An example could be that 
a hospital has a policy around who to accept into A&E, but EEAST has a different one about the 
same type of patient. Or, frontline staff will know about the challenges of trying to get a patient 
alternate care and being sent from pillar-to-post because the patient doesn’t meet certain  
criteria, or needs sign-off from another HCP. The process can be draining and demoralising 
when one part of the NHS does not speak to another. 
 
Then we look, at a more personal level, at the people involved. This is what’s commonly known 
as ‘human factors’, but the term should be used with caution. There’s no absolute definition of 
what ‘human factors’ actually are, and it can often be used as shorthand for cognitive factors 
e.g. tiredness or biases, or to describe cultural elements, or an individual’s performance in a  
situation. It looks at elements such as how did the team work together? Did they share mental 
models of the situation? Were people tired, hungry, or overburdened with responsibility?  
Essentially the second layer is about what was happening on the ground, with those people, in 
that environment at that time.  
 
Safety II  
It’s important to say at this point I’m not just talking about when something goes wrong.  
Yes, there are the high-profile incidents. The ones that people talk about in crew rooms or get 
shared on social media or even in the press. But if you think that we take roughly one million 
calls a year, those kinds of incidents are incredibly few and far between. When things go well 
has been found to be just as important. Why did something go well? What can we learn from 
that experience that we can put into our training, our best practice or just generally be aware of?  
I know we expect to come into work and do our jobs right, but the whole point of safety sciences 
is to understand there are thousands of factors that play into us just ‘doing work’.  
This idea is commonly known as ‘Safety II’.  
 
So, when we look at incidents, we can understand that there are several factors involved in the 
events and that most often it’s never one pivotal moment that causes something to happen.  
You may have heard about the ‘Swiss Cheese Model’ of incidents and may have seen some  
examples around the Trust. They show simplistically how a series of events or actions can lead 
to an overall result. While these events may not always happen exactly one after another, or 
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 precisely in the order given, it does at least tell a story of how something happened in a way that’s 
easy to understand.  
 

It’s all very well talking about how to understand incident timelines and promoting learning from 
things that go well, but none of this can happen if the culture we work in doesn’t support it.  
If we can’t foster a culture where learning is not only accepted but encouraged, how can we ever be 
better at our jobs?  
 
You may have heard of something called Civility Saves Lives. It’s an organisation that looks at clini-
cal staff cultures and tries to encourage them to just be nice.  
 
Being nice, or kind, or civil, is the cornerstone of a learning culture. If you start with those principles, 
you’ll never go far wrong. If you want to give feedback, do it nicely. If you’re being given feedback, be 
nice about it. If you disagree with what they’re saying have a conversation about it, just don’t be 
rude. Giving and taking feedback can be hard, and sometimes scary. But it’s the way we’re going to 
promote learning in this Trust. It’s the way we’re going to carry on keeping patients safe, and it could 
make the difference between life and death.  
 
I realise I’m being fairly inflammatory here, but it’s easy for just a few people to make learning — and 
sharing learning — difficult for everyone else. The NHS as a whole is a caring organisation but  
we know that bullying and harassment happens. Being kind, supportive and actually listening to each 
other will drive that out, and help us provide even more outstanding care to our patients. 
 
So, to summarise what I’ve just said:  
• Things happen because of a series of events, not just a single moment  

• We need to look at when things go well, as well as when something goes wrong to keep being safe  

• Civility saves lives  

• Be kind to each other. Being kind helps people learn and that saves patients.  
 

References and further information 

 

EEAST General Broadcast 

We talk about many elements around keeping patients safe, working at a scene and being civil. 

