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Emergency Ambulance Services Committee
Management Group

Thursday 19 October 2023
10:00am to 12:00pm

Via Microsoft Teams

Notes of the meeting
	[bookmark: _Hlk139888009]Members
	

	Ross Whitehead 			Deputy CASC (Chair)
	Ross Whitehead		DCASC

	David Hanks			ABUHB
	Rachel Marsh		WAST

	Steve Bonser 			ABUHB
	Hugh Bennett		WAST

	Geraint Farr			BCUHB
	Kerry Broadhead		SBUHB

	Alexander Bridgman		CVUHB
	Matt Cann	 		EMRTS Cymru

	Chris Moss				PtHB
	Chris Turley		WAST

	Elizabeth Beadle			CTMUHB
	Gwenan Roberts 		EASC T/NCCU

	Richard Lee 			SBUHB
	Phill Taylor			EASC T

	Matthew Edwards			EASC T
	

	In attendance
	

	Chris Turner			EASC
	Ricky Thomas		NCCU

	Lee Leyshon			EASC T
	Susan Evans		NCCU

	Apologies
	

	Stephen Harrhy			CASC
	Adam Wright		CVUHB

	Hannah Roan 			SBUHB
	Alex Crawford		WAST

	Mark Winter 			EMRTS Cymru
	Lee Brooks			WAST

	Sarah Perry 			HDUHB
	Mike Bond			CVUHB

	Richard Morgan-Evans		ABUHB
	Andrew Carruthers	HDUHB



	Item
	
	Actions

	1. 
	Welcome, Introductions & Apologies

Ross Whitehead welcomed all present and thanked all for making time to attend the meeting. 

	


	Preliminary matters
	

	2. 
	Notes from last meeting

The notes from the previous meeting held on 22 June 2023 were confirmed as an accurate record of the meeting. The meeting in August 2023 was cancelled.
 


	Chair

	3. 
	Declarations of Interest

There were no new declarations of interest.  
	Chair

	4. 
	Action Log 
The action log was received and noted. An update was received on the following areas (of the items not already on the agenda):

· Verified incident demand
It was agreed that this would remain on the Action Log.

· Red and amber release requests
There was a conversation regarding the existing process and the need to improve this including the time for health boards to review and consider GDPR (Data Protection) implications.  WAST colleagues agreed to check the process followed in developing the work and any comments that had been received.  It was agreed that work would be undertaken outside of the meeting in the coming weeks to understand the review and validation process being undertaken within health boards and to consider the Goal 4 perspective with a view to ensuring an improved process.  An update would be brought back to a future meeting.

· Continuous Flow
This was included within the CASC Report.  It was suggested that this would sit within the Six Goals for Urgent and Emergency Care Programme going forward. Action: to close.

· Return of Spontaneous Circulation (ROSC) Rates
Work was ongoing, it was agreed that it would be important to discuss in more detail with a wider representation.  A meeting would be set up to discuss further and report back to a future meeting.

· Progress Report for the Cymru High Acuity Resource Units (CHARU)
Hugh Bennett confirmed that slides were included within Agenda item 13, WAST would continue to report against outcomes and would present an evaluation report to a future meeting.

· Falls Evaluation report 
It was agreed that this would be included on the agenda for a future meeting. Action: to remain on action log.

Members RESOLVED to: NOTE the action log

	Chair
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	5. 
	Matters Arising 
There were no matters arising.
	Chair

	Key items for discussion
	

	6. 
	PERFORMANCE REPORT AND DATA

The Performance Report and accompanying Ambulance Service Indicators was received.  In presenting the report, Phill Taylor highlighted:
· 999 call volumes in August 2023 were 3% lower than August 2022
· 2.5% reduction in incidents in August 2023 compared to August 2022
· Hear and Treat levels are 4% higher in August 2023 compared to August 2022
· Red incidents in August 2023 were 13% higher compared to August 2022
· Amber incidents in August 2023 were 3% higher compared to August 2022 
· Ambulance handover lost hours in August 2023 are 20% lower compared to August 2022 with improvements on a number of metrics, % handed over in 15 min and handovers over 4 hours. Between June 2023 and August 2023 there has been a 3.5% increase in handover lost hours.  	
In summarising the discussion, the Chair noted:
· conversation being held with health boards and WAST to impact on ambulance handover delays
· the need for further work to ensure corresponding improvements in community responses; report back to EASC Management Group (Action Log)
· reductions in ambulance conveyance but hospital attendances increasing
· the impact of patients making their own way to hospital in terms of patient safety and the wider impact on the system, work would be undertaken to incorporate this in to the EASC Performance Dashboard (Action Log) and the recent high-profile cases illustrating the impact of this
· the need to consider cross border impact, how resources are displaced from their base locations (Action Log)
· the further iterations of the Integrated Commissioning Action Plans (ICAPs) and the impact that this process has had both locally and nationally. This included the development of direct access pathways, widespread use of clinical navigation hubs or similar, a focus on patients flow and robust escalation, the continuous flow model pilots and also some local initiatives that could be rolled out on a wider basis if successful
· that the ICAP was a maturing process and the need to ensure a more strategic emphasis as well as the operational focus (Action Log).

