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Emergency Ambulance Services Committee
Management Group

Thursday 14 December 2023
10:00am to 12:00pm

Via Microsoft Teams

Notes of the meeting


	[bookmark: _Hlk139888009]Members
	

	Stephen Harrhy			CASC (Chair)
	Hugh Bennett		WAST

	David Hanks			ABUHB
	Matt Cann	 		EMRTS Cymru

	Steve Bonser 			ABUHB
	Matthew Edwards		EASC T

	Geraint Farr			BCUHB
	Phill Taylor			EASC T

	Alexander Bridgman		CVUHB
	Sarah James		CTMUHB

	Stephen Powell			PtHB
	Alex Crawford		WAST

	In attendance
	

	Chris Turner			EASC
	Ricky Thomas		NCCU

	Lee Leyshon			EASC T
	Gwenan Roberts 		EASC T/NCCU

	Apologies
	

	Ross Whitehead			DCASC
	Adam Wright		CVUHB

	Hannah Roan 			SBUHB
	Chris Turley		WAST

	Mark Winter 			EMRTS Cymru
	Lee Brooks			WAST

	Sarah Perry 			HDUHB
	Mike Bond			CVUHB

	Richard Morgan-Evans		ABUHB
	Andrew Carruthers	HDUHB

	Rachel Marsh			WAST
	



	Item
	
	Actions

	1. 
	Welcome, Introductions & Apologies

Stephen Harrhy 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 19 October 2023 were confirmed as an accurate record of the meeting. 
 
	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):

· Return of Spontaneous Circulation (ROSC)
Meeting regarding ROSC to be arranged (Action Log). 

· Patients making own way to hospital
Work underway to incorporate the impact of patients making their own way to hospital in to the EASC Performance Dashboard (Action Log).

It was agreed that all other items were complete or included on the Agenda.

Members RESOLVED to: NOTE the action log

	Chair





EASCT



EASCT




	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 October 2023 were 7.7% lower than October 2022
· 7.4% reduction in incidents in October 2023 compared to October 2022
· Hear and Treat levels are 2.3% higher in October 2023 compared to October 2022
· Red incidents in October 2023 were 7.8% higher compared to October 2022
· Amber incidents in October 2023 were 6.1% higher compared to October 2022 
· Ambulance handover lost hours in October 2023 are 19.80% lower compared to October 2022 with improvements on a number of metrics (% handed over in 15 min and handovers over 4 hours) seen in 2023. Between September 2023 and October 2023 there has been a 18.4% increase in handover lost hours.  	
· The ongoing commitment of health boards to delivering the actions within ICAPs
· Statistical Process Control (SPC) charts – providing high level charts against a number of metrics for further discussion
· Resource utilisation and impact on ambulance performance, specifically the flow of ambulance resources between Cwm Taf Morgannwg (CTMUHB), Cardiff and Vale (CAVUHB) and Aneurin Bevan (ABUHB) health board areas, impacting on response within their area.  Further work being undertaken on this and would be presented at the next meeting (Action Log).

