Management response action plan for Welsh Ambulance Services NHS Trust local review: Review of Patient Experience whilst Waiting in Ambulances during Delayed Handover
	Review Recommendations

	Recommendation 1

	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

	The Emergency Ambulance Services Committee (EASC) is the statutory body responsible for the planning and securing of emergency ambulance services in Wales. 

At the EASC meeting on 9 November 2021 a discussion in relation to performance was held and specifically discussed handover delays (minutes of the meeting attached at appendix 1 page 4). 

Commitments were made at the meeting and added to the EASC Action Plan (December 2021) was received at the meeting and is attached at appendix 2. This session built on the work of the Ministerial Ambulance Availability Taskforce examining handover delays. 

As part of the ongoing work the EASC Action Plan is reported to the Minister for Health and Social Services and Welsh Government officials on a monthly basis (specific section on handover delays at page 7). The EASC Action plan includes: Enhancing ambulance capacity; Winter Forecast; System Escalation; Patient cohorting; Handover delays; Demand and capacity review update; remote clinical support; physician triage, assessment and screening, mental health; same day emergency care; specialist advice and guidance and utilisation.

The EASC Action plan is received at each EAS Joint Committee meeting and also at the EASC Management Group its sub committee and all meetings are represented by senior staff from health boards. The next EASC Management Group will take place on 24 Feb 2022.

Following the EAS Joint Committee on 9 November 2021, the Chief Ambulance Services Commissioner (CASC) sent an email out to all members highlighting the agreed actions at the Committee meeting (attached as appendix 3).

The EASC Management Group meeting in February will receive the HIW Action plan alongside the EASC Action Plan and progress in specific areas will be agreed, captured and monitored.

The CASC and the EASC Team meet on a monthly basis with the WAST team to discuss more operational matters and specifically on patient safety matters. WAST have reported that a meeting has taken place with Assistant Directors of Nursing in relation to the recommendations of the report. A national workshop is planned to address recommendations 6, 7,9, 10 and 11 and will be facilitated by the EASC Team.

The EASC Team also meets on a bi-monthly basis with Welsh Government officials to scrutinise the EASC Action plan and to ensure progress against actions. 

Also, the CASC meets with the Welsh Government officials on a quarterly basis for the quality and delivery meeting and discusses handover delays as a key priority area.

The CASC attends the monthly Chief Operating Officer’s meeting and handover delays and actions are regularly discussed. 

All lines of communication will be continued to monitor progress although understandably system pressures have led to some meeting cancellations including EASC and its sub groups. It is expected that this situation will improve in line with the national covid response.
	EASC Team – Ross Whitehead Deputy Chief Ambulance Services Commissioner
	As per action plan
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Q1 - 2022

	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	



	Recommendation 2

	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

	Accepted by HIW

The Trust recognise the importance of an effective hospital handover in ensuring reporting data is accurate. The Trust will review the current dual PIN handover process, seeking to identify inconsistent practices across Health Boards. The Trust will explore alternative approaches, including opportunities arising from the commencement of the electronic patient care record (ePCR). A Trust wide standard operating procedure will be developed, articulating the standard expects of staff involved in a handover process. 

Additional progress added since initial response 
Emergency Departments within NHS Wales have highlighted the necessity of improved practice for the dual-pin process and are self-assessing themselves with their local current processes and identifying actions. (See EDQDF Briefing Note – Sections 4 & 6 appendix 4)

EDQDF is a key immediate priority within Goal 4 of the Urgent and Emergency Care  Six Goals Programme Board and identified within the soon to be published Urgent and Emergency Care Six Goals Handbook as a priority for 2022-23; the Six Goals Handbook is expected to receive Ministerial endorsement shortly. EDQDF presentation included at appendix 5. Slide 24 provides key information in relation to ambulance services at emergency departments and slide 29 demonstrates the imminent work to undertake a stocktake to understand where each ED is against ‘what good look like’ which has been developed by emergency department front line staff and WAST.
	 
