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	Purpose of the Emergency Ambulance Services Committee Report

	The purpose of the report is to update the Committee on the Amber Review Implementation Programme. 


	Governance

	Link to the Commissioning Agreement
	The Committee’s overarching role is to ensure its Commissioning Strategy  for Emergency Ambulance Services utilising the five step patient pathway outlined within the National Collaborative Commissioning Quality and Delivery Agreement and the related outcomes for each care standard aligned with the Institute of Healthcare Improvement's (IHI) ‘Quadruple Aim’ are being progressed. 
This report focuses on all the above objectives, but specifically on providing strong governance and assurance. 

	Supporting evidence
	The Collaborative Commissioning Quality and Delivery

Framework for Emergency Medical Services

	Engagement – Who has been involved in this work?

	WAST; EASC; Health Boards


	Emergency Ambulance Services Committee Resolution to: 

	APPROVE
	
	ENDORSE
	
	DISCUSS 
	
	NOTE
	√

	Recommendation 
	The Emergency Ambulance Services Committee is

asked to:
· NOTE the update of the Amber Review Implementation Programme. 

	Summarise the Impact of the Emergency Ambulance Services Committee Report

	Equality and diversity
	There are no implications arising directly from this report.

	Legal implications
	There are no implications arising directly from this report.

	Population Health
	The delivery of the recommendation will provide and improved level of ambulance services for the population. 

	Quality, Safety & Patient Experience 
	Ensuring the Committee and its Sub Groups make fully informed decisions is dependent on the quality and accuracy of the information presented and considered by those making decisions. Informed decisions are more likely to impact favourably on the quality, safety and experience of patients and staff.

	Resources
	Identified within the report.

	Risks and Assurance 
	Identified within the report.

	Health & Care Standards
	The 22 Health & Care Standards for NHS Wales are mapped into the 7 Quality Themes:

Staying Healthy; Safe Care; Effective Care; Dignified Care; Timely Care; Individual Care; Staff & Resources

http://www.wales.nhs.uk/sitesplus/documents/1064/24729_Health%20Standards%20Framework_2015_E1.pdf 

The work reported in this summary and related annexes take into account many of the related quality themes in particular timely care.

	Workforce
	Identified within the report.

	Freedom of information status
	Open 


AMBER REVIEW IMPLEMENTATION PROGRAMME
1.
   SITUATION / PURPOSE OF REPORT

The purpose of the report is to update the Committee on the Amber Review Implementation Programme.
2.  BACKGROUND / INTRODUCTION 

The Amber review was published on the 6 November 2018. The Minister for Health and Social Services has accepted the findings of the Review and set his expectations that the recommendations are delivered at pace.  
An update on the Programme progress was provided to the Welsh Government on the 4 June 2019 by the Minister for Health and Social Services. 
3.   ASSESSMENT / GOVERNANCE AND RISK ISSUEs
	
	
	WORK TO DATE
	WORK  PLAN

	RECOMMENDATIONS

	R1
	Measures of quality and response time should continue to be published although they need to reflect the patient’s whole episode of care
	· AQI continue to be published

·  NCCU is contributing, alongside other NHS organisations, to developing whole system stroke measures
	· AQI data set is being reviewed through 2019 to ensure it better reflects whole system care delivery 

· New measures will be piloted this winter. 

	R2
	Measures should be developed in collaboration with patients
	· NCCU is working in partnership with the stroke association to ensure any measures developed are appropriate for public use


	· NCCU will work with WAST to ensure the EMS part of the stroke whole system pathway is progressed and published  

· NCCU will work with the WAST patient engagement team and other stakeholders to identify opportunities for new more relevant measures  

	R3
	There should be a programme of engagement to ensure clarity on the role of emergency ambulance services and how calls are prioritised and categorised
	· NCCU is working with the WAST patient engagement team to build on their extensive extant work to understand what matters to patients   

· NCCU is developing a patient engagement programme with WAST 
	· Ongoing development of patient engagement programme. 

· NCCU and WAST will identify opportunities, in partnership with PHW and WG, for national and local engagement events or campaigns  

	R4
	NHS services in Wales must improve and simplify their offering of alternative services


	· The WAST Chair is undertaking an audit of extant alternative pathways  
	· The NCCU and EASC will utilise this audit to identify opportunities to improve the use of effective alternative pathways 



	R5
	There must be sufficient numbers of clinicians in the contact centres to ensure patients receive the most appropriate level of care.
	· The establishment of Paramedics and Nurses working on the Clinical Support Desk has expanded from 30 to 41 WTEs. Additionally the funding provided for 5 WTE Senior Clinicians (Supervisors). 
	· WAST and NCCU will work in partnership to understand the optimum contact centre staffing level and skill mix to maximise benefits to WAST and the wider unscheduled care system 

	R6
	The ambulance service must ensure that planned resources are sufficient to meet expected demand.
	· WAST has commissioned a demand and capacity review across the ambulance services control functions and front line operations
	· Findings from the demand and capacity review will be shared at EASC and with WG

	R7
	The ambulance service must deliver against its planned resource.


	· WAST have demonstrated improvement in the delivery of resources, against its plan, over the last 12 months. 

· NCCU has in  place monitoring systems to maintain focus on front line delivery 
	· WAST are exploring opportunities to expand front line recruitment

· NCCU monitoring systems will be maintained 

	R8
	Health Boards must take appropriate actions to ensure that lost hours for ambulances outside hospitals reduce.


