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1. SITUATION/BACKGROUND

1.1 The purpose of this report is to provide Members with an update on quality and safety matters for commissioned services currently being supported by the EASC Team.

Background

1.2 Members have previously received the Healthcare Inspectorate Wales (Welsh Ambulance Services NHS Trust) Review of Patient Safety, Privacy, Dignity and Experience whilst Waiting in Ambulances during Delayed Handover.

1.3 Whilst this was a review of the Welsh Ambulance Services NHS Trust (WAST) the nature of a number of the recommendations required a cross system response, as such this group agreed to establish a task and finish group to co-ordinate and lead this work. 

1.4 Members have also noted the undertaking of a review by the NHS Wales Delivery Unit into the Appendix B process for joint investigation of potentially serious adverse incidents to health boards from WAST where delayed ambulance handover is assessed to be the primary cause of the incident.

1.5 Recognizing the role EASC plays in collaboratively commissioning ambulance services in Wales, the NHS Wales Delivery Unit recommended that the EASC team lead a task and finish group to review the Appendix B process and make recommendations for improvement.  Again, this group agreed to establish a task and finish group to co-ordinate and lead this work.

1.6 In addition to these specific areas of work there has been a general growth in the demand and focus on quality and safety issues closely linked to the deteriorating performance position, this will be included in future versions of this report.







2. SPECIFIC MATTERS FOR CONSIDERATION BY THIS MEETING (ASSESSMENT) 

Healthcare Inspectorate Wales (Welsh Ambulance Services NHS Trust) Review of Patient Safety, Privacy, Dignity and Experience whilst Waiting in Ambulances during Delayed Handover

https://hiw.org.uk/local-review-welsh-ambulance-service-trust-delayed-handover 

2.1 This report provides an update on the HIW local review of the Welsh Ambulance Services NHS Trust.  The Review was published in October 2021 and made twenty recommendations that require action across organisational boundaries (WAST, health boards and Welsh Government).

2.2 A formal update to HIW was provided on 30 September 2022, outlining the positions of all health boards and WAST relating to each of the recommendations, members received this at their last meeting.  

2.3 Following feedback from HIW a further update was provided on a number of specific areas. HIW have now confirmed the acceptance of the progress to date. 

2.4 During 2023, the EASC Team will be required to develop a final output response for HIW on the recommendations. Input from Health Boards and WAST will be essential in the development of this. 

Analysis of ‘Appendix B’ reports submitted by the Welsh Ambulance Services NHS Trust (WAST) by the NHS Wales Delivery Unit

NHS Wales Delivery Unit Report on Appendix B 

2.5 Members have previously received updates on the progress with this work, and the pilot process is now firmly embedded with Health Board patient safety teams. Some colleagues are finding the new process time consuming, mainly due to the requirement of social and primary care input for some patients. 

2.6 There is a recognition from the Task and Finish Group members that the implementation of the pilot process will require ongoing support and evaluation. 

2.7 In order to support this Members of the group have requested that the group continues to meet to share learning and good practice, alongside evaluating the impact of the new process. EASC Management Group endorsed this approach at their last meeting (16 February 2023).  

2.8 A revised Terms of Reference for this group supported by the EASC Management Group is attached and Members are asked to APPROVE (Appendix 1). 

2.9 The general themes in relation to Nationally Reportable Incidents (NRI) mainly now focus on delayed response that has demonstrable patient harm and, in some cases, leads to death.

Development of a revised quality report

2.10 An overarching goal of EASC is to improve safety and reduce harm to patients who may need one of the commissioned services. To achieve the aspiration of having a quality-led commissioned service, reporting arrangements are being reviewed and a new, improved report will be developed and presented to a future EASC Management Group meeting prior to the Joint Committee. 

2.11 The report will capture improvement opportunities and initiatives across the six domains of quality for Emergency Ambulance Services, Non-Emergency Patient Transport Services and the Emergency Medical Retrieval and Transfer Service and will link to performance reporting and identifying harm across the system. 

2.12 The overarching quality attributes that will be reported on include: 

· Safe Care- A system level focus on reducing response times and handover delays and providing safe clinical outcomes 
· Timely Care - Monitoring and improvement opportunities for time critical incidents 
· Effective Care- The right call, at the right time to the right resource 
· Efficient Care - Services are supported to improve their skill mix and are also enabled to take part in the quality assurance cycle and research activity. 
· Equitable Care- The EASC team, health boards, WAST and EMRTS collaborate to ensure transparency and support equity of access and consistency in standards of care to patients across Wales 
· Person centred Care - is culturally embedded and supported by a common approach to assessing and managing people’s needs.

2.13 The revised report will aim to enable Members to have a system level focus on improving quality and safety for patients who require EASC commissioned services.

3. KEY RISKS/MATTERS FOR ESCALATION TO THE COMMITTEE

3.1 Members have regularly discussed the challenges in commissioning the provision of safe, effective and timely emergency ambulance services.

3.2 There has been a growth in the levels of adverse incidents, media interest, HM Coroner inquests and subsequent Regulation 28 reports Prevention of Future Deaths. 

3.3 Members should note that this is likely to increase as a result of the deteriorating performance and escalation position that has been seen since the autumn of 2021. 

3.4 The EASC team will continue to work with WAST and HB colleagues to understand the level of harm within the system and to develop additional processes for the committee to assure itself that it is discharging its statutory responsibilities for the planning and securing of emergency ambulances. 

3.5 Recognising recent industrial action may have impacted on levels of harm within the system, the EASC team will work with patient safety teams to fully explore and understand escalating and mitigating factors and initiatives. 

3.6 The EASC Risk Register has been updated to capture the harm and impact on patients.

4. IMPACT ASSESSMENT

	Quality/Safety/Patient Experience implications 
	Yes (Please see detail below)
	
	The aim of the report is to regularly receive and review information relevant to the quality, safety and ensuring the patient experience implications are captured within the commissioning processes.

	Related Health and Care standard(s)
	ALL are relevant to this report
	Equality impact assessment completed
	No (Include further detail below)

	Legal implications / impact
	There are no specific legal implications related to the activity outlined in this report.
	Resource (Capital/Revenue £/Workforce) implications / 
Impact



	There is no direct impact on resources as a result of the activity outlined in this report.
	Link to Commissioning Intentions

	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. 

	Link to Main WBFG Act Objective

	ALL are relevant


5. RECOMMENDATION 

5.1 The Emergency Ambulance Services Committee is asked to:

· NOTE the content of the report and the progress made by both Task and Finish Groups
· APPROVE the Terms of Reference for the Joint Investigation Group 
· NOTE the intention to continue the Joint Investigation Group to create an opportunity to feedback and evaluate the new process
· NOTE the impact of deteriorating performance and the resulting challenges in commissioning the provision of safe, effective and timely emergency ambulance services.
· NOTE the potential impact of industrial action on patient harm within the system
· [bookmark: _GoBack]NOTE the development of a new Quality and Safety report for future submission.
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