	

	
	
Sonia Thompson: Assistant Director – EMS (WAST)





Julian Baker / Sian Ashford (EDQDF Programme)
	
Q1 2022/23







Q1 2022/23




	Recommendation 3

	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

	Currently there is ongoing work as outlined in the EDQDF Briefing Note Sections 6 & 7, a summary of the suite of roles which Emergency Departments have identified could be supportive of Ambulance Handover.

	Julian Baker / Sian Ashford EDQDF Programme with each UHB
	Q1 2022/23

	EDQDF is a key immediate priority within Goal 4 of the Urgent and Emergency Care Six Goals Programme Board and identified within the soon to be published Urgent and Emergency Care Six Goals Handbook as a priority for 2022-23; the Six Goals Handbook is expected to receive Ministerial endorsement shortly.

Each health board will be required to produce an EDQDF improvement plan to include ambulance handover delays. Progress against this will be monitored via the programme governance arrangements established for the Urgent and Emergency Care Six Goals Programme and normal Welsh Government quality and delivery arrangements with health boards if necessary.

The CASC is a member of the Welsh Government Quality and Delivery Board and will ensure that escalation via the Q&D arrangements occur
	Julian Baker / Sian Ashford EDQDF Programme with each UHB






Stephen Harrhy – Chief Ambulance Services Commissioner 
	Q1 2022/23









Q4 2021-22

	A number of health boards have introduced additional roles to their Emergency Departments, As part of its work around improving handover delays and on behalf of EASC the EASC management will review the introduction of these roles and the impact on the handover process.  
	Ross Whitehead – Deputy Chief Ambulance Services Commissioner 
	Q1 – 2022/23

	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	



	Recommendation 4

	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

	Accepted by HIW

The Trust’s Head of Patient Safety, Concerns and Learning will liaise with all Health Boards and Velindre NHS Trust to review and update the key roles and names of key people in Health Boards that will be single points of access for WAST. This will ensure that there is clarity of who to contact within organisations, and that there is appropriate and consistent attendance from Health Boards at meetings related to patient safety, concerns and learning, including the Serious Case Incident Forums (SCIF).

Whilst the Trust welcome attendance from Health Boards at SCIF, in some circumstances the practicalities of doing so must be recognised. Occasionally, the Trust may convene an additional SCIF at short notice when it is assessed as necessary. It should also be recognised that cases are discussed from across Wales and not limited to individual Health Board areas. The Trust will engage and propose that all Health Boards commit to regular monthly meetings with the Trust Patient Safety Team to review cases; whilst this currently happens in some Health Boards, this is not standardised across all Health Boards.
	

Mark Cadman: Head of Patient Safety, Concerns	and Learning (WAST)
	

Q3 2021/22



	Recommendation 5

	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

	At the next EASC Management Group representatives will be asked to confirm what actions are being undertaken within their local areas. Some health boards have already outlined actions within their local plans which have been received by health board sub committees.
The EAS Joint Committee will in turn be updated on the progress made until completion.

The importance of safe systems of work, particularly for handover is essential. The health boards have worked together through the development of the emergency department quality and delivery framework to describe what good looks like for a handover process, a high level model of care. A care standard 2 (EDQDF) – the emergency department will have proactive processes and 2c ‘will have dedicated systems in place’ (appendix 4). The EDQDF should lead to how health boards commission their emergency departments. Compliance with this will be monitored in line with the recommendations above (Six Goals) 

This will be discussed at the EASC Management Group.  

WAST support a national, standardised approach for hospital handover; local standard operating procedures should be utilised only where a local factor has been identified, clearly defined, and communicated effectively across the system. In the absence of a nationally agreed handover process, locally developed procedures are designed in collaboration between WAST and Health Board colleagues via regular meetings between both parties. 
.
WAST have incorporated, as part of the electronic patient record (ePCR), the ATMIST tool which provides a brief summary of key clinical findings that can be used to structure the content of the handover.  In addition, there is the ability to record the name of the receiving clinician and the time of handover. A signature can be captured to confirm handover has taken place. As part of the roll-out of the ePCR, this section will be emphasised for routine use.