Apple- https://podcasts.apple.com/gb/podcast/eeast-general-broadcast/id1509221170 
Spotify- https://open.spotify.com/show/1BcclyJ6AAfS5qnFTGfwVk 
 
Clinical Human Factors Group 
Set up by Martin Bromiley after the tragic death of his wife, the charity looks at how clinical teams work  
together, and encourages civility and learning cultures, as well as giving advice on how to work together in 
stressful situations. 
https://chfg.org 

Civility saves lives 
The campaign to promote kindness in healthcare that highlights the risks around bullying for our patients. 
https://www.civilitysaveslives.com 

Humanistic Systems 
The website of Dr Steven Shorrock, an expert of system safety and how humans interact with them. 
https://humanisticsystems.com/author/stevenshorrock 

Sidney Dekker 
A well-known expert in incident investigation and system safety, who has published several books and dozens 
of papers on the  subjects. A good place to start if you’re beginning to learn more about incidents. 
https://sidneydekker.com 

James Reason 
Professor Emeritus of Psychology at the University of Manchester, England and consultant to numerous  
organizations throughout the world on risk and error management.  
His books on Amazon 

https://podcasts.apple.com/gb/podcast/eeast-general-broadcast/id1509221170
https://open.spotify.com/show/1BcclyJ6AAfS5qnFTGfwVk
https://chfg.org/
https://www.civilitysaveslives.com/
https://humanisticsystems.com/author/stevenshorrock
https://sidneydekker.com/
https://www.amazon.co.uk/s?i=stripbooks&rh=p_27%3AJames+Reason&s=relevancerank&text=James+Reason&ref=dp_byline_sr_book_1
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Serious Incident Reviews — what they are and how 

they’ve changed 
By David Grover — Patient Safety Specialist 

No-one wants to be  involved in a Serious Incidents (SI) review, but by the very nature of what we do, 

responding to incidents in an emergency service, there will always be rare occasions where things don’t 

go as well as hoped. 

How we manage the enquiry into these incidents is as much an opportunity for critical engagement as the 

care we deliver or the decisions we make. 

Serious incidents can be wide ranging in nature, from care and service delivery issues to information 

breaches or indeed a social media breach to name but a few. Some incidents can involve serious harm or 

death, others can deal with the potential for causing harm. Regardless of the gravity of the incident, it is 

important we manage the process effectively and without causing additional stress to those involved. 

Let’s first agree what SI Reviews are not. They are not a disciplinary procedure. Staff will not lose their 

jobs and livelihood or be exposed as a failure. All reports resulting from reviews are anonymised. 

What they are is an opportunity to learn about the working environment and processes that the Trust asks 

staff to undertake — often in very difficult and stressful situations. 

It’s important we recognise what can be learned from your experiences and share this with colleagues so 

we can improve what we do and how we ask you to do it. Staff are vital witnesses to incidents, but also 

can play an important part in delivering the actions that deliver change and improvements 

Three Key points about Serious Incident Reviews 

The Round Table Process 

COVID-19 has changed many things, but for the Patient Safety Team, it has taken us on a journey that 

has changed what we do in a positive and pro-active way. 

Now, when an SI is declared, our key objective is to 

assemble those involved in a Round-Table process.  

In effect, this is an online information gathering 

exercise, that not only includes the staff involved but 

also the relevant experts in their field such as Clinical 

Leads.  

 

 



11                                                                     

 

Also on the Round Table will be the Patient Safety Specialist who acts as the Chair, the Incident Officer 

who will assist with the questions and answers and update the timeline of events, and a senior member of 

the patient safety team who will provide governance. This gives us a great opportunity to hear exactly 

what happened, what the challenges and contributory factors were to the incident and allow us to 

formulate the learning that we will need to share with staff.  

One of the benefits of this process is that it has also improved staff welfare, by expediting the review  

process and hopefully lifting that natural burden of concern sooner. 

Within the Round Table, we examine what happened, what should have happened, the gap analysis and 

the learning outcomes. We aim to identify service and care delivery issues, as these formulate our action 

plans to improve the service we deliver. 

Welfare and wellbeing 

The welfare and wellbeing of our staff is our most important aspect of any of our reviews.  

This is under continuous review, as we know that being involved in a serious incident review can be 

incredibly stressful. Having a colleague that can support staff through this difficult time is vital to the 

member of staff’s wellbeing and functionality while the review is ongoing. 

