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Emergency Ambulance Services Committee
Management Group

Thursday 21 April 2022
10:00am to 12:00pm

Via Microsoft Teams

Notes of the meeting


	Members
	

	Ross Whitehead (Chair)		EASC T 
	Nicola Johnson			SBUHB

	Hugh Bennett			WAST
	Claire Nelson			CTMUHB

	Steve Bonser			ABUHB
	Chris Turley			WAST

	Lee Brooks  			WAST
	Meinir Williams 			BCUHB

	Andrew Carruthers		HDdUHB
	Craige Wilson			SBUHB

	Stuart Davies		        	EASC
	Mark Winter 		        EMRTSCymru

	Matthew Edwards			EASC T
	Adam Wright			CVUHB

	David Hanks			ABUHB
	Rachel Marsh			WAST

	In attendance
	

	Chris Turner			EASC
	Richard Baxter			NCCU

	Ricky Thomas		        EASC/NCCU
	Lee Joseph  			Delivery Unit

	Apologies
	

	Stephen Harrhy (Chair) 	EASC T
	Kath Smith				ABUHB

	Alex Crawford			WAST
	Karen Stapleton			SBUHB

	Gwenan Roberts		        EASC/NCCU
	Jonathan Watts			CVUHB



	Item
	
	Actions

	1. 
	Welcome, Introductions & Apologies

In Stephen Harrhy’s absence, 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 24 February 2022 were confirmed as an accurate record of the meeting.
 
	Chair

	3. 
	Declarations of Interest

There were no new declarations of interest.  It was noted that members will soon be contacted regarding the usual annual declarations of interest.

	Chair

	4. 
	Action Log 

The action log was received and noted.  Members noted that the majority of outstanding actions would be addressed during the course of the agenda items, with the exclusion of:
· Welsh Ambulance Services NHS Trust (WAST) sickness levels – as clarified in the WAST Integrated Medium Term Plan (IMTP), a comprehensive action plan was in place with updates provided to WAST Executives on a fortnightly basis
· WAST roster changes – included under agenda item 9
· WAST efficiencies (including post production lost hours etc) – this was still being worked through, update included within the EASC Action Plan appended to the CASC Report (agenda item 10)
· Major trauma presentation - circulated following the previous meeting
· CHARU (Cymru High Acuity Response Unit) – presentation to be circulated and time to be allotted at future meeting regarding its purpose and function
· National Escalation Framework - circulated during the meeting
· WAST seasonal planning and modelling - forecast for Quarter 1 circulated during the meeting 
· EASC team and WAST to secure an appropriate settlement for 2022-23 – agreed that this was complete

Members RESOLVED to: 
· NOTE the action log
· AGREED to close the actions as per the discussion.

	Chair




























Chair

	5. 
	Matters Arising 
There were no matters arising.

	Chair

	Key items for discussion
	

	6. 
	NHS WALES DELIVERY UNIT APPENDIX B REPORT

Lee Joseph from the NHS Wales Delivery Unit’s Quality & Safety Department attended to present the report on the analysis of Appendix Bs.  Members were advised that the Welsh Ambulance Services NHS Trust Framework for the investigation of Patient Safety Serious Incidents (SIs) had been in place since July 2019.  The Framework included a process for referring incidents to health boards for investigation where handover delays had been determined to be the primary causative factor. This process was referred to as Appendix B.
Appendix B reports were routinely copied to the Delivery Unit (DU) when submitted to the relevant HB/Trust in keeping with the current Framework arrangements.  However, analysis by the DU had shown there was currently no correlation between the potential incidents of patient harm outlined within the Appendix Bs and national patient safety incident reporting to the Welsh Government. This suggests there was a breakdown somewhere in the process of local investigation and national patient safety incident reporting, after Appendix Bs had been generated.  Members noted that whilst not all incidents where an Appendix B report had been generated would reach the threshold for national reporting, in accordance with the Welsh Government (WG) National Patient Safety Incident Policy, i.e. severe harm or death; assessment of the information contained within the Appendix B reports did make it highly likely that preventable harm, including severe harm and/or death could occur, but were not being reported nationally and or potentially investigated appropriately in accordance with national regulations and policy.

The NHS Wales Delivery Unit had undertaken an analysis of the Appendix B reports submitted under the Framework between 14 June 2021 and 31 November 2021 and the report provided the detail of the Delivery Unit’s approach and findings from the analysis.

