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Standard 1.2 Patients’ informed consent to care and
treatment is obtained in accordance with legislation 
and best available evidence.
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Standard 1.2 Patients’ informed consent to care and 
treatment is obtained in accordance with legislation 
and best available evidence.

1. Quality Assurance at The Pre-Hospital Emergency Care Council
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Standard 1.2 Patients’ informed consent to care and 
treatment is obtained in accordance with legislation 
and best available evidence.

2. Assessment Report Overview and Validation
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Organisation Name 

Assessment Type             Planned Reactive

Process

Outcome Rating

Technical Weighting Applied

Yes             No

Follow Up Action Required

Reassessment Costs

Validated and Approved for 
Publication

Director Signature

Date

Emergency	Medical	Technician

Paramedic

Advanced	Paramedic

Organisation	also	provides	responder	level	services

Desktop	Review

Online	Management	Engagement

Onsite	Management	Engagement

Practitioner	Engagement

Continue	with	normal	quality	improvement	activities

Improvement	notice	-	follow	up	evidence	required

Conditional	Approval

Suspension	notice

Delisting	process	intiated

IMAGE	HERE
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3. Assessment Participants

4. Initial Feedback Given

5. Rating Scale and Outcome Rating

Organisation PHECC Assessment Team

The	rating	scale	that	PHECC	will	use	during	assessment	quantifies	the	compliance	with	the	criteria.	Each	criterion	will	be	
assessed	and	assigned	a	rating	that	carries	points	0-4.

Rating Scale Rationale

N/A Not	Applicable.	The	Standard	is	not	applicable.

0 Not	Met:	No	Evidence	of	a	low	degree	of	organisation-wide	compliance.

1 Minimally	Met:	Evidence	of	a	low	degree	of	organistation-wide	compliance.	

2 Moderately	Met:	Evidence	of	a	moderate	degree	of	organisation-wide	compliance.	

3 Substantively	Met:	Substantive	evidence	of	organisation-wide	compliance.	

4 Fully	Met:	Evidence	of	full	compliance	across	the	organisation.	
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6. Weighting Tolerance

7. Outcome Rating

8. Assessment Findings

To	ensure	that	standards	are	maintained	above	certain	levels	a	technical	weighting	will	be	applied	in	situations	where	rating	
scores	are	deemed	to	be	below	acceptable	levels.	When	this	is	completed,	with	the	assigned	scores	from	the	Assessment	Team,	
the	requirements	of	the	rating	application	and	weighting	automatically	determines	the	overall	outcome	rating.

The	outcome	rating	is	determined	by	the	rating	scores	applied	by	the	Assessment	Team	to	each	criterion	and	includes	
the	application	of	any	associated	technical	weighting	that	may	apply.	An	outcome	rating	is	created	using	a	rating	matrix	
that	brings	the	components	of	the	assessment	rating	system	together	and	calculates	the	assessment	outcome	rating	
based	upon	the	combined	rating	achieved	in	the	criteria	and	Standards,	expressed	as	a	percentage	of	the	maximum	
available	(100%).	*	An	outcome	rating	is	applied	and	the	follow	up	and	impact	of	the	achieved	rating	on	the	organisation’s	
recognition	status	is	determined	accordingly.
*Not applicable criterion will not be considered in these calculations. 

Rating Outcome Recognition Status Impact

Acceptable
Outcome rating of ≥ 88% of max available •	Unaffected

Moderately 
Acceptable

Outcome rating of ≥ 63% <88% of max available •	Unaffected

Conditionally 
Acceptable

Outcome rating of ≥ 38% <63% of max available
Outcome score is within the weighted tolerance

•	Immediate	conditional	approval

Not Acceptable
Outcome rating of ≥ 25% <38% of max available
*Outcome score is outside the weighted tolerance = Technically 
Not Acceptable

•	Notice	of	intention	to	suspend.
•	Improvement	Notice	will	be	issued	
(risk	assessment	dependent)

Unacceptable
Outcome rating of < 25% of max available •	Removal	of	PHECC	recognition	status	

(Delisting)

W
EI
G
H
TI
N
G
	T
O
LE
RA

N
CE

,	O
U
TC

O
M
E	
RA

TI
N
G
,	A

SS
ES

SM
EN

T	
FI
N
D
IN
G
S

GVFREPCVD 002_0424 7



The	intent	is	to	ensure	the	Provider	has	a	patient-centred	
focus	 by	 providing	 services	 that	 protect	 the	 rights	 of	
patients,	including	empowering	them	to	make	informed	
decisions	 about	 the	 services	 they	 receive.	 The	 views	
of	patients	should	be	sought	and	analysed.	Sources	of	
this	information	include	complaints,	compliments,	and	
patient	feedback	surveys.	The	feedback	system	needs	to	
be	transparent,	and	the	information	should	be	used	to	
make	improvements.	Patients	should	be	provided	with	
instructions	that	are	clear	and	relevant	to	their	special	
needs	and	ethnicity.

Standard 1
Person-Centred Care and Support

GVFREPCVD 002_0424
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Criterion
1.1 Patients	 have	 access	 to	 pre-hospital	 emergency	 care	 based	 on	 their	 identified	 needs	 and	 the	

Provider’s	scope	of	services.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 1

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
1.2  Access	to	pre-hospital	emergency	care	is	not	affected	by	discrimination.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 1

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
1.3 The	 Provider	 ensures	 information	 from	 calls	 /	 activation	 is	 recorded	 accurately	 and	 dispatched	

according	to	priority.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 1

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
1.4 The	Provider	develops	and	implements	a	process	to	ensure	best	practice	for	patient	identification.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 1

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
1.5 The	Provider	has	a	policy	for	informed	consent.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 1

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
1.6 The	Provider	has	a	policy	in	place	in	relation	to	the	patient’s	refusal	of	treatment	and/or	transport.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 1

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met

St
an

da
rd

 1
 |

 P
ER

SO
N
	C
EN

TR
ED

	C
AR

E	
AN

D	
SU

PP
O
RT

GVFREPCVD 002_0424 14



Criterion
1.7 The	Provider	ensures	all	patients	are	treated	with	compassion,	respect,	and	dignity.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 1

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
1.8 The	Provider	seeks	feedback	from	patients	and	carers	to	improve	services.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 1

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
1.9 Patients’	complaints	and	concerns	are	responded	to	within	an	agreed	timeframe	and	openly	with	

clear	support	provided	throughout	this	process.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 1

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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The	 intent	 here	 is	 to	 evaluate	 if	 the	 Provider’s	
environment	supports	safe	services.	Fire	safety,	security,	
and	 planned	 preventative	 maintenance	 programmes	
are	 some	 of	 the	 topics	 covered.	 Safe	 clinical	 care	 is	
evaluated	 including	 identifying	high	risk	patients.	Pre-
hospital	emergency	care	Providers	have	a	crucial	part	to	
play	in	major	incident	planning	and	testing.

Standard 2
Effective Integrated Care 

and Safe Environment

GVFREPCVD 002_0424
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Criterion
2.1 The	Provider	has	systems	in	place	to	ensure	Practitioners	utilise	the	PHECC	CPG	(Clinical	Practice	

Guidelines)	appropriate	to	their	scope	of	practice.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 2

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
2.2 The	 Provider	 has	 a	 standardised	 handover	 process	 in	 place	 to	 ensure	 the	 safe,	 timely,	 and																																																																																																																																														
							structured	exchange	of	information	during	handover	of	patients.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 2

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
2.3 The	Provider	has	a	system	in	place	to	ensure	the	safety	of	their	vehicles	in	line	with	legislation.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 2

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
2.4 Training	is	provided	for	staff	to	transport	patients	safely,	including	during	emergency	situations.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 2

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
2.5 The	Provider	has	a	policy	on	the	use	of	emergency	lights	and	sirens.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 2

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
2.6 The	Provider	has	a	fire	safety	plan	for	any	physical	environments	owned	or	used	by	their	organisation.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 2

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
2.7 The	Provider	ensures	there	is	a	business	continuity	plan	for	their	organisation.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 2

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
2.8 The	Provider	ensures	plans	are	in	place	to	deal	with	major	incidents.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 2

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
2.9 The	Provider	has	a	3-year	programme	of	clinical	and	environmental	audits	in	line	with	the	services	

provided.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 2

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
2.10 The	Provider	submits	a	CPG	Service	Provider	Annual	Report,*	which	informs	PHECC	of	clinical	and	

other	activities	in	their	organisation.	(*Calendar	year).