Members RESOLVED to:
· NOTE the content of the report.
· NOTE the Ambulance Services Indicators 
· NOTE the information within the Performance Dashboard
· NOTE the work being undertaken by each health board and WAST via the Integrated Commissioning Action Plan meetings.  
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	7. 
	QUALITY AND SAFETY REPORT

The Quality and Safety Report was received. In presenting the report, Ross Whitehead gave an overview of the background to the current position. 

Noted:
· The Report was still a work in progress, further feedback would be welcomed to improve the content
· The improving picture for complainants receiving a reply within 30 days with further mitigating actions identified to continue to improve in this area
· The theme from all ‘Serious Case Incident Forums’ remained consistently related to delayed responses and call categorisation
· Work being undertaken to ensure improved data sharing for joint investigations
· Changes to the dispatch process for red incidents that had been enacted
· The increase in patients waiting over 12 hours for an ambulance response in August
· 10,824 patients conveyed by ambulance, 8,886 advised to make their own way for care by 999 or 111 in August and the number that self-presented at ED with a high triage category who could have benefitted from ambulance intervention (270 patients self-presented with a category 1 triage in August).

The Chair summarised the discussion and Members noted:
· The number of delayed responses
· The increase in call cancellations
· That it might not be possible to provide additional resources this winter due to the challenging financial position
· Conversations with Welsh Government regarding the Duty of Quality and how this applied to EASC and WAST as a commissioned organisation, future reports would be structured in line with the Act (Action Log)
· The need for a joint approach with the work of the Welsh Risk Pool to track actions against investigations
· The need to reflect new interventions and NICE guidelines.

Members RESOLVED to:
· NOTE the content of the report
· NOTE the impact of performance and the resulting challenges in commissioning the provision of safe, effective and timely emergency ambulance services.
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	8. 
	REVIEW OF REMOTE CLINICAL SUPPORT

The Review of Remote Clinical Support was received. The report was presented by Ross Whitehead who thanked Sian Lane (in her absence) as author. 

Members noted:
· The Welsh Ambulance Services NHS Trust (WAST) hosted several functions that provided remote assessment of patients that use 999 services. It had been identified that these services assist in reducing the requirement for face-to-face assessment, where safe and appropriate, and ensuring patient safety, efficiency and cost-effectiveness
· The review concluded that although there had been investment into these services, there was a need to align the services, with improved communication between each function, including actions that correspond with the Clinical Safety Plan; there was also a requirement for improved reporting and use of data, both internally and to commissioners
· A number of Recommendations had been made; 1-11 related to the Clinical Support Desk, recommendations 12 and 13 related to the Advanced Paramedic Practitioner Navigator and Physician Triage Assessment and Streaming (PTaS) and recommendations 14 and 15 related to the 111 Service.

The Chair summarised the discussion and Members noted:
· The need for a management response from WAST
· The need to align the recommendations to the Commissioning Intentions
· The need to understand future commissioning arrangements for 111
· That there were no recommendations regarding the service itself
· The need for improved metrics to inform further discussions in the future.

Members RESOLVED to:
· NOTE the content of the report 
· NOTE the priority of the recommendations and any impact on resource requirements for delivery.
· ENDORSE the Review for onward presentation for approval at EASC. 

	



























WAST
EASCT

EASCT




WAST/EASCT

	9. 
	CRITICAL CARE TRANSFER TRAINING COURSE

The Critical Care Transfer Training Course report was received and Ross Whitehead presented the paper.