The Patient Safety Team recognises that, as a Trust, we have not always got that right. In 2019, a staff 

survey revealed that only 23% of staff involved in a review were appointed Welfare Officers. 

 

While this is disappointing, it has led to the team undertaking a Welfare Officer project to develop the most 

appropriate welfare support role for our staff who are involved in enquiries.  

The project is underway, and we would like to hear your experiences of either receiving welfare — or 

indeed if you were appointed as a Welfare Officer. 

The Welfare Officer is also invited to the Round Table events, as they are not only there to support their 

colleagues but are invited to contribute their experiences and observations to the review. 

One of our most recent actions is to send out a welfare pack by email to staff involved in an review. 

It’s worth spending a few moments reading it, as it has information about the serious incident process and 

the staff support and wellbeing services within the Trust.   

It’s designed to help guide you through the process and the expectations of the review as well.  

Along with the welfare pack, you will also be advised who the Incident Officer is, as they may wish to 

contact you before the Round Table for an informal conversation. 

SMART actions 

There’s no point in having a review if you don’t take any actions that drive change and improve service.  

Importantly, we have revised how we formulate and deliver on an action. 

Appointed action-holders now develop the necessary actions following SMART principles: 

By using the SMART template, we can ensure that the actions are deliverable and meaningful to the 

organisation.  

Action-holders are held accountable for their actions, and these are only signed off when complete. 

Importantly, for staff involved in a Serious Investigation, you need to be reassured that you will not be an 

action holder. That is role for the Management and Leadership team of the Trust to deliver.  

Your openness, transparency and contribution at the Round Table can help formulate the actions and 

therefore you do have a very important role to play in the action setting. 

Summary 

We hope this short article has been beneficial to you and has provided an update regarding some of the 

changes we are implementing and working towards. We believe this is creating a more beneficial process 

for all, while recognising that being involved in a serious review will always be a stressful process for staff.  

For more information or if you wish to provide any comments or feedback  
on this article, please contact us at: patientsafety@eastamb.nhs.uk 

 

mailto:Patientsafety@eastamb.nhs.uk
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The role of AOCs in non-conveyance 
By Chris Connor — Clinical Coordinator, Chelmsford AOC 

 

The decision to not convey is not 

just made by crews at the scene. 

Emergency Medical Dispatchers 

(EMDs) and Emergency Clinical 

Advice and Triage (ECAT) now 

play an increasing role in 

assessing whether to send 

resource to a caller—or not. A 

range of checks and balances 

ensures this decision-making 

process is robust. 

 

When a 999 call comes into the 

Ambulance Operations Centre it is 

processed and triaged by an EMD 

(999 call handler) using the 

Advanced Medical Priority Dispatch System (AMPDS) — a set of 36 descriptor protocols to cover a range 

of presentations from falls to chest pain. 

After confirming if the patient is conscious and breathing and confirming the demographics, questions 

relating to the selected AMPDS code set will be asked to determine the priority of the call from Category 1 

to Category 5 from the information supplied by the caller.  

Certain AMPDS codes will generate a no-send response which will advise the caller an ambulance is not 

required and to either make their own way to the emergency department themselves or to contact 111.  

As the Trust goes up the surge levels more calls will be given this in line with the Emergency Operation 

Centre Standard Operating Procedures. These are always clinically reviewed by a senior AOC clinician 

before closing. 

The EMD’s are not clinically trained and therefore are audited against the caller’s responses which they 

cannot deviate from. This can, at times, over or under-prioritise a call and therefore the EMD can either 

escalate to their line manager (Call Handler Team Leader or Senior Call Handler) or to a senior clinician 

within the control room by adding a review in to the Computer Aided Dispatch(CAD) instruction box. 

This is an extremely challenging role as the callers can display a range of emotions, from fear, anger and 

hopelessness. The EMD must be situationally aware, empathetic and at times assertive to deal with the 

situations posed to them appropriately. Throughout the call-handling process the EMD will be consciously, 

and sometimes sub-consciously, undertaking a decision-making process: which chief complaint to select, 

how to control the call and caller, does this need escalating? Are there any ESOPs or instructions in 

addition to MPDS that I need to consider or apply?  