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 2

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met

GVFREPCVD 002_0424 28



The	 intent	 here	 is	 to	 evaluate	 risk	 management	
and	 reporting	 systems.	 Other	 safety	 issues	 are	
measured:	 Infection	 prevention	 and	 control	 (IPC),	
waste	 management,	 safeguarding,	 and	 medication	
management	 are	 patient	 safety	 issues	 that	 require	
specific	attention	in	this	standard.	The	sudden	outbreak	
of	transmissible	diseases	means	practices	have	to	rapidly	
adapt	existing	emergency	plans	to	manage	services	and	
reduce	 the	 transmission	 of	 infection.	 Utilising	 PHECC	
CPGs	provide	important	sources	of	best	practice.

Standard 3
Safe Care and Support

GVFREPCVD 002_0424
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Criterion
3.1 The	 Provider	 describes	 in	 a	 plan	 or	 policy	 the	 content	 of	 the	 infection	 prevention	 and	 control	

programme.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 3

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
3.2 The	 Provider	 segregates	 and	 manages	 waste	 according	 to	 hazard	 level	 and	 disposes	 of	 same,	

according	to	best	practice.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 3

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
3.3 The	Provider	ensures	that	medications	are	administered	in	accordance	with	the	relevant	laws	and	

regulation.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 3

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
3.4 The	Provider	has	 systems	and	processes	 to	ensure	 safe	medication	practices	 including,	but	not	

limited	to,	availability,	storage,	administration,	expiration,	disposal,	and	recall	alert.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 3

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
3.5 The	Provider	ensures	that	there	are	systems	in	place	to	ensure	the	availability	of	medical	devices	

and	consumables.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 3

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
3.6 Employees,	volunteers	and/or	contractors	with	the	relevant	competencies	receive	training	on	the	

safe	use	of	the	Provider’s	diagnostic	and	therapeutic	equipment.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 3

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
3.7 The	Provider	has	a	safeguarding	policy	to	deal	with	children	and	vulnerable	adults.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 3

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
3.8 The	Provider	 can	demonstrate	 follow-up	 and	 actions	 taken	 as	 a	 result	 of	 audit	 and	monitoring	

findings.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 3

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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The	 Provider	 is	 responsibly	 governed	 to	 its	 defined	
purpose.	A	clear	understanding	of	responsibilities	and	
accountabilities	 lead	 to	 role	 clarity	 and	 will	 support	
the	 implementation	 of	 appropriate	 policies.	 Clinical	
and	 corporate	 governance	 are	 distinguished	 and	 the	
leaderships	commitment	to	patient	safety	is	evaluated.	
Risk	management	 is	 included	as	 it	 is	a	significant	part	
of	 any	 governance	 framework	 and	 should	 include	 a	
reporting	 system.	A	 robust	 communication	policy	 can	
mitigate	a	number	of	adverse	events	and	both	internal	
and	external	systems	should	be	in	place.

Standard 4
Leadership and Goverance
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Criterion
4.1 The	Provider	has	a	documented	structure	and	accountability	for	corporate	governance.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 4

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
4.2 The	Provider	has	a	documented	structure	and	accountability	for	clinical	governance.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 4

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
4.3 The	Medical	 Director	 shall	 be	 registered	with	 the	Medical	 Council	 on	 the	 Specialist	 or	General	

Register	and	have	the	competencies	and	experience	to	fulfil	this	role.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 4

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
4.4 Written	documents,	 including	policies	and	procedures	are	managed	 in	a	consistent	and	uniform	

way.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 4

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
4.5 The	Provider	has	a	system	for	monitoring	and	circulating	new	recommendations	issued	by	PHECC,	

other	regulatory	bodies,	and	public	health	alerts.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 4

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
4.6 The	Provider	develops	a	risk	management	plan	that	includes	a	reporting	system	and	a	process	for	

identifying	potential	risks.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 4

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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The	 intent	 here	 is	 to	 ensure	 staff	 are	 registered	 and	
trained	 to	 provide	 care	 appropriate	 to	 their	 role.	
Staff	need	to	be	 trained	on	safety	 issues	at	 the	onset	
of	 employment	 and	 at	 regular	 intervals	 during	 their	
employment.	 Orientation,	 both	 organisational	 and	
role	specific,	should	be	provided	to	all	new	staff.	Staff	
learning	and	professional	development	needs,	specific	
to	 pre-hospital	 emergency	 care	 should	 be	 identified,	
documented,	 and	 addressed.	 A	 health	 and	 safety	
programme	is	concerned	with	protecting	the	wellbeing,	
health,	and	safety	of	people	employed	by	the	Provider.

Standard 5
Workforce Planning 
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Criterion
5.1 There	 is	 a	 staffing	 structure	 developed	 for	 the	 Provider	 that	 identifies	 the	 number,	 types,	 and	

required	qualifications	of	staff	required	to	provide	the	service.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 5

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
5.2 The	Provider	ensures	that	Practitioners	are	Licensed	by	PHECC,	Credentialed,	and	Privileged	prior	

to	delivering	pre-hospital	care.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 5

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
5.3 The	Provider	has	a	process	in	place	to	satisfy	itself	of	the	Practitioner’s	English	language	competency	

where	English	is	not	the	Practitioner’s	first	language.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 5

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
5.4 The	Provider	ensures	employees	volunteers,	and/or	contractors	understand	their	responsibilities	in	

relation	to	the	safety	and	quality	of	services.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 5

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
5.5 The	Provider	has	an	ongoing	training	and	development	programme	in	place	to	ensure	employees,	

volunteers,	and/or	contractors	have	the	required	competencies	to	undertake	their	duties	 in	 line	
with	their	scope	of	practice.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 5

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
5.6 The	Provider	has	appropriate	arrangements	for	the	management	and	supervision	of	students	(if	

applicable).

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 5

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met

GVFREPCVD 002_0424 51



St
an

da
rd

 5
 |

 W
O

RK
FO

RC
E 

PL
A

N
N

IN
G

Criterion
5.7 The	Provider	has	 systems	 in	place	 to	promote	and	protect	 the	wellbeing,	 health,	 and	 safety	of	

employees,	volunteers	and/or	contractors.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 5

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
5.8 The	Provider	has	processes	for	the	performance	management	of	employees,	volunteers,	and/or	

contractors.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 5

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
5.9 The	Provider	creates	opportunities	for	employees,	volunteers	and/or	contractors	to	feedback	on	all	

aspects	of	the	service.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 5

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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The	intent	here	is	to	ensure	that	there	are	information	
management	policies	 in	place	to	support	the	Provider	
providing	 best	 practice	 patient	 care.	 All	 episodes	 of	
patient	care	should	be	documented,	and	these	records	
audited	to	measure	compliance.

Standard 6
Use of Information
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Criterion
6.1 The	Provider	ensures	appropriate	documentation	is	maintained	for	all	patient	care	in	accordance	

with	the	current	PHECC	Clinical	Information	Standards.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 6

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
6.2 The	Provider	ensures	confidentiality	and	security	of	data	is	protected.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 6

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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Criterion
6.3 The	Provider	has	systems	in	place	to	measure	the	quality	of	healthcare	records.