During this period, the DU was copied into 85 Appendix B incidents with the findings presented in Table 1 of the report.  The data indicated that the window of opportunity to provide medical assistance to seriously unwell patients in the community, classed as Amber 1 calls, was being routinely missed and likely on the balance of probability to be a causative factor in the timing of patients suffering harm, some were alive at the initial call but deceased upon arrival 6.5 hours later (on average).

It was noted that the most common contributory factor detailed in the Appendix B was handover delays, where WAST resources were delayed in handing over patients upon at hospital sites in keeping with nationally agreed handover timescales and that no WAST organisational or operational contributory factors were identified in any of the 85 cases reviewed.



Members noted that the report raised a number of concerns related to the approach of health boards to Appendix B investigations and the onward requirement for national reporting indicated the high likelihood that incidents of avoidable patient safety harm and death were not being adequately investigated and reported nationally, and in keeping with either the previous WG national policy and guidance regarding patient safety incidents, or the updated policy since 14 June 2021.  Members noted that the Framework was no longer in keeping with national policy requirements and work was underway (by the DU) to provide individualised reports per organisation.

Members noted:
· this was another example of the current pressure within the system and the need to work together across the whole system
· the work did not intend to apportion blame and was supporting the need to move away from the current focus on performance towards effectively capturing the patient harm and improving the patient experience
· further discussions including with the WAST Team would be welcomed
· that the offer of the transition case had been made by WAST in order to provide additional resources into the system to mitigate the harm and mitigate risks to patients across the system
· the recommendation to set up a Task and Finish Group to develop the new process required to comply with the policy direction 
· there was crossover with the work of the recently established other Task & Finish Group to respond to the Healthcare Inspectorate Wales Review of Handover Delays
· the importance of the appropriate representation from all organisations
· the work would not resolve all issues across the system but would ensure that there is an agreed, effective and appropriate process in place

Members RESOLVED to:
· NOTE the content of the report and the discussion 
· ENDORSE the recommendations of the report namely:
· To establish a Task and Finish Group to revisit the joint investigation framework and to ensure the process was fit for purpose and consider how best to reflect current national policy regarding patient safety incidents
· The EASC Team coordinate the Task and Finish Group to reflect the commissioning arrangements between WAST and Health Boards & Trusts
· Support the process provided by the DU to ensure alignment with national policy requirements
· Comply with governance arrangements – WAST and EASC would update their relevant Committee/Board
· the NHS Delivery Unit Quality and Safety Team would seek assurances from Nurse Directors/HB that they had assessed all their Appendix B Reports since June 2021 to determine if they had met the national reporting patient safety threshold.

	

































	7. 
	CHALLENGES TO THE RESET AND RECOVERY OF AMBULANCE SERVICES

The Chair facilitated a discussion around the approach to be undertaken by EASC in the reset and recovery of emergency ambulance services. The key challenges for ambulance services were noted including:
· the increasing proportion of immediately life threatening incidents
· more frequent, higher levels and longer durations of escalation periods
· loss of military support reducing operational capacity
· high sickness levels
· lost capacity through handovers and post-production.

In terms of performance it was noted that:
· call answering times were increasing with mutual aid required from other services
· deteriorating response performance (the last time red response of 65% achieved was July 2020; amber median responses in excess of 60 minutes since June 2021 [currently approaching 120 minutes] and amber 95 percentiles in excess of 8 hours for the last 2 months)
· handover delays were continuing to grow month on month (in excess of 24,000 hours in March 2022, 271 patients waiting more than 10 hours for handover).

A summary of the quarter 1 forecast was discussed and it was noted that reasonable levels of amber response were only achieved at high levels of escalation (clinical safety plan level 4a) within the reasonable worse-case scenario.


Members noted the significant challenges presented and the need to agree a plan from a commissioning perspective. Members were asked how the EASC team could provide support to the health boards as commissioners and what options should be explored in terms of increased recruitment and capacity. Members were asked to clarify the health boards’ expectations for the commissioned services.

Rachel Marsh raised the need to work together to develop alternatives and different pathways across the system and offered to engage with each health board to develop local plans that respond to the needs of the local population and the challenges being faced by each health board.  Recognising the long term nature of system-wide improvements, it was noted that this offer could be as part of a temporary or long term solution.

Members agreed the need to work together to develop the required alternative pathways and to explore new initiatives and new roles that respond to the needs of the local population, such as new roles that reduce the impact of long waits in the community for fallers ensuring a speedier response, minimising patient harm and improving the patient experience.