Members Noted:
· That the Critical Care Network previously undertook the work of co-ordinating critical care transfer training across Wales
· Since the transfer of the network to the NHS Executive the role in co-ordination of the transfer training course had now ceased
· Whilst an ESR (electronic staff record) module had been developed to support education in this area, there remained a requirement for a face to face element
· The Deputy Chief Medical Officer had written to the Chief Ambulance Services Commissioner requesting that this training be placed on a sustainable all-Wales footing
· Since the establishment of the Adult Critical Care Transfer Service (ACCTS), individual exposure of non-ACCTS clinicians to inter-hospital transfers had reduced.  However, there remained a requirement for hospital based clinicians to retain this skillset for both intra-hospital transfers and inter-hospital transfers outside the operating hours of ACCTS or when ACCTS are otherwise committed
· The ACCTS does not have capacity to co-ordinate the training course without additional resource.  Following discussions with the Emergency Medical Retrieval and Transfer Service (EMRTS)/ACCTS and the Critical Care Network three options were proposed.




Members Agreed:
· There was a need to understand the syllabus and modules, accreditation and governance arrangements and the time requirement for study and training (Action Log)
· To discuss the matter further with health board colleagues, the Network, ACCTS colleagues and WAST clinical team and report back at the next meeting. (Action Log)
· The Chair reminded members that in the absence of a decision on how the required training should be delivered, Health Boards will have medical trainees who are unable to progress in with their educational requirements, and health boards would need to hold and mitigate the risks associated with that. 

Members RESOLVED to:
· NOTE the Report and the proposed options and alternatives
· DISCUSS the matter further outside of the meeting and report back.
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	10. 
	EMERGENCY MEDICAL RETRIEVAL AND TRANSFER SERVICE REVIEW UPDATE

The EMRTS Review Update Report was received. Lee Leyshon presented the report and gave a short overview of the work to date including the ongoing Phase 2 of the public engagement process.

Noted:
· The second phase of public engagement had commenced
· Phase 2 took place between 9 October to 5 November (although was later extended by the CASC to 12 November)
· combination of informal drop-in sessions, in-person public meetings and virtual/on-line sessions
· A core set of bilingual engagement materials for Phase 2 were available on the EASC website
· Once Phase 2 for public and stakeholder comments had completed, the Commissioner would arrive at a recommendation and potentially a preferred option. The recommended option would then be presented to the Emergency Ambulance Services Committee for consideration and final decision
· The EASC Team continued to liaise with the Board Secretary / Directors of Governance to ensure that the work was also included in Health Board public meetings
· All EMRTS Service Review information continued to be updated on the EASC website whilst updates were also being sent to stakeholders, as had been done throughout the engagement with specific promotion around the Phase 2 engagement timetable.

Concerns were raised by Swansea Bay UHB in terms of the process undertaken and it was agreed that there would be discussions outside of the meeting in order to understand the nature of these.

Members were asked whether they wanted to take part in the process of utilising the factors and weighting of Phase 1, whilst cognisant of the feedback from members of the public to short list preferred options for further consideration.

It was agreed that members would further discuss at health board level and inform the EASC Team of their preference in taking part or identify representatives of health boards to develop options for consideration by EASC (Action Log).

Members RESOLVED to:
· NOTE the summary of the external supplier report of the EMRTS Service Review Engagement
· NOTE the work ongoing in relation to options development and data modelling
· NOTE the arrangements for Phase 2 and overall updated timescales
· NOTE that the EASC Team continue to work with health board engagement, communication and service change leads throughout the engagement process
· NOTE the opportunity for health boards to be part of the CASC process to develop recommendations for consideration by EASC.
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	11. 
	CHIEF AMBULANCE SERVICES COMMISSIONER REPORT

The report from the Chief Ambulance Services Commissioner (CASC) was received. Ross Whitehead presented the report and highlighted key issues from the report.

Noted:
· The Chair and the CASC had started the annual round of meeting health boards, having already met with Aneurin Bevan UHB, the meeting with Cwm Taf Morgannwg UHB was taking place on the day of the EASC Management Group meeting
· The Clinical Lead for Goal 4 was now in place, Dr Tim Rogerson (Emergency Department Consultant from Aneurin Bevan UHB) was focussing on ED improvement initiatives including holding an ED leader’s event to introduce new concepts
· The 3 project work streams overseen by the Connected Support Cymru Project Board outputs would be presented at a future meeting (Action Log)
· The Update on the Review of the National Commissioning function
· Work being undertaken by the EASC Team to analyse the Independent Review into alleged failures of patient safety and governance at the North East Ambulance Service. This would be presented at a future meeting (Action Log).