Rating

Assessment Findings

Area(s) of Good Practice

Area(s) for Improvement

Standard 6

Not 
Applicable

Not 
Met

Minimally 
Met

Moderately 
Met

Substantively 
Met

Fully 
Met
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9. Report Outcome and Rating Summary

The	 table	 below	 reports	 the	 scores	 achieved	 in	 each	 individual	 standard,	 and	 a	 total	 score	 plus	 the	
outcome	rating	in	each	individual	standard.

The	 table	 below	 communicates	 the	 GVF	 assessment	 outcome	 rating,	 which	 is	 expressed	 as	 a	
percentage,	and	 its	associated	result	expressed	on	a	scale	of	acceptableness	as	outlined	 in	Section	7,	
page	7	of	this	report.

IMAGE	HERE
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Rating Score

1.1
Patients have access to pre-hospital emergency care based on their identified needs and 
the Provider’s scope of services. 3

1.2 Access to pre-hospital emergency care is not affected by discrimination. 4

1.3
The Provider ensures information from calls / activation is recorded accurately and 
dispatched according to priority. 4

1.4
The Provider develops and implements a process to ensure best practice for patient 
identification. 3

1.5 The Provider has a policy for informed consent. 4

1.6
The Provider has a policy in place in relation to the patient’s refusal of treatment and/or 
transport. 3

1.7 The Provider ensures all patients are treated with compassion, respect, and dignity. 4
1.8 The Provider seeks feedback from patients and carers to improve services. 2

1.9
Patients' complaints and concerns are responded to within an agreed timeframe and 
openly with clear support provided throughout this process. 3

Rating Score

2.1
The Provider has systems in place to ensure Practitioners utilise the PHECC CPG (Clinical 
Practice Guidelines) appropriate to their scope of practice.  4

2.2
The Provider has a standardised handover process in place to ensure the safe, timely, and 
structured exchange of information during handover of patients. 3

2.3
The Provider has a system in place to ensure the safety of their vehicles in line with 
legislation.  4

2.4
Training is provided for staff to transport patients safely, including during emergency 
situations. 3

2.5 The Provider has a policy on the use of emergency lights and sirens. 2

2.6
The Provider has a fire safety plan for any physical environments owned or used by their 
organisation. 3

2.7 The Provider ensures there is a business continuity plan for their organisation. 3
2.8 The Provider ensures plans are in place to deal with major incidents. 4

2.9
The Provider has a 3-year programme of clinical and environmental audits in line with the 
services provided.  3

2.10

The Provider submits a CPG Service Provider Annual Report,* which informs PHECC of 
clinical and other activities in their organisation.
(*Calendar year). 4

Civil Defence

Standard 1: Person-Centred Care and Support

Statement – The intent here is to ensure the Provider has a patient-centred focus by providing services that protect 
the rights of patients, including empowering them to make informed decisions about the services they receive.  The 
views of patients should be sought and analysed.  Sources of this information include complaints, compliments, and 
patient feedback surveys.  The feedback system needs to be transparent, and the information should be used to 
make improvements.  Patients should be provided with instructions that are clear and relevant to their special 
needs and ethnicity.

Criteria

Standard 2: Effective Integrated Care and Safe Environment

Statement – The intent here is to evaluate if the Provider’s environment supports safe services.  Fire safety, 
security, and planned preventative maintenance programmes are some of the topics covered.  Safe clinical care is 
evaluated including identifying high risk patients.  Pre-hospital emergency care Providers have a crucial part to play 
in major incident planning and testing.

Criteria

Assessment Outcome Rating
Moderately Acceptable
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Rating Score

3.1
The Provider describes in a plan or policy the content of the infection prevention and 
control programme. 3

3.2
The Provider segregates and manages waste according to hazard level and disposes of 
same, according to best practice.  2

3.3
The Provider ensures that medications are administered in accordance with the relevant 
laws and regulation. 3

3.4

The Provider has systems and processes to ensure safe medication practices including, 
but not limited to, availability, storage, administration, expiration, disposal and recall 
alert. 3

3.5
The Provider ensures that there are systems in place to ensure the availability of medical 
devices and consumables. 3

3.6
Employees, volunteers and/or contractors with the relevant competencies receive 
training on the safe use of the Provider’s diagnostic and therapeutic equipment. 4

3.7 The Provider has a safeguarding policy to deal with children and vulnerable adults. 3

3.8
The Provider can demonstrate follow-up and actions taken as a result of audit and 
monitoring findings. 3

Rating Score

4.1 The Provider has a documented structure and accountability for corporate governance. 3
4.2 The Provider has a documented structure and accountability for clinical governance. 2

4.3

The Provider has a Medical Director, who is registered with the Medical Council, with 
general or specialist registration who provides oversight and support for Clinical 
Governance. 2

4.4
Written documents, including policies and procedures are managed in a consistent and 
uniform way. 1

4.5
The Provider has a system for monitoring and circulating new recommendations issued 
by PHECC, other regulatory bodies, and public health alerts. 4

4.6
The Provider develops a risk management plan that includes a reporting system and  a 
process for identifying potential risks. 3

Criteria

Statement – The Provider is responsibly governed to its defined purpose.  A clear understanding of responsibilities 
and accountabilities lead to role clarity and will support the implementation of appropriate policies.  Clinical and 
corporate governance are distinguished and the leaderships commitment to patient safety is evaluated.  Risk 
management is included as it is a significant part of any governance framework and should include a reporting 
system.  A robust communication policy can mitigate a number of adverse events and both internal and external 
systems should be in place.

Standard 3: Safe Care and Support

Statement – The intent here is to evaluate risk management and reporting systems.  Other safety issues are 
measured: Infection prevention and control (IPC), waste management, safeguarding, and medication management 
are patient safety issues that require specific attention in this standard.  The sudden outbreak of transmissible 
diseases means practices have to rapidly adapt existing emergency plans to manage services and reduce the 
transmission of infection.  Utilising PHECC CPGs provide important sources of best practice.

Criteria

Standard 4: Leadership and Governance 
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Rating Score

5.1
There is a staffing structure developed for the Provider that identifies the number, types, 
and required qualifications of staff required to provide the service. 4

5.2
The Provider ensures that Practitioners are Licensed by PHECC, Credentialed, and 
Privileged prior to delivering pre-hospital care. 4

5.3
The Provider has a process in place to satisfy itself of the Practitioner’s English language 
competency where English is not the Practitioner’s first language. 4

5.4
The Provider ensures employees volunteers, and/or contractors understand their 
responsibilities in relation to the safety and quality of services. 3

5.5

The Provider has an ongoing training and development programme in place to ensure 
employees, volunteers, and/or contractors have the required competencies to undertake 
their duties in line with their scope of practice. 4

5.6
The Provider has appropriate arrangements for the management and supervision of 
students (if applicable). 4

5.7
The Provider has systems in place to promote and protect the wellbeing, health, and 
safety of employees, volunteers and/or contractors. 3

5.8
The Provider has processes for the performance management of employees, volunteers, 
and/or contractors. 3

5.9
The Provider creates opportunities for employees, volunteers and/or contractors to 
feedback on all aspects of the service. 3

Rating Score

6.1
The Provider ensures appropriate documentation is maintained for all patient care in 
accordance with the current PHECC Clinical Information Standards. 3

6.2 The Provider ensures confidentiality and security of data is protected. 4
6.3 The Provider has systems in place to measure the quality of healthcare records. 4

Criteria

Standard 5: Workforce Planning

Statement – The intent here is to ensure staff are registered and trained to provide care appropriate to their role.  
Staff need to be trained on safety issues at the onset of employment and at regular intervals during their 
employment.  Orientation, both organisational and role specific, should be provided to all new staff.  Staff learning 
and professional development needs, specific to pre-hospital emergency care should be identified, documented, 
and addressed.  A health and safety programme is concerned with protecting the wellbeing, health, and safety of 
people employed by the Provider. 

