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	Review Recommendations

	Recommendation

	Health boards, and Welsh Government should consider what further actions are required to make improvements regarding the patient flow issues impacting on delayed patient handover. This may include consideration of whether a different approach is required by WAST, health boards, and social care services within Wales, to that taken to date in tackling this system-wide problem.

	Action
	Responsible Officer
	Timescale

	Since the submission of the original response to this recommendation a number of additional actions have been implemented. 

The Emergency Ambulance Services Committee Action Plan (EASC Action Plan) has been revised.  The revised plan has been endorsed by the committee as well as NHS Leadership board as the single plan for monitoring actions and improvements for ambulance services in Wales. 

The plan included actions for WAST, Health Boards and Joint Actions. The plan is updated on a monthly basis and submitted to Welsh Government and EASC Members and is received at each meeting of the joint committee and its management group. Additionally the CASC is required to provide regular updates to the NHS Leadership Board. 

The plan includes a range of performance and activity measures as well as agreed improvement trajectories. The plans form the basis for Welsh Government discussions with organisations on their urgent and emergency care performance during the Integrated quality, planning and delivery meetings (IQPD) and Joint Executive Team meetings. 

A key element of the EASC action plan are individual Health Board handover improvement plans, these are now regularly monitored and developed through fortnightly tripartite meetings with the Chief Ambulance Services Commissioner and senior operational representatives from Health Boards and WAST.



The Six Goals for Urgent and Emergency Care
£25m recurring national funding has been made available to support Health Boards and NHS Trusts to deliver the ‘six goals’. Some of this additional funding will support the development of three models of care alongside a range of other actions:
· A national ‘111 First’ model – to signpost via 111 people who believe they need to access urgent or emergency care services to the right place, first time. This will include an enhanced online offer, seek to better manage demand in the community or schedule people into arrival time slots at the best place for their needs.
· ‘Urgent Primary Care Centres’ – to safely assess or treat people with urgent primary care needs quickly and effectively without the need for a GP appointment or presentation at an Emergency Department, enabling staff in those services to focus on people with complex or emergency care needs respectively; and
· ‘Same Day Emergency Care’ services to support people who need a face-to-face assessment, diagnostics and / or treatment to return home on the same day where it is clinically safe to do so.

On the 21st of April 2022 the Welsh Health Circular on Direct Paramedic Referral to SDEC was published. A number of health boards have already enabled this access in line with their roll out of SDEC and ongoing monitoring of the scale and impact of this is being monitored by the 6 goals programme. 

	Stephen Harrhy, Chief Ambulance Services Commissioner 
	Ongoing 












	Recommendation

	WAST should engage with health board representatives to ensure there is improvement in practice between ambulance crew and emergency department staff to ensure the dual pin process is consistently followed, and ensure Welsh Government reporting data is accurate.

	Action
	Responsible Officer
	Timescale

	The dual PIN process has been reviewed and an engagement exercise has been undertaken. This involved the re-write of original documentation and a presentation for both WAST and ED staff. Local meetings were then established and a six week trial followed. The trial identified some behavioural issues which could be addressed individually, therefore it was agreed that this process would be rolled out nationally. The same process was undertaken across all DGHs, to re-roll out the process and re-energise with staff. This process has been ongoing for a few months and the next step is for a WAST manager and a senior ED nurse to undertake a ‘Perfect Day’. WAST will  process map the ‘perfect patient journey’ to ensure the opportunity for learning and improving is taken full advantage of from a system wide perspective.  
Whilst this process will improve the accuracy of Welsh Government reporting data, the next phase of ePCR roll out is being reviewed and may provide other opportunities to capture handover data which may be more accurate.
	Sonia Thompson, Assistant Director of Operations, WAST
	Q4 



	Recommendation

	Health boards should consider the benefits of the introduction of specific roles within their EDs that have the aim of improving process of the handover of patients from ambulances.

	Action
	Responsible Officer
	Timescale

	As part of the health board handover improvement plans, a number of health boards have either introduced or plan to introduce a number of new roles to support the handover process. These roles will be reviewed through the ongoing monitoring of handover improvement plans and measures of success will be shared nationally.
Examples include a Float Nurse positon in CTMUHB who’s role includes assisting WAST staff in tending to patients needs including provision of refreshments. 
And 
HDdUHB refreshing the responsibilities for nursing staff in delivering fundamentals of care for patients whilst in an ambulance.
	Stephen Harrhy, Chief Ambulance Service Commissioner 
	Ongoing

	Recommendation

	Health boards must ensure that appropriate representation is present at WAST Serious Clinical Incident Forum meetings, to aid with the timely management of concerns and service improvement.