All relevant information from HB action plans and WAST will be discussed at the EASC Management Group meeting in February 2022; progress will be captured across Wales
	EASC Team – Ross Whitehead Deputy Chief Ambulance Services Commissioner
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EASC Team – Ross Whitehead Deputy Chief Ambulance Services Commissioner
	24 Feb 2022





















24 Feb 2022



	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	



	Recommendation 6

	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

	WAST have reported that a meeting has taken place with Assistant Directors of Nursing in relation to the recommendations of the report. A national workshop is planned to address recommendations 6, 7, 9, 10 and 11 and will be facilitated by the EASC Team.

EASC management group will incorporate the outputs of this workshop into their handover improvement work.
	Wendy Herbert WAST and Ross Whitehead (EASCT)
	Q1 - 2022

	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	



	Recommendation 7

	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

	HIW Accepted
	
	

	

The Trust operates a continuous engagement model with patients, families and communities. To date, we have frequently captured patient stories on the effect of handover delay on patients, which have been shared within the Trust and with Health Board partners. We will continue to capture such patient feedback and stories, seeking to influence improvement efforts from system partners, in relation to hospital handover delays.

Happy or Not terminals are available within each ED in Wales to capture patient experience, to date they have not been used to our knowledge to capture patient experiences on ambulances – however they have the capability to do so (ipad type units) and it could be piloted if a UHB / WAST believe it would be of benefit which will be considered by the EDQDF Support Clinic.

Additional progress added since initial response 
WAST have reported that a meeting has taken place with Assistant Directors of Nursing in relation to the recommendations of the report. A national workshop is planned to address recommendations 6, 7, 9, 10 and 11 and will be facilitated by the EASC Team.

EASC management group will incorporate the outputs of this workshop into their handover improvement work.

	
Wendy Herbert: Assistant Director of Quality and Nursing

Sian Ashford (EDQDF)







Wendy Herbert WAST and Ross Whitehead (EASCT)
	


Q3 2021/22 


Q3 2021/22







Q1 - 2022









	Recommendation 8

	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

	Health Boards have been asked by the Chief Ambulance Services Commissioner (CASC) to provide improvement plans for ambulance handover at each site in Wales, this work will be reviewed and co-ordinated by the EASC management group in February 2022. 

The EASC Management Group will further consider this action in view of the variation in practice that exists across Wales, and the WAST organisational position, whilst also being mindful of the views of professional bodies such as the College of Paramedics and Royal College of Emergency medicine. 

However, the commitment to improving handover delays and ensuring patients are not disadvantaged by their mode of arrival remains a priority for the EASC and improvement plans will be expected to reflect this. 
 
	EASC Team – Ross Whitehead Deputy Chief Ambulance Services Commissioner
	24 Feb 2022

	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	



	Recommendation 9

	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

	WAST have reported that a meeting has taken place with Assistant Directors of Nursing in relation to the recommendations of the report. A national workshop is planned to address recommendations 6, 7, 9, 10 and 11 and will be facilitated by the EASC Team.

EASC management group will incorporate the outputs of this workshop into their handover improvement work.
	Wendy Herbert WAST and Ross Whitehead (EASCT)
	Q1 - 2022

	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	



	Recommendation 10

	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

	WAST have reported that a meeting has taken place with Assistant Directors of Nursing in relation to the recommendations of the report. A national workshop is planned to address recommendations 6, 7, 9, 10 and 11 and will be facilitated by the EASC Team.

EASC management group will incorporate the outputs of this workshop into their handover improvement work.
	Wendy Herbert WAST and Ross Whitehead (EASCT)
	Q1 - 2022

	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	



	Recommendation 11

	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

	WAST have reported that a meeting has taken place with Assistant Directors of Nursing in relation to the recommendations of the report. A national workshop is planned to address recommendations 6, 7, 9, 10 and 11 and will be facilitated by the EASC Team.