Criteria

Standard 6: Use of Information 

Statement – The intent here is to ensure that there are information management policies in place to support the 
Provider providing best practice patient care.  All episodes of patient care should be documented, and these records 
audited to measure compliance.
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Standard 1.2 Patients’ informed consent to care and 
treatment is obtained in accordance with legislation 
and best available evidence.

2nd	Floor
Beech	House

Milennium	Park
Osberstown

Naas
Co	Kildare
W91	TK7N

Phone:	+353	(0)45	882042
Email:	info@phecc.ie
Web:	www.phecc.ie
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	Text Field 1: Civil Defence
	Text Field 3: April 2024
	Text Field 32: The Pre-Hospital Emergency Care Council (PHECC) is an independent statutory body who set the standards for education and training for pre-hospital emergency care in Ireland. The Council publish clinical practice guidelines (CPG) and recognise CPG Service Providers to deliver the PHECC CPG. Council also recognise institutions to provide pre-hospital emergency care training and education. The Pre-Hospital Emergency Care Council’s (PHECC) mission is “to protect the public by independently reviewing, maintaining and monitoring standards of excellence for the safe provision of quality pre-hospital emergency care”, to achieve this aim PHECC have developed a Quality Assurance Programme that consists of two key standards:• The Governance Validation Framework (GVF), in place since 2018, monitors the CPG Service Providers that PHECC recognise to deliver pre-hospital emergency care in the community. Providers are required to be compliant with the GVF Standard (STN034) and its related criteria.• The Quality Review Framework (QRF), in place since 2014, monitors the Recognised Institutions and Approved Training Institutions that PHECC recognise and approve to deliver education and training in pre-hospital emergency care. RI/ATI are required to maintain compliance with the Quality Review Framework (STN020) and its related standards.The GVF and the QRF relate to specific standards and identify the supporting components that PHECC recognised CPG service providers and approved organisations should have in place to ensure good governance and quality in delivery of education, pre-training, and operational hospital emergency care with a focus on protection of the public. To achieve this aim PHECC supports organisations by providing tools, such as the GVF/QRF Standards, and the Self-Assessment template, which are designed to underpin continuous quality improvement. Organisations’ compliance with PHECC standards is assessed on a cyclical basis.Assessments are planned, or they may be reactive. Once selected for assessment an organisation will complete a Self-Assessment template, rating themselves against the Standard. The Self-Assessment provides the context for the assessment process and the Assessment Team review submissions, engage with the organisation’s management and staff, and specific aspects of the organisation’s operations. The process is designed to reveal the organisation’s compliance with the GVF or QRF Standard. During the process the organisation submits evidence material electronically. A report is produced for Council, which, once approved, will be published on the PHECC website. It is important to note the provision of pre-hospital emergency care and its related education or training is constantly evolving, and quality improvement is a continuous process. However, this report formally records the Assessment Team’s observations related to the specific time when the assessment was undertaken and is primarily based on the organisation’s assessment submission against the Standard. Organisations should note that once selected for assessment, they are strongly encouraged to provide the evidence of compliance with the Standard and its criteria at the time of submission as the assessment is a ‘snapshot in time’, therefore in this respect, specifically during the factual accuracy process, documentation and/or evidence submitted by the organisation that relates to improvement activity undertaken immediately post assessment cannot be considered to amend assessment outcome(s). 
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	Text Field 33: This report relates to Civil Defence, a PHECC Recognised CPG Service Provider, licensed to deliver pre-hospital emergency care services in Ireland since 2009. Civil Defence are recognised by PHECC under S.I 109 of 2000 as amended by SI 575 of 2004 at the following clinical levels:
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	IFG 1: PHECC acknowledged the participation of Civil Defence in the GVF assessment and verbal feedback related to the Assessment Team’s initial findings was provided to the Management of Civil Defence by the Team Lead at the feedback meeting. There was broad agreement by the leadership of Civil Defence with the Team’s comments and indicative findings.The following areas were identified as areas requiring improvement, or further potential for improvement areas:improvement in structure of governance meetings to include engagement of the Medical Director, centralising of the risk register, updating  the Adverse Clinical Events policy, improvement in formatting and version control of all polices, development of new policies to reflect current practices not captured, improvement in traceability of clinical waste and improvement to the medications and equipment policies.The body of this report contains further information in each case. 
	Organisation AP 2: Lead Assessor
	Organisation AP 4: Onsite Assessor
	Organisation AP 6: Practitioner Engagement Assessor
	Organisation AP 8: 
	IFG 2: The following are points of note: •   During assessment a risk assessment and escalation procedure is utilised by the Assessment Team.  •   It is recognised that not every criterion may be relevant or apply to each Provider.  The judgement of the Assessment     Team, in consultation with PHECC executive, will determine if a criterion should be considered applicable. If not , the rating     system adjusts to accommodate.•   A criterion may be rated as fully met and yet attract an opportunity for improvement comment where a minor adjustment     may yield further improvement.•   It should be noted that regardless of the Provider's outcome rating an improvement notice may be issued by PHECC     related to the  Assessment Team findings with regards to specific criterion that fall below the expected standard;     particularly ones that may present a specific risk or pose a detrimental impact to safety.
	ATF 1: 
	1 1: Currently, the Provider predominately privileges practitioners to Emergency Medical Technician level, however, there is a trial to reintroduce practitioners at Paramedic level.  During Practitioner Engagement (PE), although patients were treated based on their identified needs, the nature of the presentations were minor injuries or ailments.  The Provider ensured patients were treated with a high degree of privacy with screens available to provide privacy and dignity. Consent was gained and good communication was evident during treatment. Aftercare advice was provided and all patient details were recorded on patient care report forms (PCR). There was no obvious system for obtaining patient feedback in place, however, the Assessor witnessed a good standard of care provided.
	1 2: A calm and compassionate approach to patient treatment and obtaining consent prior to treatment was evident.
	1 3: No complaints were received by the Provider, however, the development of a proactive approach to obtaining patient feedback would allow for greater transparency and organisational learning.  
	1 14: The Civil Defence Act 2023 is also used by the Provider as a code of practice. The Act includes the principle of fair treatment without discrimination. The PE Assessor witnessed all patients being treated with dignity and respect and an absence of discrimination.
	1 15: There are defined standards of practice in place within the Provider’s organisation that set out the general guidelines that apply to volunteers. 
	1 16: The development of an educational module on the learning support platform that identifies the intricacies of an ever changing multicultural society may increase understanding and foster good practitioner/patient communications.
	1 17: There is a communication plan in place for each event and a template was evidenced by the Assessment Team. The Provider liaises with the event organisers and the designated control centre. The Provider uses two-way radios and mobile telephones to communicate at events. The Provider’s volunteers receive in-depth training in communications. The PE Assessor evidenced the use of radio and mobile phones to alert practitioners of emergencies at the event. Members of the public also self-present to visible first aid stations.
	1 18: The Provider ensures volunteers receive in depth training in communications. There are 5 levels of training available. The Provider uses a proprietary software package to track activity and resource allocation.
	1 19: No specific observation noted by the Assessment Team.
	1 20: The Provider includes patient identification in all training courses for PHECC Responders and Practitioners. They also hold training on the correct completion of PCR, and Ambulatory Care Reports (ACR) in line with the PHECC Education and Training Standards. The Emergency Department handover protocol ,that includes patient identification, has been issued to all practitioners.  
	1 21: There is regular training in place to ensure patient identification takes place and PCR are correctly completed. 
	1 22: The Provider should conduct a small-scale clinical audit project as outlined in their audit policy to measure compliance of patient identification,
	1 23: The Assessment Team reviewed the Provider’s national Consent Policy. The Provider includes consent in all training courses that reflect the PHECC standard. The Provider encourages all practitioners to complete the statutory services education on the Department of Health’s learning platform. If there is a difficulty confirming consent or capacity, responders are encouraged to escalate the issue to an experienced practitioner.
	1 24: The Provider has a detailed national consent policy in place.
	1 25: No specific observation noted by the Assessment Team.
	1 26: The Provider has documented refusal of treatment procedures in place however there has been no audit of how often these are used.  In discussion, the Assessment Team were given an overview of the documentation process relating to patients who refuse further care and/or transport. The PE Assessor evidenced patients consenting to assessment and treatment at scene, however, they did not wish to be transported. The PCR declined treatment and/or transport section was completed and after care advice was provided in those instances.
	1 27: There are good procedures in place for documenting refusal of treatment and/or transport. The PE Assessor observed the discharge process and witnessed practitioners recording their PHECC PIN numbers on PCR.
	1 28: The Provider would benefit from auditing the rates of declined treatment and/or transport to better inform their response at future events. This will identify patient groups who refuse care so the Provider can identify and manage the risk.  
	1 29: There is an obvious culture of compassion, respect and dignity within the Provider’s organisation, which was evidenced by the Assessment Team, both during the PE and the onsite management engagement. From the onset, the Provider’s induction training includes a process  to cultivate this ethos amongst practitioners. 
	1 30: The use of portable patient screens ensured patient dignity.
	1 31: The Provider should actively seek feedback from patients to confirm that practitioner behaviour aligns with the values of the organisation. 
	1 32: There is no evidence that the Provider actively seeks patient feedback. The Assessment Team viewed a draft of the proposed patient feedback system that includes a QR code to allow for all feedback to be collated centrally. Currently, complaints can be made through the respective Local Authority yet there is little advice provided on how to make a complaint. No patient feedback was sought from any treated patients on the day of the PE.