	Action
	Responsible Officer
	Timescale

	The Trusts Patient Safety team now meet each Health Board on a monthly basis regarding cases that have been discussed at the Serious Case Incident Forum (SCIF) and are passed to a Health Board under Appendix B of the Framework for the investigation of Patient Safety Serious Incidents. These meetings are diarised, and the relevant staff members are present to discuss the cases in full. The maturity of the meetings are at various stages with each Health Board with Cardiff and Vale being the most mature and setting the example for other Health Boards to follow. Meetings have taken place with each Health Board to discuss the process.

Each appendix B submission is now accompanied by a letter from the WAST CEO to the Health Board CEO 

On behalf of the NHS Wales Delivery Unit, the EASC team are currently facilitating a National task and finish group with all health boards and trusts within Wales, to review the Framework for the Investigation of Patient Safety Serious Incidents which includes the Appendix B joint investigation process. 

Three workshops have taken place and a revised process has been developed which includes a joint meeting between respective organisations, a draft ToR is currently in circulation amongst the group which outlines who should attend and what should be discussed at these joint meetings. 

A replacement Appendix B referral form is being reviewed and this process will be embedded within the National Patient Safety Reporting policy and process moving forward.

The group will continue to meet following the implementation of the revised process to continually monitor the implementation and success of the revised process over the next 12 months. 

	Ross Whitehead, Deputy Chief Ambulance Services Commissioner 
	Q3 






	Recommendation

	If and where local standard operating procedures are absolutely necessary, WAST and health boards must together ensure that ambulance crew are familiar with the handover policy for that ED.

	Action
	Responsible Officer
	Timescale

	ePCR roll-out was completed by the 30th March 2022 with all Welsh Emergency Departments now receiving digital handovers. The roll out to English Emergency Department sites continues. Work is ongoing to embed best practice with the ePCR and ensure the application is being used to its optimum.  An ePCR Clinical Reference Group has been set up to agree future changes to the application and the web-based portal.  
The process for arrival at an ED is outlined within the induction process for ambulance staff and usually facilitated by the Duty Operational Manager. 
During the HIW task and finish group we have discussed using posters in the interim to ensure crews are made aware of local process as soon as they arrive at each ED. Further work on enacting this will be picked up through the fortnightly handover improvement tripartite meetings.
	Stephen Harrhy, Chief Ambulance Services Commissioner  
	Q3 



	Recommendation

	WAST and health boards need to ensure that when delays occur, patients and their relatives or carers should be kept fully informed of the reasons and the progress being made in resolving them.

	Action
	Responsible Officer
	Timescale

	A fundamentals of care workshop took place whereby each UHB and WAST were well represented. 

It was agreed that fundamentally patients and their relatives should be kept informed of what is happening to them at all times, this becomes more difficult as demand increases at an emergency department. Currently variation exists in how information is communicated, however it was identified that details of Next of Kin are taken / confirmed using various forms of documentation by both nursing and WAST staff.

Attendees agreed that staff from WAST and each UHB need to work collaboratively to ensure patient safety and develop a consistent approach to improve communication methods.

A follow up workshop will take place in November to re-assess progress in this area. 
	Ross Whitehead, Deputy Chief Ambulance Services Commissioner
	Q3 



	Recommendation

	WAST and health boards across Wales should ensure patient feedback is obtained regularly to understand their experiences of long waits on board an ambulance, in order to inform improvement.

	Action
	Responsible Officer
	Timescale

	A fundamentals of care workshop took place whereby each UHB and WAST were well represented. 

During the workshop it was identified that there was variation in practice across Wales and that a collaborative approach is required to achieve equity of approach. A one Wales solution for capturing patient experience is now available Health Boards and WAST are currently working with the provider to tailor the system to their needs.  
A follow up workshop will take place in November to re-assess progress in this area

	Ross Whitehead, Deputy Chief Ambulance Services Commissioner
	Q3



	Recommendation

	WAST and all health boards across Wales must work together to identify a consistent approach in providing timely investigations and treatment for patients on board ambulances, to enable ambulance crews to be released quickly.

	Action
	Responsible Officer
	Timescale

	A fundamentals of care workshop took place whereby each UHB and WAST were well represented. 

During the workshop it was understood that variation exists across Wales. It was confirmed that most sites support their staff to undertake various treatment and assessments on the back of an ambulance, however it was noted several times that this is not best practice due to space, inability to monitor, IPC, risk of duplicating due to different sets of documentation. 

A follow up workshop will take place in November to re-assess progress in this area.
	Ross Whitehead, Deputy Chief Ambulance Services Commissioner  Whitehead, Deputy Chief Ambulissioner
	Q3






	Recommendation

	Both WAST and health boards must ensure that ambulance crew and ED staff work collaboratively to ensure patient privacy and dignity is maintained, and patients are always provided with the opportunity to use private toilet facilities where appropriate, in a dignified manner whilst waiting on board an ambulance during delayed handovers.