Members RESOLVED to: 
· NOTE the updates and information within the report.
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	12. 
	UPDATES FROM HEALTH BOARDS

Noted:
· Cwm Taf Morgannwg University Health Board (CTMUHB) – Elizabeth Beadle reported that the health board was in high escalation on most days and was working to refine and improve the plans already in place including to reduce ambulance handover delays, to improve same day emergency care (SDEC) services and to deliver year 1 priorities in the Integrated Medium Term Plan.  Members noted the Chair and CASC had recently attended the CTM Board to discuss the work of EASC.
· Betsi Cadwaladr (BCUHB) – Geraint Farr reported that there was a focus on the priorities within the ICAPs including the ambulance handover improvement programme however there remained variation across sites. Work was also underway in relation to the Hospital Full plans with a period of training currently in progress.  Members noted the use of a ‘Monday Review’ meeting to discuss performance and concerns relating to the previous week, to understand what could be done differently; these would continue throughout the winter period.
· Swansea Bay (SBUHB) – Richard Lee reported increased acuity generally within the system and the main organisational focus on the continuous flow initiative.  The health board continued to experience a mix of good and bad days but reported reduced 12 and 24-hour waits in ED, a review was in progress of Consultant cover in the Acute Medical Unit and Emergency Department.  A weekly meeting was held chaired by the Chief Operating Officer to discuss the previous week and to agree short term actions for the forthcoming week.
· Powys (PTHB) – Chris Moss provided an update on the Same Day Urgent Care Model, Minor Injuries Unit and admission avoidance schemes.  The health board continued to work with commissioned service providers in both Wales and England and to ensure timely repatriation of patients.
· Cardiff and Vale (CVUHB) – Alexander Bridgman reported that a taskforce had been established to look at attendance at the front door and to ensure flow within the system. Members noted that the ‘Stay at Home’ service would be launched in January.
· Aneurin Bevan (ABUHB) – Steve Bonser reported that the health board continued to experience a mix of good and bad days with high walk-ins, noted the work of the front door frailty support service (nursing and therapy) and a 6 month mental health response vehicle with WAST, the benefits of this pilot would be shared with Members in due course (Action Log).  Members noted that the existing helipad would be closed for 12 months from November due to building works on site, work was ongoing with EMRTS and the aircraft operator to ensure a temporary arrangement for the hospital site. However, it was noted that this would only be available during day time hours.
· Hywel Dda (no one present).

Agreed:
· That significant work was being undertaken across all organisations and there was a need to ensure that the benefits and improved outcomes were captured.

Members RESOLVED to:  
· NOTE the updates provided

	


















































ABUHB







	13. 
	IMPLEMENTATION OF THE EMERGENCY MEDICAL SERVICES (EMS) OPERATIONAL TRANSFORMATIONAL PROGRAMME (EMS DEMAND AND CAPACITY REVIEW)

The WAST Provider Report was received. In presenting the report, Hugh Bennett gave an overview of the work undertaken.


Noted:
· EMS Roster Review – key areas implemented, formal closure report and evaluation to be completed (to be shared when available - Action Log)
· EMSC Reconfiguration Project – currently paused
· CHARU – target of 153 FTEs with current FTEs at 126.5
· Sickness absence just over 9% in August.

Members RESOLVED to NOTE the report.
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	14. 
	HANDOVER METRIC

Hugh Bennett gave a short presentation ‘Negative Handover Times’. The presentation proposed an amended calculation for handover times by removing the times related to taxis.

Members Noted:
· Vehicle notification times were not always available, so 5 minutes were added to the vehicle arrive time stamp to calculate the vehicle notification time, but if the patient was handed over in less than five minutes a negative time was recorded.
· The impact would be small and discussions had taken place with the CASC at the Quality and Delivery meetings. The change would also be applied retrospectively to the published Ambulance Service Indicators and for future iterations.
· The change would improve the accuracy of handover reporting. 

Members RESOLVED to: NOTE the presentation.

	

	15. 
	EASC COMMISSIONING UPDATE

The EASC Commissioning Update report was received. Matthew Edwards presented the report and highlighted key elements.

Noted:
· Work to review the NEPTS Commissioning Framework had now started with the detail of the work to take place at the NEPTS Delivery Assurance Group (DAG) with regular updates to Members.  This work had been delayed due to the formal public engagement process relating to the EMRTS Service Review.