	1 33: No specific observation noted by the Assessment Team.
	1 34: The Provider should continue the development of a QR code to allow for patient feedback/complaints .The QR code system could be further promoted and shared to every unit and every premises. The Provider should provide advice on how to make a complaint on the organisation’s official website.
	1 35: There is a generic documented local authority complaints procedure available, which does not specify an agreed timeframe and requires further development. During the PE, discussions with practitioners identified that practitioners were aware that the procedure is to direct complaints to the local Officer. 
	1 36: Thee was consistency in the practitioners' awareness of how to direct a complaint.
	1 37: The Provider should develop their own detailed complaints policy and associated  procedures that can be applied nationally.
	1 38: The Provider has a proprietary system in place to record practitioner privileging and track all the pre-requisite requirements. The Provider ensures all practitioners complete Clinical Practice Guidelines (CPG) upskilling as required. Practitioners are privileged to implement CPG on behalf of the Provider on an annual basis.  A copy of the EMT CPG was available during the PE and it was evidenced that the requisite medications and equipment were also available. The training practitioners receive is based on the PHECC Education & Training Standards. There is oversight when the Provider’s GVF Working Group visit events to observe practitioners and provide constructive feedback.
	1 39: There is an oversight plan at events to periodically monitor practitioner activity.
	1 40: It may be beneficial for the Provider if a survey of practitioners was conducted to ask if they feel their requirements are being met.
	1 41: Practitioners regularly train in delivering a structured patient handover. This includes the importance of a timely handover with accurate information. The process uses the PHECC recommended format. Training is initially delivered on the practitioner courses and revisited on upskilling courses and regular weekly training. The Provider has circulated the emergency services guidance document on the IMISTAMBO handover protocol to all practitioners.During the PE, handover was not witnessed in practice due to the type of patient that presented.
	1 42: There is an emphasis on including a structured patient handover as part of regular training.
	1 43: The Provider should audit the structured handover of patients at events or at hospital to ensure practitioners are comfortable, capable, and safe when delivering a patient handover.
	1 44: The Provider has a circular that provides guidance on the service and inspection of ambulances, which includes the recommended frequency of servicing for the vehicle and ambulance related equipment. The Provider uses a proprietary online platform to record vehicle maintenance records. Each Local Authority Officer has access to records including copies of the CVRT Certificates, Road Safety Authority Inspections and vehicle service records. Records were reviewed on the specialised system during management engagement. Practitioners check vehicles using pre shift checklists and after duty using post shift checklists. All vehicles are fully insured, which was evidenced by the Assessment Team. 
	1 45: The Provider has systems in place to track and monitor vehicle maintenance and safety, which can be accessed and updated electronically. 
	1 46: The Provider would benefit from ensuring that  engineering inspection stickers are visible and in date to aid practitioners ‘ identification of any potential issue.
	1 47: The Provider has a  Driver Assessment Policy for Volunteer Drivers to assesses drivers and assign a risk score. All practitioner drivers must undergo assessment by one of the Provider’s approved driving instructors prior to being selected to drive vehicles. Drivers are required to follow Road Traffic and Driving Regulations.The Provider also has a Patient Transport Policy with clear instructions for the transportation of a patient and standardised decision-making criteria for determining situations where a patient may be transported. Practitioners must complete the Provider ‘s Manual and People Handling Course. The Provider has safe systems of work plans in place for events that are uploaded on their online system and available to all practitioners. Each event is planned by experienced personnel following an application form and in-depth meetings with senior Officers.There are good records maintained for driving craft and severe weather driving.
	1 48: The Provider gives guidance to practitioners on transporting patients safely. The Provider shares the Road Safety Authorities guidance document on “Sharing the road with Emergency Services Vehicles” on their website. This promotes sound advice to practitioners and the public.
	1 49: The Provider should consider auditing performance relating to safe transport of patients at large events or when operating on behalf of  statutory organisations.
	1 50: There is a Driver Assessment Policy in place. Practitioners are required to follow Road Traffic Regulations while using the Provider’s vehicles. There is currently no blue lights policy in place, however, in discussions with management, the Assessment Team were informed that a policy was in development. Privileged practitioners may use emergency lights and sirens when on ambulance duty but not in any of the other vehicles employed by the Provider. 
	1 51: The Provider assesses drivers and assigns a risk score. 
	1 52: The Provider shall complete the development of their blue lights policy to support and protect practitioners while on duty.
	1 53: The Assessment Team reviewed one local authority’s Safety Statement and Safety Management System. All Local Authorities follow their respective Health and Safety regulations in respect of Fire Safety. Each of the Provider’s Units are included in their Local Authority's Plan. 
	1 54: The Safety Statement and Safety Management System provided is very detailed and well planned.
	1 55: The Provider should apply this model as a template to ensure consistency throughout their organisation.
	1 56: The Assessment Team reviewed the Department of Defence’s business continuity plan, which includes the Provider’s branches. Each of the local authorities also have business continuity plans in place as well that include their local  branch of the Provider's organisation. 
	1 57: There is a business continuity plan in place for the Provider's branches.
	1 58: The Provider should develop a business continuity plan that relates directly to their organisational needs if the event the Department of Defence have reduced capacity. 
	1 59: The Provider is a linked voluntary emergency service to the Local Authority who are a principal response agency. Provider's Officers are members of the Local Authority Major Emergency Management Committee and train in exercises to test the Provider's response to a potential major emergency.The Provider has experience of participating in multiple exercises nationally. The Assessment Team evidenced one of the larger Local Authorities' MEM plans, which includes the Provider. The role of the Provider is to support and respond to requests by the Local Authority should a major incident occur.
	1 60: Provider's Officers are part of the committees that formulate major emergency plans.
	1 61: When participating in Major Emergency Exercises, the Provider could appoint an Officer to report back on lessons learned so all may benefit from the acquired knowledge.
	1 62: The Provider has updated their Clinical Audit Policy following the Quality and Patient Safety Directorate, "Practical Guide to Clinical Audit", which has five stages. They conduct an annual Clinical Audit in line with PHECC requirements. The members of the Clinical Audit team include the Medical Director, Department of Defence/Provider Branch staff, Provider’s Officers/Practitioners. Clinical audit outcomes are reviewed and shared with Local Authorities. Audit results are highlighted and discussed during EMT continuous professional development education (CPD).
	1 63: Clinical audits are conducted in line with PHECC recommendations.
	1 64: The Provider should improve collaboration with, and direction from, the Medical Director in relation to clinical audit topics and dissemination of information to practitioners.
	1 65:  The Provider submitted an annual report, which was reviewed by the Assessment Team.The report fulfilled the requirements as laid out by PHECC and gave a comprehensive overview of the Provider's activities and the status of their practitioners over the previous 12-months.
	1 66: The Provider submitted a detailed annual report.
	1 67: The Provider may consider adding the PHECC GVF assessment outcome reports to the publications area on their website. 
	1 68: Infection prevention and control training is included at induction and ongoing refresher courses. All material is available on the Provider’s online learning support platform. The Assessment Team viewed posters developed by the Provider detailing procedures for infection prevention and control. Videos used by the statutory services for donning and doffing of personal protection equipment are also available on the Provider’s online learning support platform.The Provider has an Infection Prevention and Control Policy in place, although some of the links embedded in the policy no longer work. The Policy details the requirement for cleaning after each duty, however, it requires stronger direction regarding disinfection. The Policy does not specify using alcohol-based hand gel or mask face fit testing.  During PE, there was no running water available but hot flasks and basins were provided for practitioners to wash their hands. Hand sanitising gels were available at the First Aid Area and on ambulances. Hand hygiene training is provided to all staff and repeated every three years for practitioners in line with the World Health Organisation’s hand hygiene five moments of care. Patients’ wounds were managed and dressed using a non-touch aseptic technique/practice.
	1 69: Infection Prevention and Control is embedded in the day-to-day practice within the Provider’s organisation. This was witnessed during the PE, demonstrating that the Provider’s practitioners proactively manage Infection Prevention and Control risk during events.
	1 70: The Provider should ensure cleaning and disinfection takes place after each duty and maintain records of same. The Infection Prevention and Control Policy requires updating to include more detail regarding cleaning and disinfection, specifying agents to be used that reflect actual practice. Links in the policy should also be updated.The Provider would benefit from formal audit and monitoring of compliance of hand washing and alcohol hand gel use.
	1 71: The Provider’s management of clinical waste procedure is included in the infection prevention and control document. There is a separate segregation and packaging healthcare waste poster that clearly details how practitioners should manage waste.  During PE, sharps boxes were not dated or signed, personnel were not aware of the importance of traceability of healthcare risk waste, and available clinical waste bags were small.  In discussion, practitioners advised it was common practice to dispose of clinical waste through the statutory ambulance services or healthcare facilities. Each Local Authority has separate procedures in place in respect of clinical waste, based on requirements. When required, individual Officers plan for collection of waste by a recognised provider.
	1 72: Segregation of clinical waste is included in practitioners’ training. Posters are displayed in ambulances and in unit stations detailing how to segregate waste. 