	Action
	Responsible Officer
	Timescale

	A fundamentals of care workshop took place whereby each UHB and WAST were well represented. 
All UHB’s and WAST agreed that patient privacy and dignity should be paramount at all times during an urgent or emergency care presentation. There were several discussions about roles and responsibilities and it was felt that this may be outside of the scope of practice of some staff, however no patient should be denied assistance from any healthcare professional / NHS employee who is with the patient. 
The health boards agreed they need to ensure appropriate facilities and resources are available to support all staff to deliver assistance to patients.

A follow up workshop will take place in November to re-assess progress in this area
	Ross Whitehead, Deputy Chief Ambulance Services Commissioner  
	Q3



	Recommendation

	During prolonged handover delays, WAST and health boards must work collaboratively and consistently, to minimise the risk of skin tissue damage for patients.

	Action
	Responsible Officer
	Timescale

	A fundamentals of care workshop took place whereby each UHB and WAST were well represented. 
During the workshop it was identified that there was variation in practice across Wales as and that a collaborative approach is required to achieve equity of approach. This work is ongoing. 
A follow up workshop will take place in November to re-assess progress in this area
	Ross Whitehead, Deputy Chief Ambulance Services Commissioner  
	Q3





	Recommendation

	WAST should work with health boards to ensure that patients nutritional and hydration needs are consistently met whilst waiting in the back of an ambulance due to delayed handovers.

	Action
	Responsible Officer
	Timescale

	A fundamentals of care workshop took place whereby each UHB and WAST were well represented. 

During the workshop it was identified that there was variation in practice across Wales and that a collaborative approach is required to achieve equity of approach. This work is ongoing. 

A follow up workshop will take place in November to re-assess progress in this area
	Ross Whitehead, Deputy Chief Ambulance Services Commissioner  
	Q3



	Recommendation

	WAST should consider how ambulance crew and patients can be supported to achieve and maintain high standards of hygiene and IPC, in particular during periods of delayed handovers for patients on board an ambulance.

	Action
	Responsible Officer
	Timescale

	A fundamentals of care workshop took place whereby each UHB and WAST were well represented. 
During the workshop it was identified that there was variation in practice across Wales and that a collaborative approach is required to achieve equity of approach. This work is ongoing. 
A follow up workshop will take place in November to re-assess progress in this area

	Ross Whitehead, Deputy Chief Ambulance Services Commissioner  
	Q3









	Recommendation

	WAST and health boards must ensure there is absolute clarity, consistency and understanding between both ambulance crew and ED staff, as to where the responsibility and accountability lies for patient care on board an ambulance following triage, until transferred into the ED.

	Action
	Responsible Officer
	Timescale

	Health Boards and WAST are clear that overall accountability lies with the Health Board, however this may not be clear to staff on the front line and does not override individual professional accountability.

Barriers such as clinicians feeling they aren’t insured to assess patients on the back of ambulances have been discussed.

Welsh Risk Pool have provided the following statement 'Staff engaged in NHS care of patients are indemnified in line with the all-Wales policy on indemnity and insurance. This extends to locations and settings which are not routinely or traditionally experienced by staff.’

The improved process for the join investigation of patient safety incidents is anticipate to support the understanding of accountability in this area.  

	Stephen Harrhy, Chief Ambulance Services Commissioner
	Ongoing











	Recommendation

	WAST and health boards must review and continuously monitor their staff establishments, in order to ensure appropriate levels of staff are maintained at all times.

	Action
	Responsible Officer
	Timescale

	WAST are currently in the roll out phase of revised rosters across each station in Wales. These rosters more accurately match capacity to demand. In addition to this WAST are currently in the process of recruiting an additional 100 WTE operation staff following further investment. 

WAST are required through their commissioning intention to regularly review, model and forecast demand and capacity requirements. 

Health Boards advised they have established rosters which have been developed in accordance with anticipated demand. The systems used to capture each Roster varies and tools used to predict demand were limited. 

ABUHB: Routinely review establishments, Grange University Hospital (GUH) received significant investment into the nursing establishment.  

BCUHB: Emergency Care within BCU has received substantial investment in front door staffing with recruitment process underway for nursing and medical staff. Clear actions from own HIW visit that there must be staff available to undertake the triage aspects across all sites

CTMUHB: Ongoing work to review ED nursing establishment and shift pattern. This work is being monitored through the health board handover improvement plan. 

CVUHB: Work with WAST to identify periods of peak demand, with a focus on managing sickness to be able to respond to patient demand.  Have begun to undertake forecasting work around demand – to reduced requirement to be reactive. 

HDdUHB: Recently undertaken a review of all ED establishments using the BEST tool [tool used to review staffing establishments in EDs nationally] in light of the current acuity and throughput across ED sites.  Report currently being formulated with a view to being taken to the Board.  Difficulty in appointing to some roles, alternative roles and innovation being explored. 