The Chair raised:
· Increasing pressure on the system resulting in a deterioration in ambulance performance in red and amber response 
· Pressure on Emergency Departments across the whole system
· At the recent Welsh Ambulance Services NHS Trust (WAST) Joint Executive Team (JET) meeting with Welsh Government (WG) – WAST were forecasting that red performance would be in the region of 45% which had not been well received
· A briefing report had been developed for the next meeting of the NHS Leadership Board which included:
· From the WAST perspective, further improvements to be achieved for hear and treat rates and an expectation that the work would be accelerated to achieve a level of 17% 
· WAST staffing levels expected to be strong over Christmas and into the new year
· On a health board by health board basis, organisations would be required to identify the top 2 issues for delivery within Integrated Commissioning Action Plan (ICAP) plans. 
These would not be new actions but would need to be reinforced to make more progress in local areas and clarify the benefits
· Other issues included adding more information into the weekly dashboard such as time to clinician and access to Same Day Emergency Care (SDEC) services 
· The NHS Executive would also be reviewing local escalation plans and the connection to WAST and seeking firm commitments for improvements to the plans
· Resources would be available to support ED discharge and transfer work from the Six Goals for Urgent and Emergency Care programme. 
Members noted a letter had been recently circulated indicating £10k or more could be available for each health board. Services would be accessed from third sector or private providers on a short term basis and the benefits and impact would need to be captured
· Learning from NHS England included referring to an ‘automatic handover’ (West Midlands and London ambulance services) where hospital would be required to automatically take patients; this was being closely monitored and potentially an opportunity to develop a Wales wide version of this, building on the work of the ICAPs
· Welsh Government (WG) officials would aim to advise Ministers of the ongoing attempts to improve the significant pressures in the system, preserving what was already in train and utilising the 2 local issues (each HB) from the ICAPs that would be concentrated upon for the greatest impact
· Aim to continue to work collaboratively to aid improving system pressures
· Specific concern about deterioration in performance at Betsi Cadwaladr (BCUHB), Aneurin Bevan (ABUHB) and Swansea Bay (SBUHB) health board areas. 
· Anticipated that all of the work would be in relation to the issues identified locally. Increased political issues would also increase the spotlight on health services.

Members raised concern about impact of industrial action in England and the potential effect in Wales.

Members RESOLVED to:
· NOTE the content of the report
· NOTE the Ambulance Services Indicators
· NOTE the information within the performance report
· NOTE the ongoing work regarding resource utilisation
· NOTE the inclusion of SPC Charts within EASC reporting. 

	






























EASCT












	7. 
	QUALITY AND SAFETY REPORT

The Quality and Safety Report was received. 

In presenting the report, Phill Taylor gave an overview of the background to the current position. 




Members noted:
· The significant challenge at WAST for complainants to receive a reply within 30 days to improve their performance against the 75% target in coming months, it is currently 21% (October)
· 16 cases identified by WAST as requiring joint investigation in October 2023. This joint process had been implemented in the last 12 months and would be reviewed in 2024 (Action Log)
· 51 National Reportable Incidents had been made by WAST to date; this was raised with WG officials at the Quality and Delivery meeting
· An increased number of patients were waiting over 12 hours for an ambulance response in October 2023 (677), members noted the month on month growth (July 425, August 554, Sept 609)
· Clinical indicators and compliance increased e.g. Stroke care bundle achieved for 76.4%
· Work had commenced on data outcomes and the data linking work would accelerate this; work to link to the deprivation index was also continuing and more information would be provided to Members, including the variation in services (Action Log)
· The return of spontaneous circulation (ROSC) rates was 17.1% which was believed reflected the impact of the CHARU service
· The number of patients that self-presented at ED with a high triage category, with 314 patients self-presenting at ED with a category 1 triage level (concern re missing earlier intervention)
· ‘Falls’ was the biggest reason for a 999 call in October.

Members noted: 
· The report shows the increasing pressure on the system was also impacting on the quality indicators and the effect on patient care
· There was more to do to ensure compliance with the Duty of Quality and Candour. Work was continuing in terms of the improvements required
· Improvement in ROSC rates as anticipated following the implementation of the CHARU service
· At the last EASC meeting an issue was raised in relation to HM Coroner’s inquests and a lot of issues had been raised for the system to consider, particularly the impact across Wales. There was a request at the last EASC meeting to coordinate a response and the EASC Team would be organising further work on this (Action Log)
· The high number of ‘falls’ continued to be a significant pressure on the whole system with patients attending hospitals (although often not admitted), there was a role for clinical hubs or similar local services and further work would take place with health boards to address local challenges (Action Log)
· Access to diagnostics was also identified as being really important particularly in relation to the impact on handover delays, further work would take place to ensure patient flow to diagnostic services and the consequential expectation of more effective release of vehicles (Action Log).