	1 73: The Provider should develop a more robust arrangement that ensures traceability of clinical waste, which should include tagging and labelling of clinical waste bags and sharps bins at source.Review of clinical waste management should reflect a traceability of all clinical waste to reflect their policy.There should be a standalone Healthcare Risk Waste Policy separate from the Infection Prevention and Control Policy for practitioners to access. 
	1 74: The Provider is PHECC recognised to provide clinical levels of Emergency Medical Technician (EMT) and Paramedic. The Provider has a Controlled Drugs Policy, which does not reflect paramedic clinical level.Currently, the Provider privileges most practitioners to EMT level due to internal issues. They have commenced a trial in three Local Authority areas to privilege paramedic practice.  A Privileging Policy is in place, which outlines the appropriate Health Products Regulatory Authority (HPRA) registration requirements. During PE, a sealed drugs pack for EMT clinical level was available. Management of medicines currently reflects the EMT Standard with exception to the three pilot areas where the privileged clinical level is paramedic.The approach to the trial of privileging paramedics has been thorough and the appropriate registrations and supporting frameworks are in place. This approach would future proof the further roll-out of this clinical level across the Provider’s organisation. Safe storage of medications and appropriate documentation was evidenced.
	1 75: The Provider ensures the safe storage of medications with appropriate documentation.
	1 76: The Provider’s Controlled Drugs Policy requires amendment to reflect actual paramedic level medications in use. References to Ketamine, Fentanyl and Morphine require change.
	1 77: The Assessment Team reviewed a combined Medications and Equipment Management Policy. A Controlled Drug Policy is in place to manage the stock and record the usage of Schedule 4 medications. Sign in/sign out books were made available to the Assessment Team as evidence of compliance. During PE, processes in relation to CCTV security for medicines room, Garda certificates, drug boxes/safes for EMT and Paramedic were viewed but the safe contents were not verified. The Assessment Team reviewed documentation in relation to availability, storage, administration, expiration, disposal, and recall alerts. Practitioners advised that replenishment of drugs is arranged through local pharmacies. Drug audit sheets, pharmacy replenishment sheets, and controlled drug books for each privilege level were made available to the Assessment Team to review. Auditing of controlled medications in the three trial areas are conducted by the Provider’s Officers locally. The Provider’s medication management procedures allow for increase in medication levels for larger events, if required. Support can also be provided by neighbouring branch practitioners with their own ambulances and supply of medications.
	1 78: The Provider has a good system in place to identify complete, prepared drugs bags.
	1 79: The Medical Director should be informed when increased stock levels are required.  They may then oversee audit of the process and quality assurance of pre and post stock levels.
	1 80: There is a combined Medications and Equipment Management Policy in place, however, the focus of this policy is on medications. Each Local Authority procures medical equipment and consumables to allow Practitioners deliver pre-hospital care. The policy does not record this process. The Provider uses external providers for regular preventative maintenance and engineering reports on their medical equipment. The Assessment Team evidenced maintenance service stickers on some essential equipment as being out of date or absent. Maintenance of defibrillators was evidenced, and these were serviceable and in date. The Local Authority Officers maintain service records for medical devices and ambulance equipment. The Provider’s electronic records system has evidence of service records available online. The scheduling and recording of maintenance on the electronic records system is user friendly and easily accessible. Calendar reminders and invoicing and receipts are all accessible. This system includes fleet maintenance and scheduling.There was an adequate supply of consumables within the First Aid area and ambulance vehicles inspected.  Consumables were stored in appropriate containers to prevent cross contamination. In discussion with management, the Assessment Team identified that there is a process and a group in place to manage the introduction of new equipment, which is not captured. 
	1 81: The Provider’s electronic records system has built-in reminders for maintenance scheduling.  
	1 82: The Medication and Equipment Policy emphasises medication management and has little reference to equipment. A separate Equipment Policy, which reflects how equipment is managed should be developed by the Provider. The Provider should develop the policy to reflect their practice and the good work that is not formally noted. The Provider’s organisation would benefit from developing a National Central Purchasing Policy and ordering system to improve standardisation and purchasing power. A standardised records repository would also be beneficial.
	1 83: During PE, practitioners were able to demonstrate testing and use of diagnostic equipment including Suction, heart monitors, blood pressure and blood glucose monitors. There is regular training in the use of equipment. 
	1 84: Good aseptic technique with obtaining blood samples and obtaining vital signs was demonstrated by Practitioners.
	1 85: The Provider would benefit by reinforcing the use of equipment checklists and including disinfection techniques for all diagnostic equipment.
	1 86: Child safeguarding training is included as part of the induction process and ongoing refresher training. A hard copy of the Provider’s Child Protection Policy was available at the base station during PE, however, it does not mention vulnerable adults.  In discussion, practitioners confirmed upskilling and knowledge of Child Protection Policy. During discussion with management, it was confirmed to the Assessment Team that practitioners cannot present for active duty until they complete Child Protection Training and are in-date with Garda Vetting. The Provider has Designated Liaison Person Training for Officers and Senior Volunteers.The Provider maintains records for each volunteer and  also records regarding the governance of child safeguarding.
	1 87: A hard copy of Provider Child Protection Policy is available for practitioners.
	1 88: The Child Protection Policy should be updated to include reference to vulnerable adults.  It should also  include an addition to the educational module for the safeguarding of vulnerable adults. 
	1 89: During the assessment, it was identified that there is a planned change to audits of PCR and Ambulatory Care Reports (ACR) due to records no longer being stored at Headquarters. Audit results for the past two years were collated by the audit team. This data required further clarity and was therefore not fully disseminated to practitioners. It was noted that later this year, Local Authorities will be providing PCR/ACR data to allow clinical audit in a regional area. Whilst the intention was to complete and feedback these audits for every regional area, there is no intention to complete this nationally. The Small-scale Clinical or Research Audit Project (SCRAP) approach is included in the Clinical audit Policy.The Provider’s GVF Team have met to standardise audit processes. There is a plan to standardise the Provider audit format to one document rather that have numerous variants. This will allow better collation and interpretation of data in the future.
	1 90: No specific observation noted by the Assessment Team.
	1 91: The Provider should use audits results as a driver for change and improvement. Audits should be repeated to validate the change as part of the quality improvement process. The Provider should conduct an audit of patients who decline treatment or transport and are discharged at scene to provide assurance that the Provider is managing risk associated with discharging patients. The PE demonstrated that this occurs, and audit data should consolidate this assurance.
	1 92: There is an appointed Governance working group in place to oversee corporate governance. This is led by the Department of Defence Principal Officer for the Provider’s Branch. The Assessment Team acknowledges the complexities of the many memorandums of understanding the Provider has from each Local Authority. It was acknowledged that the Provider has an Internal GVF team that is proactively involved in governance. The Department of Defence are responsible for developing policies. Implementation and accountability for Governance is the responsibility of the Local Authorities. 
	1 93: The corporate governance structure has improved and benefited from improved communication within the working group.
	1 94: The many agreements in place between each local authority and the Provider adds questionable complexity.  An agreed uniform approach to systems and policies would simplify and improve the Provider’s services.
	1 95: The Provider has a Clinical Governance Policy in place that outlines their guiding principles. The Provider’s  Medical Director and the Department of Defence are responsible for developing this policy. Implementation and accountability for clinical governance is the responsibility of the Local Authorities. Medical and clinical responsibilities remain with the Provider. The Provider has  a clinical governance group in place that meet quarterly, however, agendas and meeting minutes are not recorded. There was no available evidence of a structure to meetings or agenda items with the GVF governance team and the Medical Director.
	1 96: The Provider has a Clinical governance policy.
	1 97: The Provider should ensure that clinical governance meetings are regularly scheduled with a detailed agenda and recorded minutes and outcomes.
	1 98: The Medical Director role is assigned to the Deputy Medical Director of the Defence Forces. This is currently a caretaker role, while a new Deputy Medical Director’s appointment is awaiting ratification. This process has been prolonged and weakened the ability of the organisation to function. The incumbent has new responsibilities, however,  the Assessment Team could not evidence that the roles and responsibilities of a Medical Director are currently being addressed as per PHECC Medical Director Standard (STN032).. There are no dedicated weekly hours apportioned to the Provider, however,  the Medical Director is available by phone or email on request.There are quarterly meetings of the clinical governance group but there is no evidence of agendas, meeting minutes or outcomes. The privileging process and the Medical Director’s report is formulated and signed off by the Medical Director. During discussions there was no information regarding the development of key performance indicators (KPI) for measuring practitioner or service performance. It does not appear that the role is being proactively managed and there is little evidence of engagement with practitioners. 
	1 99: There was evidence of good engagement, leadership and strong clinical advice from the Medical Director to the Provider during COVID.  Decisions made by the Medical Director ensured the safety of the volunteers, particularly the older cohort, was prioritised.
	1 100: There should be a business continuity plan to ensure good clinical leadership is in place to meet the needs of the Provider's organisation if the medical director appointment is compromised due to capacity issues or internal delays within the Defence Forces.
	1 101: The Provider has various policies in place, however, version control and organisational standardisation requires improvement. There is no consistent approach to policy development or management. Many policies are conflated and should be separated, and become more detailed to reflect actual practice.  The Civil Defence policy for Adverse Clinical Events conflates Near-Misses and Concerns. This appears to cover risk reporting alongside clinical adverse and patient experiences, which may lead to confusion.