From the commissioning lens, Members recognised:
· similar challenges being faced across the system (workforce, discharge etc)
· the scale of the challenge and the need for system reset and recovery
· the need to make efficiencies
· that there was a need to make evidence-based commissioning decisions, to identify opportunities for service re-design and also to specify services that should be standardised across Wales
· the need to make decisions in the context of the recently submitted IMTPs and the financial plans within
· the need to work within the resources available.

Members agreed that it would be helpful if the EASC team could support the Committee to develop both interim solutions in the short term and to make system improvements in the longer term, these would need to be evidence-based and be shown to have a real impact.


Members agreed the value in working together locally or regionally to consider and map out the challenges being faced and to develop the evidence-base with an aim to demonstrate improved outcomes for our populations and to improve the services across the wider system.

It was stated that the forecasting and modelling for stage 3 of the EMS Demand and Capacity work illustrated the impact of reduced conveyance on lost hours or the impact of remote clinical assessment prior to dispatch for example, would help to provide evidence and would help to identify the opportunities. Opportunities to augment this with health board input such as Physician Triage, Assessment and Streaming (PTAS) were also noted. 

It was agreed that work would now be undertaken to formalise this work in local groups in order to identify the opportunities that will have the greatest value and where evidence could demonstrate the required impact. 

It was noted that whilst the discussion focussed primarily on emergency ambulance services it was noted that some of the principles also related to non-emergency patient transport services.

Members RESOLVED to:
· NOTE the key principles of the discussion
· PROGRESS the work to identify the opportunities that would have the greatest value and where evidence could demonstrate the required impact
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Added to the Forward Look
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	8. 
	UPDATES FROM HEALTH BOARDS

Members provided updates for each organisation:
· Betsi Cadwaladr (BCUHB) – high community transmission ongoing with continuing impact on hospital services including (i) an impact on flow (not impacting Intensive Care, but in terms of the size of the challenge it was noted that there were 320 patients currently in a BCU hospital that should be discharged and (ii) an impact in terms of short notice staffing issues across the medical, nursing and domestics workforce – with a significant reliance on agency staffing.  While this year had been tough, it was noted that planning was indicating that next year would be tougher.  The ongoing significant impact on planned care and waiting lists was noted by all.

· Hywel Dda (HDdUHB) – reported a similar picture to BCUHB with the impact of high community transmission on the workforce, not just COVID, with sickness much higher than predicted with mitigation proving challenging.  It was noted that urgent action was needed and that an urgent internal risk summit had been arranged for the health board to be followed by a wider whole system approach involving local authorities etc. A point was raised around the size of the demand for services across the health board with a different pattern now being experienced.  It was agreed that further analysis would be undertaken with the WAST Forecasting & Modelling Group.  

· Aneurin Bevan (ABUHB) – similar workforce issues were reported and it was stated that numerous actions were being worked through to make the most effective use of resources and to improve flow.  Implementation of same day emergency care services was reported for July ensuring a significant increase in capacity for walk-in patients.  It was stated that the relationship between the health board and WAST was excellent and issues were worked through as they arose.  It was noted that the IMTP did not include a balanced plan.

· Cardiff and Vale (CVUHB) – common issues were reported including an impact on elective care due to the ongoing impact of the pandemic and the opening of phase 1 of same day emergency care services which had helped to reduce pressure at the front door with phase 2 to follow in May.  It was reported that the submitted IMTP did not include a balanced plan, that work was ongoing to close the gap by the end of Quarter 1 and that subsequently it would be difficult to consider further investments.

· Cwm Taf Morgannwg (CTMUHB) – It was reported that the submitted Annual Plan did not include a balanced financial plan and that many meetings had been held and would continue to be held with Welsh Government officials. It was noted that work was ongoing in terms of frailty and primary care and that existing levels of NEPTS services had been extended to the end of May.  There was no update re same day emergency care services.

· Swansea Bay (SBUHB) – similar themes reported to other organisations including a major constraint being the number of clinically optimised for discharge patients, three times higher than this time last year.  

It was also noted that the business case for the acute medical services redesign programme including the single medical take at Morriston Hospital was being progressed with a target of the autumn, this included a comprehensive same day emergency care service.  The impact of the investment made in community services in terms of reducing length of stay and demand at the front door was noted.  It was agreed that further engagement would need to be undertaken with WAST (both emergency medical services and non-emergency patient transport services) as the health board develops its implementation plan and engagement process.
 