ECAT (Emergency Clinical Advice and Triage) are a team of clinicians (Paramedics and Nurses) who can 

triage 999 calls as not every call needs an ambulance response. Certain lower acuity AMPDS code sets 

will automatically be passed to ECAT and others will be clinically reviewed by a Clinical Coordinator or 

ECAT Team Leader to determine if it is suitable for further clinical triage.  

Calls that ECAT Clinicians triage are conducted using a piece of software called LowCode, this will 

generate a set of questions according to the specific presentation descriptor selected by the clinician.  

It will work from high to low acuity symptoms generating a recommended care level such as requiring an 

emergency ambulance response or self-care advice.  

 

https://www.eastamb.nhs.uk/news/emergency-clinical-advice-and-triage-centre/3009
https://www.eastamb.nhs.uk/news/emergency-clinical-advice-and-triage-centre/3009
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The software provides governance and ensures uniformity. Calls are audited by a team of auditors to 

ensure compliance and allow our clinicians to critically reflect on their actions. 

As our staff are medical professionals, they can override responses from callers, for example if the caller 

reports breathing problems but talks in full sentences, they can override the response disposition.  

Senior clinicians within the AOC can free triage calls. These are peer audited.  

All calls within AOC will be given worsening advice and advised to call back should anything change or 

worsen in relation to the presentation. 999 calls are welfared by senior AOC clinicians or, at higher surge 

levels, administrators in ECAT or dispatchers/call handlers to see if any changes have occurred and if a 

higher or lower response or even no response is required. This is done at regular intervals dependent on 

the surge level.  

999 calls are dispatched in line with the ARP (Ambulance Response Plan) which is set out in ESOP25. 

Resourcing is based on individual patient need with the objective of providing patients with the most 

appropriate response and outcome. Certain AMPDS code sets can allow dispatchers to send UCRT crews 

to certain situations such as non-injury falls without having to speak with a senior AOC clinician.  

 

No longer is it a matter of simply sending an ambulance to a call. The Dispatch team have to constantly 

review their decision-making process with regards to what type of resource is assigned, and when.  

Skill mix, specialist resources, type of call, location and many other factors form part of their decision-

making. 

Dispatchers are allocated and responsible for a specific locality within the trust and they control resourcing 

calls in these areas. If they feel a call is too highly or lowly coded, they can escalate it to a senior AOC 

clinician to review or their line manager, the Dispatch Team Leader.  

Senior Clinician in the AOC (Clinical Coordinator) are also responsible for the Clinical Advice Line.  

This requires us to use our knowledge and experience to answer any questions posed to us by 

operational crews from queries over ECG’s to the cessation of resuscitation and overseeing discharges of 

care from certain clinical grades.  

From the receipt of the 999 call, all the way through the call cycle to definitive care, a lot of decisions are 

made, all by humans for the benefit of the patient. It is important to remember as humans we are not 

infallible and sometimes make mistakes. What is important is that we learn from decisions that resulted in 

a bad outcome, but equally we learn from those that resulted in positive outcome. 

Within AOC we all work closely as an effective team ensuring responses to services users are appropriate 
and timely, should you have any further questions please don’t hesitate to ask.     
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Non-conveyance and assessing mental capacity 
By Anthony Brett — Safety and Risk Lead 

The decision to not convey can be made when a 

patient declines treatment or transport. 

People with mental capacity can make unwise 

decisions, but how can you be satisfied that 

they have the mental capacity to decline 

treatment? What are your responsibilities when 

this situation arises?  

 

Remember the ‘five-two’ rule when presented with 

this scenario – the five guiding principles of the 

Mental Capacity Act, 2005, and the two-stage 

mental capacity assessment. 

Five guiding principles: 

Presume capacity – anyone over the age of 16 must be assumed to have the mental capacity to 

make decisions, unless there is evidence that the person has an impairment or disturbance of their 

mind. 