	1 102: The Provider has a good learning support system in place that can be used as a repository for policies and procedures.
	1 103: The Provider should develop standard formatting and version control for all their policies, procedures, processes and guidelines to best document regular policy reviews while ensuring procedures are updated. New policies should be developed to reflect practices that are not currently captured and, others that conflate two processes, should be separated to clarify and simplify information for practitioners.
	1 104: Information issued by PHECC or other regulatory bodies, and public health alerts, is shared locally on training nights and processes are in place for sharing that information electrically through the Provider's information management system, the Learning support platform, emails and locally through WhatsApp groups where appropriate.  The Assessment Team evidenced that a process is in place for signing as confirmation of receipt of significant information during training. 
	1 105: The Provider has a process in place for keeping volunteers and managers updated with alerts and PHECC updates.
	1 106: There is opportunity to further develop the electronic management system as a method for sending information and updates and verifying confirmation. 
	1 107: The Provider does not have a national risk register, rather each region has its own risk register, which is primarily managed by the Local Authority in that region. Risk management appears to be well managed at Local Authority level, however, corporate responsibility remains with the Provider.  
	1 108: There is a risk register in place for each region, which is managed by the relevant Local Authority.
	1 109: The Provider should develop a central risk register relating to the provision of medical cover to improve organisational safety for both patients and  volunteers.
	1 1010: The Provider is a volunteer organisation, and staff recruitment and retention remains a constant challenge. The organisational target is to maintain over 2000 ‘active’ volunteers and when numbers fall below this level, it triggers a recruitment drive. The realistic level of volunteers is currently 1600 active and 700 inactive members. The inactive numbers may vary for various reasons including upskilling, privileging renewal time etc. The Provider offers a significant amount of training for both upskilling and Continuous Professional Competence (CPC) however, there is a challenge in retaining volunteers. When volunteers are trained to a high standard, there is a risk of losing them to other organisations. The Provider intends to bolster numbers through regional and national recruitment processes over next 12 months. This will be for the medical volunteers and other disciplines within the Provider's organisation. There is a detailed job specification for the roles and responsibilities of Officers. There are performance management development systems in place in the Local Authorities.The Provider's induction process and training programmes are of a good standard.Regional capacity is managed by additional support from adjoining  Local Authorities to help meet minimal coverage requirements. If the Provider is unable to cover an event with adequate numbers, the event is declined.  
	1 1011: The Provider has an induction process and training programmes in place.
	1 1012: No specific observation noted by the Assessment Team.
	1 1013: There is an excellent process in place for the privileging and credentialing of practitioners to ensure a high degree of confidence that all practitioners are current and up to date at events. There is excellent use of technology, in tracking the privileging process for individual practitioners. Records evidenced by the Assessment Team included information on PHECC registration, version of CPG upskilling completed, CFR Advanced currency, Garda vetting, Child Safeguarding training and patient handling training for each practitioner. Each practitioner can access a privileging letter, which clearly defines their practitioner level when responding on behalf of the Provider.
	1 1014: The Provider has a robust privileging system in place. 
	1 1015: The trial to privilege practitioners to Paramedic level is a positive development for the Provider's organisation, which should be further encouraged and developed.
	1 1016: If there are concerns regarding a volunteer's ability to communicate using the English language, this is identified during induction or by the local Officer.  If required, the Provider has a process to have a practitioner’s language competency assessed.  Recognised 3rd party providers are used to assess the practitioner's standard of English and the cost is refunded to the practitioner by the relevant Local Authority. The Provider uses the standardised languages booklet for basic communications with patients that do not speak English. On online translation app is also utilised.
	1 1017: The Provider has a process in place to assess a practitioner's standard of English when required.
	1 1018: The Provider would benefit from including standard of English as a consideration in the initial enrolment inquiry form for practitioners seeking to join the Provider's organisation.
	1 1019: There is a Health and Safety Statement available in each of the Local Authority areas. There is a safe systems of work plan in place for each event, which is also scanned and available to view on the electronic records system.The Provider promotes a good safety culture within its organisation, which is evident in their training materials including at induction.
	1 1020: There is a good safety culture within the Provider's organisation.
	1 1021: The Provider should conduct a focused survey to verify that volunteers are aware of their responsibilities relating to safety and quality of services.
	1 1022: The Learning Support Platform and electronic records system provide versatility and confirmation that training requirements are being tracked and well managed by the Provider. There is a culture of training within the organisation where volunteers are notified of upcoming courses and can apply online. The Assessment Team reviewed the learning support platform and evidenced training records on the separate electronic records system.There is an upskilling programme for practitioners that is delivered using a blended learning approach. Some content is facilitated online via the Learning Support Platform and followed with face-to-face sessions.  The Provider also facilitates sessions to assist practitioners in meeting their CPC requirements. The online learning system can automatically generate notifications of expired competencies.
	1 1023: The Provider's online system generate notifications of expired competencies.
	1 1024: The Provider would benefit from developing a module for volunteers when they interact with vulnerable adults.
	1 1025: Provider's students are indemnified by the Training College (Branch) and tutors manage the student field internships.There is a memorandum of understanding in place with a statutory CPG Service Provider for student placements.  The Provider follows the statutory services Workforce Support Policy for Experimental Placements/ Observers for facilitating external students, which was reviewed by the Assessment Team. Vaccination status is also checked. 
	1 1026: There is good oversight and direction provided to students while under supervision.
	1 1027: The Provider would benefit from evaluating and collating the feedback from supervised students.
	1 1028: The Provider is a member of CISM Network Ireland. As evidenced by the Assessment Team, the Provider has a Critical Incident Stress Management (CISM) policy in place that has been highlighted to all Local Authorities. The policy and training can be accessed online. Officers and senior volunteers have received training in defusing and debriefing as an initial post incident action. CISM awareness training is provided for all new volunteers during the induction process.  The Provider contracts a counselling service to support volunteers who are experiencing issues relating to their activities for the Provider, and this is provided free of charge to all members. A freephone contact number and information leaflets are available to all volunteers. CISM Posters are displayed in the Provider 's buildings.    
	1 1029: Peer support workers are trained within the volunteer group. Debriefing occurs after events as necessary. Further supports are offered and signposted to volunteers and staff.
	1 1030: In line with best practice, the Provider should provide refresher training for those providing CISM defusing and debriefing.
	1 1031:  Each Local Authority has a version of a Performance Management Development System in place. This does not feed directly into the Provider but may highlight individual needs. During volunteers' probation period, induction includes face-to-face meetings, group training and/or receiving relevant information online or by post. This allows new members to fully understand the activities of the Provider and how their work as a volunteer contributes to the goals of the Provider's organisation.Performance is measured at Local Authority level for Officers and at unit level for volunteers.
	1 1032: No specific observation noted by the Assessment Team.
	1 1033: The Provider should further develop a process for recognising and fostering talent within the organisation.
	1 1034: The Assessment Team verified qualitative and quantitative feedback from surveys conducted during EMT training courses. Feedback provides assurance that the standard of training is constant and consistent in all regions. The Provider seeks feedback during post event debriefing sessions to identify areas of good practice and areas for improvement.
	1 1035: The Provider values volunteer feedback.
	1 1036: The Provider should formally collate feedback from volunteers, analyse the data, and use it for quality improvement.
	1 1037: During PE, security arrangements for the storage of PRC and ACR forms were verified. There are always cameras in place and there is limited access to the Depot where the forms are stored. PCR are no longer sent to headquarters and access to records is restricted. The Assessment Team discussed storage of PCR and ACR records with Management who stated that, GDPR advice is that each Local Authority should retain the PCR generated in the area for which they have responsibility. Audits of PCR are now completed regionally. PCR are signed out and then returned to secure storage post audit. There is a disposal and retention process in place in line with PHECC guidance that also takes paediatric and neonate time requirements into account.
	1 1038: All PRC are securely stored and audited.
	1 1039: The Provider should review their policy for storage, retention, audit, and disposal processes for all PCR in line with change in General Data Protection Regulation (GDPR) (EU) 2016/679 (2018) and PHECC Clinical Information Standards.
	1 1040: During PE, all PCR were placed in a locked safety box stored at the Medical First Aid Area. When the event was over, records were safely transported back to the Depot for permanent storage in Depot safe boxes. Access to this area is restricted. The Assessment Team are satisfied that confidentiality and security are well managed by the Provider.
	1 1041: There are good systems in place to ensure the security of patient records is maintained.
	1 1042: The Provider would benefit from conducting periodic audits of the security arrangements for the storage of PCR in each Local Authority area to satisfy itself that the security of PCR is robust.
	1 1043: The Assessment Team verified that audits are carried out at regional level and that audit findings are shared to highlight areas of good or poor practice. This information may identify areas where training is required or issues where support from management or logistics are required.
	1 1044: The is a good process in place for the regional audit of PCR.
	1 1045: No specific observation noted by the Assessment Team.
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	1: Yes 5
	2: Yes 5
	3: Yes 5
	4: Yes 4
	5: Yes 5
	6: Yes 4
	7: Yes 5
	8: Yes 3
	9: Yes 4