· In relation to the ICAP process, slides had been provided to Members relating to the work being undertaken by each health board and WAST and the impact this work had on handover delays.
· Formal approval of the EASC IMTP had been received from the Welsh Government maintaining the requirement for quarterly updates against progress.
· The IMTP Performance Improvements and Enablers Tracker was updated each month to monitor progress against each of the IMTP commitments.
· Quarter 2 updates had been provided against the Commissioning Intentions.  The EASC Team would discuss progress against these with each commissioned service.

Members RESOLVED to:
· NOTE the commencement of the work to develop a new long term strategy for NEPTS via the NEPTS DAG and the delay relating to the EMRTS Service Review
· NOTE the work undertaken being undertaken by each health board as part of the ICAP process and the impact this work has had on handover delays
· NOTE the Welsh Government approval of the EASC IMTP and the need for quarterly updates against progress
· NOTE the progress made against each of the IMTP commitments in the IMTP Tracker.
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	16. 
	FINANCE REPORT MONTH 6

The Month 6 finance report was received, no risks had been identified.

It was noted that WASTs balanced position continued to assume the full funding as per the IMTP, including the remaining balance of funding of £2m re additional staffing.  It was agreed that timely discussions would be required on this matter.

Members RESOLVED to: 
· NOTE the current financial position and forecast year-end position.
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	17. 
	EASC GOVERNANCE INCLUDING THE RISK REGISTER

The EASC Governance report was received. In presenting the report, Gwenan Roberts highlighted that:
· The Risk Register had been reviewed in line with the new Cwm Taf Morgannwg (CTMUHB) Risk Management Policy.  The register included information related to the ongoing system pressures and the impact on patients and the increasing risk of harm.
· The updated EASC Assurance Framework would be updated following agreement of the updated EASC Risk Register and presented to the EASC for approval in November. An updated version would be provided to Members at the next meeting.
· At the last EASC meeting on 19 September 2023, the Committee approved the updated model Standing Orders which had been circulated to health boards.
· A programme structure had been developed relating to the ongoing work to develop a new Joint Committee of the health boards for commissioning, with 5 work streams supporting the work. The current focus areas included the structure and functions of the new Joint Committee.
· An update on the ongoing work in relation to the investigation by the Welsh Language Commissioner was provided. The Commissioner had asked that changes be made to website software to ensure that Welsh and English languages are treated equally in website development and when publishing papers.  Digital Health and Care Wales (DHCW) had led the work, this new and innovative option was also available to other health boards on request to DHCW. The WL Commissioner has written to Paul Mears, CEO at CTMUHB (host body) and confirmed satisfaction of the actions taken and had closed the investigation.
· EASC key organisational contacts – Members were asked to note the contacts and continue to provide updates where applicable.
· The Draft NEPTS DAG Annual Report for 2022-2023, the Draft EMRTS DAG Annual Report for 2022-2023 and the Draft EMRTS and ACCTS Annual Report 2022-23 were received. Members were asked to note the contents. 

Members RESOLVED to: 
· ENDORSE the risk register and note the EASC Assurance Framework would be approved at the next EASC meeting
· NOTE the approval of the Model Standing Orders
· NOTE the work to develop a new Joint Committee for commissioning
· NOTE the completion of the investigation by the Welsh Language Commissioner
· NOTE the information within the EASC Key Organisational Contacts
· NOTE the Annual Reports for 2022-23 for the two subgroups – the EMRTS DAG and the NEPTS DAG
· NOTE the EMRTS and ACCTS Annual Report for 2022 –2023.
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	18. 
	FORWARD LOOK

The Forward Look was received and noted. Members were invited to make suggestions on suitable topics for ‘Focus on’ sessions. 

Members RESOLVED to APPROVE the forward look.               
	EASC Team




	19. 
	Any other urgent business (agreed in advance with the Chair)

There was none.

	EASC Team


	Future Meetings – Bi monthly

	20. 
	Date of next meeting – 14 December 2023 by Microsoft Teams or NCCU, Unit 1, Charnwood Court, Parc Nantgarw, Cardiff CF15 7QZ.
	








	Confirmed notes of the EASC Management Group Meeting held on 
19 October 2023
		Page 1 of 14



	EASC Management Group Meeting
14 December 2023



	Confirmed notes of the EASC Management Group Meeting held on 
19 October 2023
		Page 8 of 14



	EASC Management Group Meeting
14 December 2023



image1.jpeg
Pwyllgor Gwasanaethau
Ambiwlans Brys
Emergency Ambulance
Services Committee