Independent Review by NHS England into patient safety concerns and governance processes at the North East Ambulance Service

Members noted:
· The review found themes emerging about governance, compliance with existing policies and procedures, openness, candour, judgement and timely communication. 
· There were also concerns emerging about the capacity of the ambulance trust to meet national waiting standards and the risks that that brings. In addition, there were also consistent messages in relation to the coronial processes.
· The EASC team would continue to work with WAST to ensure learning from such reviews had taken place (Action Log)
· The Welsh Ambulance Service Trust (WAST) undertake regular review of policies and procedures and new policies are developed in partnership and undergo vigorous governance procedures prior to approval and dissemination
· Any incident identified as moderate harm or above would be received at the Serious Case Incident Forum (SCIF). These forums are chaired by the patient safety team and each case is reviewed to identify next steps and gather a thematic analysis. It is here that cases are identified as a National Reportable Incident (NRI) or deemed appropriate for a Joint Investigation with the health boards
· WAST follow national guidance when undertaking review of concerns and complaints
· The ‘Speaking up Safely’ processes within WAST to ensure that staff are able to raise concerns and that the Board is sighted on issues
· Previous work with the Delivery Unit regarding joint investigation processes and no concerns had been raised.

Members RESOLVED to:
· NOTE the contents for assurance
· NOTE that the Joint Committee continue to monitor and seek assurance on these areas through its normal mechanisms.

	
















All













EASCT
























EASCT





EASCT




EASCT
















WAST/EASCT























	8. 
	IMMEDIATE RELEASE REQUESTS REPORT

The Immediate Release Requests report was received. Phill Taylor presented the report and highlighted:
· A meeting had taken place between health boards, WAST and the EASC Team to understand the challenges
· HB procedures had been discussed and evidence provided on specific incidents and there had been challenges made in relation to the reporting
· WAST information was also shared
· Processes had been reviewed from the initial request and how managed in ED, agreed, recorded and the outcome
· Agreements had been reached where improvements could be made and the process speeded up particularly for EDs
· Within the EDs lots of variation had been identified which included the knowledge of different staff; how requests were recorded and work was identified to review in order to find a consistent way to report 
· A number of recommendations had been developed for WAST and HBs and where data had been inaccurate this could be improved. For WAST in relation to their internal processes and HBs in relation to the recording of the request. An evaluation process would also be required to ensure the information was accurate (Action Log).

Members highlighted that a constructive meeting had been held with an aim to get to a solution, recommendations shared and further meetings planned.

Stephen Harrhy suggested that it would be really helpful to know the impact of the work in order to answer the ‘so what’ question of how this work would impact on red or amber 1 performance and what would this look like (Action log). It was recognised that a lot of work was required to understand the impact but this could aid greater buy-in across the system. 


Members felt it was important to ensure that the time spent on the work was as short as possible in the context of the ongoing pressures on all organisations recognising the inherent risks and pressures across the system.

Members RESOLVED to:
· NOTE the content of the report 
· ENDORSE the recommendations of the report.

	















All





EASCT








All








	9. 
	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 end of phase 2 of the formal engagement work. Members were reminded that the purpose of the review was to ensure that as many people as possible received the highly specialist critical care service; 2-3 people a day did not receive the service and there was identified underutilisation within the service.

Noted:
· Phase 1 lasted for 14 weeks
· Phase 2 lasted for 5 weeks
· Public meetings held in Phase 2, face to face and large meeting; virtual meetings
· Continued with the same format led by the Chief Ambulance Services Commissioner (CASC)
· Large meetings held with question and answer opportunities and simultaneous Welsh translation; all meetings were professionally recorded
· The EMRTS is a highly specialist and complicated service working in partnership with the Charity and difficulty of people in understanding the national nature of the service
· Information provided to the public was all bilingual and in various formats (factual, plain language, presentation etc)
· Phase 2 – factual information provided and no recommendation made
· Meetings with members of the public, politicians and pressure group leaders
· Opportunities for people to take part and worked with health boards leads and their teams for service change, communications and engagement
· All media requests obliged.
· SBUHB raised issues regarding the process at the last EASC Management Group in October (not detailed)
· CASC has attended board meetings at BCU and Powys.
· Ongoing dialogue with Llais and discussed in July, a session was planned for 15 November 2023 but Llais cancelled the meeting.
· Options appraisal process planned and members identified within HBs to represent
· Initial information from Llais said there were concerns and a letter was received on 29 November which recommended that the work would need to progress to a formal engagement / consultation process.
· The Llais recommendation would be considered at EASC on 21 December in order to progress with the plan to undertake the work to discuss the options
· A stakeholder update has been sent in line with Llais’ recommendation and has been captured by the media, initial responses suggest that the public feel that this work was being delayed unnecessarily.
· Ongoing risk of delaying service developments due to the impact on the patients
· The Charity had also responded and were also concerned about any delays to the process.