 

Do all you can to support decision making – it is absolutely vital that the person is given all the 

information available to you to allow them to make an informed and consented decision.  

If you do not provide adequate information, such as the risk of not being further assessed or treated, 

you are not allowing the person the opportunity to consent to the decision that they are making. 

 

Don’t conclude that a person lacks mental capacity just because they make an unwise 

decision. It is a person’s right to do this, provided that they are informed as in the previous point. 

 

If the person does lack mental capacity, you must act (possibly with others), in their best interest. 

This may involve liaising with other healthcare professionals, such as the person’s GP or the clinical 

advice line, to form a plan and access necessary support. 

 

Always choose the least restrictive option. If a person does make an unwise decision, utilise other 

avenues to safety-net and safeguard that person. If a patient refuses to travel to hospital, despite 

being informed of their condition and the risk of not being further treated, it is best practice to discuss 

with another healthcare professional. It may be that despite not wanting to go to hospital, the patient 

may accept a GP appointment, for example. 

If you do find yourself needing to assess a patient’s capacity, undertake the two-stage mental capacity 

assessment: 

Does the patient have an impairment or disturbance of the mind, be it temporary or 

permanent?  

Record this information on the patient care record.  

If they do not have either, the person must be presumed to have mental capacity and no further 

assessment is required.  

This is the point at which the least restrictive option must be considered.  

If they do have either an impairment or disturbance of the mind, the second stage of the test must be 

undertaken and recorded. 
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Is the person able to: 

Understand the information given to them. 

Retain that information. 

Rationally weigh up the consequences of following or not following that advice. 

Communicate that back to you. 

The person must be able to do all four steps to be deemed to have mental capacity. This must also be 

documented in detail on the patient care record so any decisions you make around the person’s mental 

capacity can be reviewed later.  

It is also so important that if you are still unsure (and this is fine!) you should seek further advice from a 

remote clinician. This could be an advisor on the clinical advice line or the patient’s GP.  

It is OK to not know the answer about everything we do, but due to the complexity of its nature, this is 

especially true with mental capacity. Please do not feel that you are alone in making these tough 

decisions: help is readily available and the ‘five- two’ approach described above should give you a solid 

basis from which to start. 
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Non-conveyance and considerations for 
safeguarding patients and their dependents 
 
By Anna Price —  Acting SG Lead & Louise Rosson — Patient Safety Specialist Critical Care Paramedic 
 
While there may be sound clinical reasons for non-conveyance of a patient to hospital, the duty 
of care does not end there. There are often consequences of leaving people in their homes — for 
the patient and other members of their household.  
 
Ambulance clinicians may be the first point of contact that a patient has with access to wider healthcare, 
mental health and  social services, and you may be witnessing the point at which a situation that has 
been managed by the patient and their household for some time, finally begins to break down.  
 

Making safeguarding decisions when not conveying a patient  

Things to consider when not conveying a patient 

Is the patient able to protect themselves from harm?  

How have you reached this conclusion? 

 

What have you done to safeguard the patient?  

Have you contacted an external agency/spoken with their GP/contacted the Police/made a safeguarding 

referral etc? 

 

Will the person be safe if left alone for long periods of time/overnight?.  

Do they have everything they need?  Where appropriate have you made an external provider aware of 

your decision? Ensure this is an HCP-to-HCP conversation if regarding healthcare. 

Have you used MiDoS to signpost the patient to any other services? 

Where appropriate have you made a SPOC referral? 

 

Have you left clear worsening advice and what to do?  

(not just written ‘WAG’)  
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What have you documented?  

Would someone else reading your report understand your rationale and decision making?  

Are other factors playing a role in your decision making for example COVID-19? 

 

Is non-conveyance the correct decision to make, at this time?  

 

Considering other people on the scene 

Who else is on the scene?  

Is it safe for them?  

Are they able to access emergency help 

if needed? 

Are there children on scene?  