Stuart Davies highlighted that several health boards had submitted unbalanced financial plans and also updated members on the sources of central funding that were becoming available including for example value-based healthcare, improved patient pathways and outcomes and other service improvements.  It was noted that bids were generally required from health boards for this funding and it was suggested that health boards could work with WAST to develop bids and secure funding, with Betsi Cadwaladr UHB noted as having already approached WAST to do this.

Members RESOLVED to:
· NOTE the updates provided by Health Boards and the actions to work with WAST in specific areas.
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	9. 
	IMPLEMENTATION OF THE EMERGENCY MEDICAL SERVICES (EMS) OPERATIONAL TRANSFORMATIONAL PROGRAMME (EMS DEMAND AND CAPACITY REVIEW)

Good progress was reported in terms of recruitment, the implementation of the roster review project and the estates strategy. The next steps included the clinical contact centre reconfiguration and the work around efficiencies including the managing sickness programme and reducing post production lost hours.

Members RESOLVED to:
· NOTE the reports and discussion.






	









	10. 
	CHIEF AMBULANCE SERVICES COMMISSIONER REPORT

The report from the Chief Ambulance Services Commissioner (CASC) was received. In presenting the report, Ross Whitehead specifically highlighted the fortnightly meetings currently being held by the CASC involving the Chief Operating Officers (COOs) and WAST Director Operations and the team to review the progress of handover improvement plans and to mitigate any issues experienced.

Members were also reminded of the impact of social distancing as a result of the pandemic on seat capacity within NEPTS vehicles.  It was noted that the NEPTS team had been working locally and nationally to review the Infection Prevention and Control (IPC) guidance in place and that recently agreed changes would support increased capacity per vehicle, however this would not return to pre-pandemic levels in the short term. 

It was stated that with demand at 85% of pre-Covid levels, no continuation of non-recurrent central, the retraction of the additional health board resources and staff abstractions due to Covid, the service would not have adequate resources available to cover all journey requests made.

To mitigate this the service has developed a prioritisation system with greatest priority afforded to patients requiring transport for renal dialysis and oncology treatment.  Discharges and transfers would also be prioritised in order to maintain system flow.

Colleagues had been asked to contact a member of the NEPTS team for further clarification or to understand the impact on their area in more detail. In addition, a daily report on cancelled journeys by health board and journey type would be provided in order to understand the impact on local systems.

Members were also requested to be mindful of the impact of the reset and recovery of planned care on local NEPTS services and to maintain contact with their local NEPTS team in advance.  It was noted that there would be a ‘focus on’ session on NEPTS at the May meeting of the EASC Committee.

Members RESOLVED to:
· DISCUSS and NOTE the information within the report.
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	11. 
	EMERGENCY MEDICAL SERVICES (EMS) COMMISSIONING FRAMEWORK

Following recent sessions and discussions, it was noted that the proposed approach to commissioning emergency ambulance services had been developed by the EASC team in response to the feedback received from health boards (as commissioners of ambulance services). The feedback suggested that the framework should provide clarity for health boards regarding the commissioning of core service provision versus services that were considered transformational but were ultimately optional within the commissioning arrangements. 

It was suggested that in moving forward the committee adopt a framework approach that clearly articulated the CAREMORE® requirements for core and transformational service provision including the opportunities for health boards to align their operational management of urgent & emergency care demand.

This approach would provide clarity to commissioners on the use of their resources to deliver the expectations of the Joint Committee and would also allow the development of different and optional transformational service offered within each health board area to address the specific needs of the local population. 

It was agreed that further discussions would be held with the WAST team as the approach was developed to ensure the required value, benefits and outcomes were realised.

Members noted that this approach would require a period of lead in time in order to develop the required frameworks.  An update would be provided at the next meeting.

Members RESOLVED to:
· NOTE the approval by the EASC Committee of the development of a framework that separated core service provision and transformational services
· NOTE the extension of the interim arrangements until the May committee meeting, as approved by the Joint Committee at its March meeting.



	

	12. 
	HEALTHCARE INSPECTORATE WALES (HIW) TASK & FINISH GROUP

Following approval at an earlier meeting, the HIW Task & Finish Group had been established to deliver the recommendations of the HIW review. Good clinical and operational representation was noted from each organisation at the inaugural meeting held on 6 April 2022.

The first meeting focused on providing the background and context to members, ensuring appropriate membership and establishing the process to be undertaken ensuring the timely coordination and delivery of each recommendation.  It was noted that the whole healthcare system had a role and part to play in addressing the issues highlighted and the need for a concerted approach to overcome these.