EASC management group will incorporate the outputs of this workshop into their handover improvement work.

EDQDF presentation attached at appendix 5
	Wendy Herbert WAST and Ross Whitehead (EASCT)
	Q1 - 2022

	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	



	Recommendation 12

	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

	Health Boards have been asked by the CASC to provide improvement plans for ambulance handover at each site in Wales, this work will be reviewed and co-ordinated by the EASC management group. 

As part of this work the EASC management group will consider how WAST and Health Boards can take further actions to support this recommendation.  

This will also be discussed at the CASC Quality and Delivery meeting with WAST held monthly.
	EASC Team – Ross Whitehead Deputy Chief Ambulance Services Commissioner
	24 Feb 2022

	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	



	Recommendation 13

	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

	Handover delays and the additional complications these introduce to the normal flow of patients from the ambulance service to ED ‘s have resulted in a blurring of responsibility and accountably at the individual level. Particularly where direct patient care moves back and forth between hospital staff and ambulance staff, usually in an attempt to expedite the patients care episode. 

This recommendation is closely linked to recommendations 5 and 8, the work to deliver these recommendations is a key enabler to providing the clarity and consistency sought here. 

The overall responsibility for population patient health remains with health boards. However,  individual clinicians providing direct care to patients continue to have a duty of care to these patients. Employing organisations remain responsible for the action of their staff.  

Work is also ongoing around the consistency and scrutiny of Appendix B (Joint Investigations Framework) the assessment of which will act as assurance mechanism on the delivery of these recommendations 

The EASC management group will consider how to provide further clarity to this area. 
	EASC Team – Ross Whitehead Deputy Chief Ambulance Services Commissioner






	24 Feb 2022

	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	




	Recommendation 14

	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

	Accepted by HIW

The Trust’s demand and capacity review from 2019 has informed our staff establishment and we are currently re-visiting that review. Additionally, the Trust is currently developing utilisation reporting to enhance information and intelligence. 

On a monthly frequency, a workforce paper is reviewed at the Trust’s Senior Operational Team meeting to track the establishment matters. In addition to this, the Trust Emergency Medical Services Operational Transformation Programme Board is currently scrutinising establishment and developing the plans against the demand and capacity review. 

The Trust’s continued efforts against establishment review activity is such that this recommendation for should be considered complete. 

Health Boards plans to enact this recommendation will initially be considered through the EDQDF Support Clinics which have been established to support the implementation of the EDQDF within individual Emergency Departments, and further considered on a Health Board basis with their Chief Operating Officer.
	

Lee Brooks: Director of Operations











Sian Ashford / Julian Baker (EDQDF)
	

Closed












Q4 2021/22




	Recommendation 15

	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

	WAST pro-actively plan in developing and deploying initiatives to support staff and patients during periods of high demand that exacerbate unacceptable, prolonged hospital handover delays. The general intent is for initiatives to reach all staff; the Trust to commit to seek deployment of initiatives across Wales.

A discussion has taken place with the Workforce and OD Team at WAST and the Chief Ambulance Services Commissioner. The Emergency Medical Services Quality and Delivery Framework is currently being revised and is included in the Interim Quality and Delivery Framework (at appendix 6). Discussion will take place at the EASC Management Group to agree how providers will be held to account.

In addition, this will remain an important issue for the CASC Quality and Delivery meeting with WAST

Mental health and wellness are at the core of WAST’s Health and Wellbeing Strategy. WAST has invested in a broad range of initiatives (further detail below) to support and encourage self-care and management of staff health and wellbeing which are available to all and regularly offered. Staff are frequently directed to the resource available including information booklets, support helplines and websites such as the Blue Light hub, through internal communications channels including YAMMER, social media (Twitter), posters and quick reference guides distributed across stations.    