If so, what are their ages? 

If you are leaving a child on scene, who 

are they left in the care of?  

(if they are not at their usual home 

address where are they?)  

Please take as many details as you can. 

 

Are you leaving intoxicated/substance 

abusing parents/carers on scene with 

children or adults at risk? 

 

Is there an enduring power of attorney/

advanced directive (have you spoken 

with Next Of Kin?) 

 

Are there any environmental factors?  

Is there food in the house? Is the house warm? Are there animals in the house? 
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Case study: meningitis and a premature baby 

 

By Jenni McClagish — Patient Safety Specialist. With additional anonymised reflection by a Newly-
Qualified Practitioner. 
 
This incident involves a Newly Qualified practitioner (NQP) within their first-year post-registration who 
conducted a thorough assessment of a paediatric patient at scene. The clinical decision made led to 
the child not being conveyed. Later the same day the child was admitted to hospital with meningitis. 
 
It is rarely just one thing that goes wrong or a single error. More often than not, the incident occurs as 
several layers of defence or safety nets are all breached/don’t work/are overcome by human error and 
this leads to an incident occurring.  
 
The Swiss cheese model was first used within the air safety industry, where catastrophic failures can 
stem from a series of failures across the organisation, including system errors, and human error.  
 
It has been in use in the NHS for more than 15 years. If you imagine 6 slices of swiss cheese (the type 
with holes in) in a pile, you would not be able to see all the way through as each slice acts as a barrier.  
However, if you shift the slices and re-align them a bit you will be able to line up a hole that you can see 
all the way through.  
 
This diagram shows how a series of events that led the to decision to not convey this patient. 
 

 
 
 
 
Hypotheses/ Differential Diagnoses  
The following are secondary to the presence of a non-specific ear, nose and throat infection as primary 
complaint, and should have been considered as a focus of the infection:  

Otitis Media 
Viral Throat Infection 
Viral sinusitis 
otitis externa 
Meningococcal Meningitis (Confirmed at Hospital) 
Sepsis 

 
 
 
 
Cont. 
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So what other factors can affect decision-making? 

 

On reflection, how did the NQP evaluate their performance and what they had learned? 

“During the time of assessment, I felt I performed a systematic paediatric assessment.  

I gained history from parents and had taken into consideration factors relating to the patient's 

condition. I used contemporary evidence to support my decision making.  

I provided a management plan with worsening advice using NICE guidelines.  

The parents were given clear instructions to follow if they noticed the patient's condition changed.  

I should have been more clinically suspicious of the GP involvement less than 24 hours prior.  

I should have contacted either the GP or clinical advice to discharge on scene as per NQP 

guidelines.  

As a result of the SI process I have adapted my approach to clinical decision making.  

I adopt a multi-professional decision-making process with all patients. I will continue to use my  

two-year NQP period to review and reflect on my decision making and the decisions of other health 

care professionals. In conclusion, I feel I gained a lot from the SI process and look forward to 

continuing with reviewing my decision-making process.“ 

(extract from SI Report) 

Professional insights 

In this case, several HCPC standards apply, requiring the clinician to: 

1.1 know the limits of their practice and when to seek advice or refer to another professional 

2.1 understand the need to act in the best interests of service users at all times 

3.3 understand both the need to keep skills and knowledge up to date and the importance of career-

long learning 

4.1 be able to assess a professional situation, determine the nature and severity of the problem and 

call upon the required knowledge and experience to deal with the problem 

5.1 understand the requirement to adapt practice to meet the needs of different groups and individuals 

10.1 be able to keep accurate, comprehensive and comprehensible records in accordance with 

applicable legislation, protocols and guidelines 

11.1 understand the value of reflection on practice and the need to record the outcome of such 

reflection 

11.2 recognise the value of case conferences and other methods of review 

13.1 understand the structure and function of the human body, together with knowledge of health, 

disease, disorder and dysfunction, relevant to the paramedic profession 

 

Potential Biases 
Authority bias 

Groupthink 

Neglect of Probability 

Effects of Potential Biases 
Potential biases do not mean work performed has been compromised, but 
rather potential factors which could have affected the decision-making  
process.  
In paramedic practice, potential biases are apparent in every decision we 
make and in circumstances where the care provided resulted in harm, these 
potential biases could have influenced the decision-making process.  
 