Members raised
· Concerns about the time delay and the impact on patients, arguably this could be considered an urgent service development
· Concerns that the Llais requirement for this work could have a significant impact on the changes required within health boards.

Members noted:
· Stephen Harrhy explained that this would be discussed at EASC and if this passed the test for consultation that this could have ongoing consequences for health boards
· concerns that people (unmet need) continued to not receiving the service
· It was important to continue to do the work planned to review the options and the option appraisal process to have a shortlisted and preferred option
· That HBs may need to endorse this work for the view and how this will be undertaken
· The impact on the Charity was significant and they fund 2/3 of the service and that further delays were unhelpful for them
· No formal response was agreed from Llais during the engagement periods. A further discussion was planned with Llais on 15 December 2023 where the impact on the Charity would be raised
Thanks was received from the EMRTS Team in relation to the work undertaken. The option appraisal stakeholder group would be convened in early January. A formal response to the letter from Llais would be provided following the EASC meeting.

Members were reminded that:
· From a financial planning perspective, this work aimed to  more effectively using the existing EASC commissioning allocation
· There was an impact on patients in terms of unmet need was across the whole of Wales, not just Mid and North Wales but particularly in South Wales
· This would inevitably involve closer working relationships between WAST and EMRTS
· To contribute to the process as this was an all Wales issue and affected the whole population of Wales.

Members RESOLVED to:
· NOTE the progress on Phase 2
· NOTE the approach to the options appraisal and the arrangements for individual Board consideration
· NOTE the recommendation by Llais and that the Committee will consider this in the meeting of 21 December 2023
· NOTE the risk to patients and under-utilisation levels across Wales
· NOTE the risk to the Charity
· NOTE the EASC Team continue to work with health board engagement, communication and service change leads throughout the engagement process.

	



















	10. 
	CHIEF AMBULANCE SERVICES COMMISSIONER REPORT

Stephen Harrhy gave an opportunity for members to raise any issues or pressing concerns about any matters. There were none.

	






	11. 
	HEALTH BOARD UPDATES

It was agreed that as there had already been a good conversation regarding the actions that would continue to be undertaken across the system there were no new items to add.


	

	12. 
	EASC Commissioning Update

The Draft Commissioning Intentions for 2024-25 were received. Matthew Edwards presented the report and highlighted the purpose of the Commissioning Intentions and the process undertaken to develop these.

Members noted:
· WAST would formally respond as an organisation
· New opportunities in terms of commissioning 111 services
· The financial planning assumption of a resource neutral envelope and anticipating the same uplift as Health Boards although recognise the severe financial position.

Members RESOLVED to:
· NOTE the role of Commissioning Intentions in setting out the strategic priorities of the Committee for the next financial year
· NOTE the focus of intentions on outcomes, value, quality and safety of service delivery with a view to ensuring reasonable expectations for the ongoing improvement of commissioned services
· NOTE the Commissioning Intentions for Emergency Medical Services for 2024-25 
· NOTE that Commissioning Intentions for both Non-Emergency Patient Transport Services and the Emergency Medical Retrieval and Transfer Service will be discussed at the respective Delivery Assurance group
· NOTE that Commissioning Intentions will be approved by EAS Committee.

	

	13. 
	FINANCE REPORT MONTH 7

Members noted the projected break-even position.

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

	

	14. 
	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.