WAST also proactively plans the deployment of seasonal plans to support staff who may be delayed at hospital awaiting handover, during periods of sustained, high system pressure; for example, winter pool cars to assist staff during end of shift changeover, the hospital concession scheme enables staff to have access to food and beverages, as well as the provision of welfare vehicles (and access to facilities inside the hospital) at sites where staff are delayed at handover. 

However, WAST are aware from their recent programme of work to reset the culture and behaviours that, despite all that is on offer, some of WAST staff still do not feel fully supported in their wellbeing and that stigma within the service continues to be a barrier. A key aim over the next year is to ensure wellbeing is built into the heart of the employee experience proactively; this includes adopting the six key standards for Blue Light Together: Mental Health at Work Standards that WAST have recently signed up to deliver, continued implementation of the Ambulance Sector Suicide Prevention Guidelines  and also action to encouraging individual mental health and wellbeing plans with management support aimed at increasing the focus on living with mental health difficulties as well as encourage the maintenance of good mental health, increasing help seeking behaviour.

The EASC Management Group will further consider these actions and how consistency/equity of provision can be achieved.  
	Sonia Thompson: Assistant Director – EMS


EASC Team – Ross Whitehead Deputy Chief Ambulance Services Commissioner

Stephen Harrhy


Claire Vaughn – Executive Director of Workforce and OD WAST


	Q3 2021/22




24 Feb 2022

	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	




	Recommendation 16

	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

	WAST offer a broad range of mental health and wellbeing initiatives which are available to all and regularly offered, include support and timely referral to TRiM and the in house Occupational Health & Wellbeing Service and access to a range of interactive group workshops covering a range of subjects including stress, sleeping difficulties and the common mental health problems of anxiety and depression.  Self-directed resources are also available. WAST have launched a bespoke version of ‘Thrive’, an NHS approved app to help prevent and manage stress, anxiety and related conditions which can also be used more generally to aid relaxation, manage daily life stressors and be able to enjoy more positive emotional states. ‘Silvercloud’ is also promoted to staff - an NHS Wales funded online and supported Cognitive Behavioural Therapy (CBT) programme for a range of difficulties. CBT is the top-line NICE recommended psychological therapy for depression, anxiety and several other mental health difficulties. Staff are also frequently directed to information booklets, support helplines and websites such as the ‘Blue Light hub’.   WAST employees (and their immediate families) also have access to Health Assured, an Employee Assistance Programme (EAP) which offers counselling and psychotherapy as well as support with other issues that may impact on health and wellbeing. This is in addition to Health for Health for Professionals, the EAP available to NHS staff in Wales and support from TASC, all of which ensure we can offer accessible support for a range of mental health difficulties. 

To raise awareness, we have revamped our warm WAST welcome and provide a three month check in for all new staff; and ensured that commitment to staff health and wellbeing is regularly communicated by senior managers, being a key part of their leadership development programmes – including that of the new Duty Operations Manager (DOM) role who have completed a 1 week induction, including familiarity with WAST’s well-being offering.  
Practical support is available through the ODU, which is now 24/7 in which a senior manager is permanently on duty and available to support staff and managers if required. This is also helpful to provide support to the front line managers as the National Delivery Manager shall frequently follow up with an on-scene manager in terms of their well-being. There are also standard operating procedures that set out pre-determined responses for particular incident types, including when a manager should be sent (Incident Response Plan). 

The EASC Management Group will further consider this action and how consistency/equity of provision can be achieved reflecting that despite the opportunities available there are staff who remain unaware of the myriad of opportunities available.



A discussion has taken place with the Workforce and OD Team at WAST and the Chief Ambulance Services Commissioner. The Emergency Medical Services Quality and Delivery Framework is currently being revised and is included in the Interim Quality and Delivery Framework (at appendix 6). 