Human Factors 
Information Processing 
Vigilance 
Fatigue 
Latent Error 

Effects of Human Factors 
A number of individual factors impact on human performance thereby  
predisposing a person to error. Two factors with the most impact are fatigue 
and stress. There is strong scientific evidence linking fatigue and performance 
decrement making it a known risk factor in patient safety. 
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15.1 understand the need to maintain the safety of both service users and those involved in their care. 

 
Organisational Learning 
NQP discharge guidelines seek to support NQPs in discharging patients at-scene who are deemed as 
higher risk, such as children under the age of two years old.  
 
Symptom improvement with anti-pyretic medication does not rule out serious underlying infection.  

Had the decision-making been shared with the CAL line or the GP the NQP would likely have been 

advised to convey the patient. 

 

The following lessons have been learned and implemented: 

• The NQP discharge guidelines need to be in an easily accessible format - they have been 
uploaded to the Clinical App 
 

• The NQP discharged guidelines were re-distributed via Need To Know, noticeboards and 
Huddles. 
 

• A Clinical Supervision programme to be introduced  
 

• Shared learning from the incident to include red-flag awareness when discharging a paediatric 
patient. 
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What does good clinical decision-making look like ?  

By Lynda Steele — Deputy Clinical Director 

 

Clinical assessment and treatment are about making decisions. 

The decisions we make lead to outcomes that we hope will be the 

best possible scenario. We all know of occasions when a wrong 

decision has been made.  

 

I want to focus on What Good Looks Like in relation to the 

making of decisions that determines whether a patient is 

conveyed to a hospital or other clinical facility. 

 

NICE says that these things are important: 

Decisions to escalate, limit or withdraw treatments should not be 

seen in isolation, but as a series of interdependent decisions in a 

patient’s care... The following structure should help support both 

the clinician and patient in decision-making, whatever the setting: 

Ensure you have a shared understanding of what the problems are  

(e.g COVID-19  is suspected; known heart disease requiring frequent hospital admissions with 

limited exercise tolerance, this means the patient is at high risk of severe illness and may die).  

 

Discuss what the likely outcomes are.  

Try to help the patient identify which outcomes are most important to them and their family.  

 

Be clear about what treatments are being proposed or available.  

If a treatment is not considered sufficiently beneficial to be offered, this will need communicating 

carefully and compassionately. 

 

Agree the proposed treatment plan and care you will be organizing. 

 

Communication is the Key 

Question, listen, discuss, decide, then record.  

The ABCDE of Good Communication:* 

Accuracy – be truthful, even if that means saying you don’t know something 

Brevity – do not fill a silence with the sound of your voice – give people space to think 

Clarity – use simple language, not technical language 

Delivery – think about the tone of your voice and your body language 

Empathise – ensure people feel that you are listening and understand. 
 

If all assessments have been undertaken and the correct place for that person is to stay where they 

are, use the identified facts and relevant outcomes to help communicate the reason and decision and 

aid documentation. 

*Adapted from NHSBT’s Deceased Donation Course for Intensive Care  

Medicine Trainees 
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Completing the patient care record 
By Jenni McClagish — Patient Safety Specialist 
 

The decision to not convey can be 

made for excellent clinical reasons, 

based on observation and the 

correct advice – however, it is not a 

robust decision unless it is properly 

recorded and capable of 

withstanding later review. 

 

Patient Care Record completion can be 

a minefield: we all have our own way of 

filling in an EPCR and a different way 

on a paper-based PCR. When 

combined with staff working every shift 

with a different crewmate who may want 

things filled in differently to yesterday’s 

crew mate, it can be a challenge. 

  

Do we use a system-based approach? ABCDE? tick the boxes? Free-type it all? or somewhere in-

between? 