Members noted:
· The programme was beginning to wind down and would become part of another programme of work
· The evaluation of the roster review was outstanding (Action Log)
· Right sizing and would need to run a temporary relief gap
· EMSC reconfiguration – roster review and boundary changes to be considered
· Good progress with CHARU, gap of 28.5 FTEs, expected to be closed in Qtr 1 2024-25, progress to be reported at the next meeting (Action Log)
· Sickness at just below 9% was much higher than anticipated (6%)

Stephen Harrhy noted:
· Clear set of 5-6 areas of activity to deliver on
· Important not to be complacent and maintain focus.

Members RESOLVED to:
· NOTE the report.

	








WAST

WAST






WAST







	15. 
	ACTIONS TO MITIGATE AVOIDABLE PATIENT HARM IN THE CONTEXT OF EXTREME AND SUSTAINED PRESSURE ACROSS URGENT AND EMERGENCY CARE

The report was received and was presented by Hugh Bennett.  The purpose of this report was to provide EASC Management Group with the latest patient harm mitigation report from WAST, as presented to WASTs Trust Board meeting in November 2023. An overview was provided in terms of strategic actions taken by the WAST Board.

Members noted:
· The action plan which also constituted the Trust’s Winter Plan
· Various operational and tactical actions
· the longer term strategic actions
· Weekly meetings were taking place
· Levels of harm
· The number of patient cancellations with an impact elsewhere in the system
· Impact of handover lost hours and the ability to respond
· Comparative information on handover levels.

Stephen Harrhy thanked WAST for the helpful report and highlighted some opportunities within the report for health boards to work more closely together. 
It was suggested that trajectories and assumptions would be helpful for future iterations of the report (Action Log). As far as the ICAPs and the Commissioning Frameworks were concerned it was believed that the key issues were being captured. The report would be added as a standing item for the agenda (Action Log).

Members RESOLVED to:
· NOTE the report
· CONSIDER whether there were any further actions available to mitigate patient harm.

	

























WAST




WAST







	16. 
	WAST INTEGRATED MEDIUM TERM PLAN (IMTP) 2024- 2027
The WAST IMTP presentation was received. Alex Crawford presented and gave an overview of the content which included:
· Engagement and design work already undertaken including performance intelligence, capacity and risk
· Work around strategic development plan
· Work to be undertaken regarding priorities for years 2 and 3
· Financial pressures
· Commissioning landscape, the role of ICAPs and move to Joint Commissioning Committee arrangements
· Key strategic service change programmes
· Corporate risks
· CEO roadshow feedback
· Plans to address challenges
· Alignment with Six Goals FOR Urgent and Emergency Care Programme, key goals including protecting emergency 999 resource and ensuring flow within the system
· Working with partners.

Members agreed:
· Further iterations of WAST IMTP to be brought to future meetings (Action Log)
· Continued work with planning colleagues
· Need to ensure close alignment between health boards, WAST and EASC IMTPs.

Members RESOLVED to:
· NOTE the information presented.



	























WAST

	17. 
	WAST STAKEHOLDER BRIEFING

Stephen Harrhy reported that WAST had sent out an interesting stakeholder briefing which had not been discussed prior to its release.  Members noted that there had been some political interest in the briefing and that a response would be prepared by the CASC.  Members were asked to forward any comments as the briefing would also be discussed at the EAS Committee.

Members RESOLVED to:
•	NOTE the update.

	





ALL

	18. 
	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 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.
· Work was continuing to develop a new Joint Committee of the health boards for commissioning, with 5 work streams supporting the work.
· EASC key organisational contacts – Members were asked to note the contacts and continue to provide updates where applicable.

Members RESOLVED to: 
· NOTE the risk register and the EASC Assurance Framework would be approved at the next EASC meeting
· ENDORSE the information within the EASC Key Organisational Contacts
· NOTE the key Organisational Contacts for presentation at the next EASC meeting
· NOTE the ongoing work to deliver the new Joint Commissioning Committee.




	
















All












	19. 
	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




	20. 
	Any other urgent business (agreed in advance with the Chair)

There was none.

	EASC Team


	Future Meetings – Bi monthly

	21. 
	Date of next meeting – 22 February 2024 by Microsoft Teams or NCCU, Unit 1, Charnwood Court, Parc Nantgarw, Cardiff CF15 7QZ.
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