SBUHB: Reviewed staffing levels in line with BEST model with workforce paper now developed for consideration by Executives and the Board.  Work ongoing around attendances and peak demand to ensure higher levels of staffing during these periods.  Looked at alternative roles including dedicated staff working along ambulance corridors to support triage, REACT and patient flow coordinators to manage the workload in relation to nurse staffing
	Individual Organisations 
	Ongoing



	Recommendation

	WAST should consider how initiatives already introduced can be made consistently available to all ambulance crew across Wales. In addition, consideration should be given to how the welfare and support available to ambulance crews can be further improved.

	Action
	Responsible Officer
	Timescale

	This work remain ongoing in response to the ongoing pressures within the system. 

Occupational health and Welfare provision is made as accessible as possible, through communications using various platforms, including YAMMER and Siren (internal communication system).  Also, via posters, meetings, Teams Groups, roadshows etc.

Information about TRiM is automatically sent to all staff involved in potentially difficult jobs in contact centres and to road crews. 

All new starters, or those changing roles, are made aware of the offer though Induction. 

It has been noticeable in the past 20 months, that the service has become extremely busy offering increasing support to both staff and managers and this has resulted in WAST investing heavily in increasing the size of the OH&W establishment to meet demand. 

Access to the service has increased and new providers have been sourced where it has been evident that some previous providers were not able to meet the requirement.
	Catherine Goodwin, Assistant Director Inclusion, culture and Wellbeing, WAST 
	Ongoing






	Recommendation

	WAST must ensure that the support for staff mental well-being is consistent across Wales, and that staff are routinely referred when appropriate and aware of how to access support if required.

	Action
	Responsible Officer
	Timescale

	This work remain ongoing in response to the ongoing pressures within the system. 

Occupational health and Welfare provision is made as accessible as possible, through communications using various platforms, including YAMMER and Siren (internal communication system).  Also, via posters, meetings, Teams Groups, roadshows etc.

Information about TRiM is automatically sent to all staff involved in potentially difficult jobs in contact centres and to road crews. 

All new starters, or those changing roles, are made aware of the offer though Induction. 

It has been noticeable in the past 20 months, that the service has become extremely busy offering increasing support to both staff and managers and this has resulted in WAST investing heavily in increasing the size of the OH&W establishment to meet demand. 

Access to the service has increased and new providers have been sourced where it has been evident that some previous providers were not able to meet the requirement.
	Catherine Goodwin, Assistant Director Inclusion, culture and Wellbeing, WAST
	Ongoing










	Recommendation

	WAST should ensure that appropriate training is provided to ambulance crew in providing care to patients on board an ambulance, during prolonged periods of handover delays.  


	Action
	Responsible Officer
	Timescale

	A fundamentals of care workshop took place whereby each UHB and WAST were well represented. 
During the workshop it was identified that there was variation in practice across Wales and that a collaborative approach is required to achieve equity of approach. This work is ongoing. 
A follow up workshop will take place in November to re-assess progress in this area

	Ross Whitehead, Deputy Chief Ambulance Services Commissioner  
	Q3



	Recommendation

	 WAST must ensure all relevant staff are fully aware of the escalation process in place should a patient’s health deteriorate, in order to minimise risks to patient safety.

	Action
	Responsible Officer
	Timescale

	The standard operating procedure for Escalating a Deteriorating Patient was reissued to WAST staff on the 14th of July 2022. 
The SOP is available to all WAST staff through the Trust Intranet, and via the JRCALC + App accessed by staff through the individual issued iPads or personal devices. 
	Andy Swinburn, Director of Paramedicine, WAST 
	Complete



	Recommendation

	WAST must provide HIW with evidence of its assessment of the effectiveness of the escalation process.

	Action
	Responsible Officer
	Timescale

	Work is ongoing as part of the embedding of ePCR within the organisation to develop automated reports based on set parameters of deterioration to continually monitor the impact of the SOP.

	Duncan Robertson, Assistant Director research, audit and service improvement  
	Ongoing 



	Recommendation

	WAST must do more to ensure that its staff feel able to, and are confident in raising concerns. It must also ensure that robust processes are in place to share the learning with staff following incident investigations, in order to improve quality and safety of patient care.

	Action
	Responsible Officer
	Timescale

	This work is ongoing. 
A Task and Finish Group is in place to deliver this work and progress is being monitored through the WAST People and Culture Committee. 
Staff can continue to raise concerns through the traditional routes of line management and escalation set out in the All Wales Procedure for Raising Concerns, and through the sensitive issues function in Datix whilst the framework is in development

	Trish Mills, Board Secretary, WAST 
	Q4 