The right answer is that there is no right answer – filling in a patient care record is unique to you.  

As long as it contains certain things, and doesn’t contain others, it serves its purpose.  

Within patient safety we review a lot of PCRs on a daily basis, the following are things we have picked 

up along the way regarding completion:  

 

Do... 

• Choose a style that works for you. If a system-based approach works for you, use this, if you 

prefer ABCDE, use that. 

  

• Write a short paragraph summarising what you were called to and the patient’s concern (called to 

patient who has been feeling SOB for 4 days, patient called 999 this evening as he has 

developed chest pain). 

 

• Add detail as to what you saw on arrival (patient met at door, looked well – patient seated in bed 

appears pale and SOB). 

 

• Document your thoughts: 

 Clinical impression (differential diagnosis ruled out?) 

 Plan - (patient to continue with abx and contact GP in the morning). 

 

• Worsening advice – explain and document specific symptoms and what the patient should do if 

they develop – ‘track and trigger’. 

 

• If the patient refused care/conveyance, document:  

 Why did they refuse? 

 What have you done to try and counteract this? (reassurance, care, pet arrangements) 

 What have you explained to them about the clinical impression  and the risk of them 

 refusing care – explain worst case scenario and ensure they  

 understand and discuss it. 
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• Consider sharing decision making and document it – discuss with GP or CAL. 

 

• Make two sets of observations for comparison (at least 15 mins apart) and a NEWS2 score. 

 

• Share your PCR with your crewmate before completion – if you are the senior clinician at scene 

you are responsible for the PCR whether you wrote it or not – please have oversight of it.  

It is good practice to have your crewmate check the PCR, regardless of your grade – they may 

see something you have missed or want something added. Please do not feel offended if: 

 Someone wants to check your PCR – why not actively encourage them to 

check it before you finalise? 

 A crew mate of a senior clinical grade amends something you have written – 

they have overall responsibility and are accountable for the PCR. 

Don’t... 

• Please do not document that the patient would ‘prefer not to go to hospital’ as your only rationale 

for non-conveyance. A non-conveyance decision should be: 

Clinician-led “no clinical findings for ED attendance” or  

Patient-led “patient has refused to travel to ED against clinical advice”. 

 

• Please only tick a pertinent negative box if you have actually undertaken the examination it 

applies to. For example, ‘no rash’ - have you asked the patient or fully checked the body?  

‘No Ataxia’ -  have you seen the patient mobilise and fully assessed this?  

‘No swollen glands’- have you checked all glands? 

 

Remember, ticking a box as a pertinent negative is not recording it as ‘not applicable’, it is 

recording it as ‘fully assessed and ruled out’. 

 

We have recently reviewed PCRs for an 87-year-old male where ‘no vaginal bleeding’ is 

documented, a 91-year old male who had ‘no palpable uterus’ and an 84-year old male who had 

‘no meconium’. 

 

• Don’t contradict yourself - be sure that any boxes ticked do not contradict information elsewhere 

on the record – for example a PCR that documents an arm injury with blood loss in free text, but 

the pertinent negative boxes state ‘no blood loss’ and ‘no arm pain’. 

 

• Don’t choose someone else’s pain score for them – please document the patient’s pain score as 

what they tell you it is. The smiley faces on the EPCR relate to the Wong-Baker scoring and is a 

self-assessment tool for the patient to choose from. These are not for you to select your 

impression of the patient’s pain (wongbakerfaces.org).  

If your patient is saying 10/10 pain then please document that, but you can also annotate that the 

patient is moving freely, chatting, laughing and taking selfies (if applicable) to give some context 

to how they are coping with the pain. 
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Thank you for reading CQM 

 

We're open about sharing learning, so please feel free to pass the 

link to this edition to any colleagues in healthcare. 

The next edition of CQM will be out in Winter 2020!  

 

If you have an idea for an article, 

please email communications@eastamb.nhs.uk 

mailto:communications@eastamb.nhs.uk