	2: 
	1: Yes 5
	2: Yes 4
	3: Yes 5
	4: Yes 4
	5: Yes 3
	6: Yes 4
	7: Yes 4
	8: Yes 5
	9: Yes 4
	10: Yes 5
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	1: Yes 4
	2: Yes 3
	3: Yes 4
	4: Yes 4
	5: Yes 4
	6: Yes 5
	7: Yes 4
	8: Yes 4

	4: 
	1: Yes 4
	2: Yes 3
	3: Yes 3
	4: Yes 2
	5: Yes 5
	6: Yes 4

	5: 
	1: Yes 5
	2: Yes 5
	3: Yes 5
	4: Yes 4
	5: Yes 5
	6: Yes 5
	7: Yes 4
	8: Yes 4
	9: Yes 4

	6: 
	1: Yes 4
	2: Yes 5
	3: Yes 5

	Text Field 15: In accordance with the GVF Rating System and the assessment outcome, this GVF site-assessment does not trigger a formal requirement for PHECC to issue an improvement notice or attach conditions, and Council recognition of the Civil Defence in accordance with Council Policy for Recognition to Implement Clinical Practice Guidelines (POL003) is unaffected.The Civil Defence should continue to develop their Quality Assurance (QA) systems and are required to develop and submit a Quality Improvement Plan  (QIP) to gvf@phecc.ie. The QIP will address any areas highlighted in the ‘Area(s) for Improvement’ within this report. The QIP will identify and outline improvements to be actioned or planned at the Civil Defence in the upcoming licensing period.
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