The group focused on Recommendation 13 and the need to clarify the responsibilities between both ambulance crew and emergency department (ED) staff, as to where the responsibility and accountability lies for patient care on board an ambulance following triage, until transferred into the ED.  Work was underway and would be reported back to the group at its next meeting on 4 May.

It was agreed that the agreed national position would provide the basis for progressing and delivering against each of the other recommendations at subsequent meetings.

A stakeholder workshop would also be held at the end of May to focus on the fundamentals of care elements of this work. The Terms of Reference for the group was received and approved.

Members RESOLVED to:
· NOTE the establishment of the HIW Task & Finish Group as approved at the last meeting
· [bookmark: _GoBack]NOTE the first meeting held 6 April 2022
· APPROVE the terms of reference
· NOTE the initial focus on Recommendation 13 and how this would provide the basis for progressing and delivering against each of the other recommendation.





	

	13. 
	AMBULANCE SERVICE INDICATORS
Members received the update on the Ambulance Service Indicators.  It was noted that the existing Ambulance Quality Indicators were developed and implemented in 2015 and were published quarterly in arrears on both the EASC website and via StatsWales.

The Ambulance Service Indicators would allow a greater breadth of data collection in a more timely manner (monthly).  The implementation of these would allow the EASC Team and stakeholders to view, implement and adapt to change based on up to date information. 

It was also noted that additional measures were also being taken to provide stakeholders (where possible) week on week monitoring to complement the existing arrangements. Concerns were raised by the Team from WAST in relation to the changes proposed and asked for more opportunity to discuss further before Members were asked to endorse the new ASIs. This was agreed.

Ricky Thomas reported that this was the first proposed major change to the indicators since their inception and would require some lead time to establish the process.  It was agreed that the EASC team would now work with WAST colleagues to transition to the new arrangement but that existing arrangements will continue in the meantime. An update on progress would be provided at the next meeting.
	
After discussion Members RESOLVED to:
· NOTE the ongoing work to develop the Ambulance Service Indicators

	























EASC Team / WAST

	14. 
	FINANCE REPORT MONTH 12
The month 12 finance report was received. Members noted that there were no specific issues to raise.

Members RESOLVED to:
· NOTE the current financial position and forecast year-end position.







	

	15. 
	EASC GOVERNANCE INCLUDING THE RISK REGISTER
The EASC Governance report was received. Matthew Edwards  presented the report and highlighted:
· Annual Governance Statement – which provided assurance to the LHBs and in particular to CTMUHB as the host body, in relation to EASCs governance and accountability arrangements
· EASC Risk Register – noting the three red risks
· EASC Management Group Annual Report – providing an overview of the business undertaken by the EASC MG.  Members were asked to confirm that the membership on page 8 reflected the current position for all organisations, and this was confirmed.  Members noted that the Effectiveness Survey would be further developed as a short questionnaire and would be sent by email shortly.
· EASC Audit Recommendations Tracker – Members noted that all recommendations would be completed by July 2022.

Other key risks and matters for escalation were noted including the increased levels of clinical risk, unprecedented levels of handover delays and significant concerns re patient safety across the system.

Members RESOLVED to:  
· ENDORSE the draft EASC Annual Governance Statement prior to submission for approval at the EASC Committee meeting in May 2022
· NOTE the updates relating to red performance 
· ENDORSE the risk register
· ENDORSE the draft EASC Management Group Annual Report including the Terms of Reference prior to submission for approval at the EASC Committee meeting in May 2022 (including confirming that the membership for all organisations is correct and up to date)
· NOTE the progress with the actions to complete the requirements of the EASC Standing Orders
· NOTE the progress on the recommendations of the Internal Audit on EASC Governance.

	

	16. 
	FORWARD LOOK
The Forward Look was received and noted. As always, members were invited to make suggestions on suitable topics.

Members RESOLVED to:
· APPROVE the forward look.

	EASC Team




	17. 
	Any other urgent business (agreed in advance with the Chair)

Ross Whitehead noted that it was Meinir Williams’ last meeting and thanked her on behalf of the group for her consistent attendance, support and input over recent years.

	EASC Team


	Items for information

	18. 
	Members were advised that the EASC IMTP, WAST IMTP and Commissioning Intentions Update were included with the papers for information.
 
	

	Future Meetings – Bi monthly

	19. 
	Date of next meeting –16 June 2022 by Microsoft Teams or
NCCU, Unit 1, Charnwood Court, Parc Nantgarw, Cardiff CF15 7QZ.
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