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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.

1.2 A revised quality report has been produced in line with the Duty of Candour and the Duty of Quality and reports around the six quality domains. This is attached as Appendix 1 to this report.

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

Safe Care 

2.1 Members will note that 20% of complainants received a response within 28 days against a target of 75% and this was due to increased demand and increased inquests. Mitigating actions have been identified to improve response rates in coming months. 

2.2 The theme from all six Serious Case Incident Forums related to delayed response and call categorisation. 

2.3 Members have received regular updates in regards to joint investigations and will note that there were 15 cases identified by WAST. The themes from joint investigations have been identified as delays in raising concerns, lack of clinical input and End of Life care planning. 

2.4 Work is ongoing with Welsh Risk Pool to explore improvement opportunities for the reporting of joint investigations. 

Timely Care

2.5 A review of the response to Red incidents has been undertaken by WAST. Discussions are ongoing with the CASC on the processes required for delivering improvements in red response.  

2.6 Members will note that 847 patients waited over 12 hours for a response in March compared to 329 patients in February. 





Effective Care

2.7 Members should note that the report details STEMI, return of spontaneous circulation (ROSC) and Falls patients, however future editions of this report will explore other clinical indicators. 

2.8 The care bundle for STEMI patients includes the administration of Aspirin, GTN, two pain scores completed and appropriate analgesia given. If each component is either met or has a valid exception, the bundle is delivered. Members will note that in March 35% of patients received the appropriate care bundle. 

2.9 The report details the number of Red incidents and the number of people whereby a resuscitation attempt was made and identifies ROSC rates to be at 14%.

2.10 Members will note that 4,271 incidents were categorized as ‘falls’ and of these 76% were 75 years or older. The longest time one of these patients waited on an ambulance outside a hospital was 23 hours and 40 minutes. 

Efficient Care
2.11 Members will note efficient care looks at the numbers of patients presenting into each system and those that have outcomes of ambulance or the emergency department (ED). Whilst 9,930 patients were conveyed by ambulance 8,668 people were advised to make their own way there by either 999 or 111. 

2.12 The report then details patients who self-presented at ED with a high triage category who could have benefitted from ambulance intervention, and goes on to identify triage categories of those patients who self-presented against those that were conveyed by ambulance and suggests there may be improvement opportunities in conveyance of low acuity incidents. 

Equitable Care

2.13 Members will note the distribution of advanced paramedic practitioners (APPs) and falls resources throughout Wales, future iterations will look into population density to obtain a more accurate analysis of equitable services. 
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2.14 Future reporting will include an atlas of variation for ambulance demand, however this section of the report identifies opportunities from throughout to support improvement.

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 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.

3.3 The EASC Risk Register has been updated to capture the harm and impact on patients at the present time.

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 
· DISCUSS the impact of deteriorating performance and the resulting challenges in commissioning the provision of safe, effective and timely emergency ambulance services.
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