	· There has been reductions in lost resources due to handover delays across a number of sites in Wales.

· Some sights have seen deterioration or no improvement in resources lost

· The NCCU is now working with SBUHB to enable improvement at specific sites  

· The DU is now working to enable improvement across specific sites  

	· Improvement plans will be developed at specific sites to decrease hours lost to handover delays 

· Handover delays will continue to be monitored and reported by NCCU and WG

	R9
	The longest waits for patients in the community must reduce.


	· In order to improve patient choice and reduce anxieties WAST have introduced a ‘script’ to be followed by call takers at times of escalation stating: “We are currently experiencing a large number of life-threatening emergencies and the ambulance may take up to 2 hours to get to you. Is there any way you can arrange alternative transport?” 

· The absolute longest waits demonstrated by the Amber Review have reduced although unacceptably long waits still exist. 
· The NCCU is in the final stages of agreement with WAST on a 12 month improvement trajectory for reduction of the longest waits 
· WAST have introduced internal processes to improve focus on those with the longest waits
	· Agreement of the improvement trajectory will be agreed by the end of June 2019. 

· Script use will be monitored and reviewed and, if positive impact is detected, then use at other times, then during escalation, will be explored

	FURTHER WORK 

	FW1
	Health boards and the Welsh Ambulance Service should work together to ensure the current alternative services to hospital admission are being effectively used.
	· The WAST Chair is undertaking an audit of extant alternative pathways  
	· WAST to undertake an audit of extant alternative pathway use to identify underused pathways, inoperable pathways and successful pathways

	FW2
	The role of the clinical support desk within the wider unscheduled care system should be reviewed
	· WAST and NCCU are working in partnership to ensure the impact of the clinical desk is able to be measured and monitored effectively 
	· NCCU to work with NWIS to understand representations into the wider unscheduled care system for those patients supported by the clinical desk 

	FW3
	A review should be undertaken by the Chief Ambulance Services Commissioner to support the Welsh Ambulance Service to maximise front line staff availability.
	· WAST and NCCU are agreeing details of a resource review to understand extant and historical front line resource investment 
	· NCCU will develop monitoring systems to maintain focus on front line investment

	FW4
	A review should be undertaken by the Chief Ambulance Services Commissioner to support Health Boards to minimise lost hours to handover delay
	See R8 above

	FW5
	The Chief Ambulance Services Commissioner will develop and implement a long wait reduction programme
	See R9 above

	FW6
	The Integrated Information Environment should be used to identify opportunities for improvement within the unscheduled care services

	· The NCCU is attempting to work with NWIS to develop integrated data sets


	· NCCU is exploring opportunities to develop internal capability to undertaking integrated data set development   

	FW7
	Understand the change in activity and explore opportunities for improvement in: 

· number of calls

· patient cancellations 

· re-categorisation 

· refusals of treatment and transportation
	· The NCCU and WAST are exploring opportunities to enable the NCCU to access WAST data to identify opportunities for improvement 
	· Through IMPT and the commissioning intention process, continuous improvement opportunities will be agreed   

	FW8
	There should be a review of the Serious Adverse Incidents reported and Regulation 28 notices received over the most recent winter to ensure lessons are learnt and shared.
	· WAST have undertaken a review of incidents from winter 2018

· WAST continues to investigate incidents and REG 28 notices 

· NCCU and WG are establishing a new Q&D meeting 
	· NCCU will ensure learning from the incident review are embedded into practice 

· NCCU will continue to ensure organisational learning from incidents 

· The new Q & D meeting will maintain focus on incident prevention, understanding and learning 

	FW9
	The NPUC should work with nursing homes to help reduce calls by providing lifting equipment and training 

	· NCCU worked in partnership with WG/ WAST/ NHSSSP to issue 561 care home lifting devices between December 2018 and March 2019

· The care homes were also offered  (and majority attended) training in ISTUMBLE (falls checklist)  

· 40 care homes with no lifting policies now have ‘mechanical lift’ polices 

· An phone application has been developed to support ISTUMBLE 

· Early indications are that a reduction in care home fall calls and conveyances has occurred 
	· The impact of this lifting device issue will be monitoring to ensure maximum impact is delivered

	FW10
	A review should be undertaken to understand the impact of a trained mental health professional working in the contact centre
	· WAST have trained 410 members of staff in mental health to date. 

· WAST MH lead and NCCU are liaising with other areas of the UK to understand the impact of MH professionals in the control room

· WAST continues to promote MH crisis team referral pathway 

· WASAT are renewing their MH strategy 
	· WAST and NCCU continue to explore opportunities for direct referral to ICAN and other MH urgent care services 

· WAST and the NCCU are exploring opportunities for WAST to utilise extant MH telephonic advice services



	FW11
	There is required a better understanding of the demand from those with substance misuse, drug or alcohol issues and transient mental distress on ambulance and the unscheduled care system
	· An MH access review is underway to understand demand from persons with substance misuse and /or mental distress on EMS
	· Opportunities for WAST to improve its services for those in mental distress will be explored through EASC 


4.   RECOMMENDATION

Members of the Emergency Ambulance Services Committee are asked to; 

· NOTE the update to the Amber Review Implementation Programme.
	Freedom of information status
	Open
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