WAST Annual Report captures the ongoing work within the organisation and further discussion will take place at the next CASC Quality and Delivery meeting with WAST in relation to this important matter. The CASC will specifically raise this issue around DOM awareness and support, recognising that this is a new role to the organisation. 
	Claire Vaughan, Executive Director of Workforce and OD





























EASC Team – Ross Whitehead Deputy Chief Ambulance Services Commissioner

EASC Team – Ross Whitehead Deputy Chief Ambulance Services Commissioner
	Q3 2021/22
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	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	




	Recommendation 17

	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

	Recognising that handover delays are a system issue, and that the ambulance staff have not traditionally cared for patient for extended periods of time, the EASC Management Group will further consider this action and the system repose to ensuring patients receive the care they require regardless of their physical location. 



This recommendation is closely linked to recommendations 6,7,8,9,10 and 11. The national workshop is planned to address recommendations 6, 7,9, 10 and 11 and will be facilitated by the EASC Team.  Recommendation 8 will also be part of the EASC management groups work on improving handover. 

Cross reference – Interim Quality and Delivery Framework – Appendix 6

In addition, this will remain an important issue for the CASC Quality and Delivery meeting with WAST
	EASC Team – Ross Whitehead Deputy Chief Ambulance Services Commissioner
	24 Feb 2022

	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	




	Recommendation 18

	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 Trust has a clinical escalation standard operating procedure (SOP) in place. The Trust will commit to communicating and promoting awareness of the SOP. The SOP is available to all WAST clinicians via the JRCALC+ application.  The subscription for the application is provided by the Trust and hosted on individual issue Trust iPads.  Bulletins are available on the Trust intranet site which is also readily available via the iPads.  Bulletins shared on JRCALC+ can be acknowledged by the user which is recorded and can be reported on.  Trust iPads are issued as the device that hosts a number of clinical applications including the ePCR.  
As part of the observation shifts, senior paramedics work alongside their team and will be expected to ensure their colleagues are able to effectively use the iPad and the applications, including the JRCALC+ app. In addition they will be expected to go through clinical bulletins to ensure their team are aware of them and that support is available should they need it.  

The EASC Management Group will further consider this action, specifically how the group can  audit compliance with the procedure and identify areas for improvement across WAST and Health Boards. 

Cross reference – Interim Quality and Delivery Framework – Appendix 6

In addition, this will remain an important issue for the CASC Quality and Delivery meeting with WAST
	Duncan Robertson, Interim Assistant Director of Research, Audit and Service Improvement







EASC Team – Ross Whitehead Deputy Chief Ambulance Services Commissioner
	Q3 2021/22
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	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	




	Recommendation 19

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

	Action
	Responsible Officer
	Timescale

	The Trust will provide evidence of the SOP and provide information relating to its use. Furthermore, the Trust will explore how such activity is captured and reported through the introduction of the ePCR. 

Using DATIX reporting, which forms part of the SOP, a report will be generated to determine the use of the escalation.  Where a patient has come to harm, this will be raised through the Trust’s serious incident reporting processes.

Recognising that the effectiveness of this process will also be dependent on the response from Health Boards, the EASC Management Group will further consider this action, specifically how the group audit compliance with the procedure and identify areas for improvement across WAST and Health Boards. 

Cross reference – Interim Quality and Delivery Framework – Appendix 6

An audit of the escalation process will be discussed with the EASC Management Group to be undertaken by the EASC Team.
	Duncan Robertson, Interim Assistant Director of Research, Audit and Service Improvement



EASC Team – Ross Whitehead Deputy Chief Ambulance Services Commissioner
	Q3 2021/22





24 Feb 2022

	ACCEPTED BY HIW 21 FEBRUARY 2022
	
	




	Recommendation 20

	[bookmark: _GoBack]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

	WAST recognises the importance of creating a culture where individuals feel confident to speak up when things go wrong and are clear on the routes by which they can raise their concerns.  While the Trust has made a significant investment in strengthening front-line supervision through the establishment of the Senior Paramedic and Duty Operations Manager roles,  to facilitate shared learning and a culture of candour, the recent programme of work to reset the culture and behaviours has highlighted the need for more focus on encouraging leadership behaviours associated with creating psychologically safe workplaces and in raising awareness of the routes by which concerns can be safely raised; training managers to respond appropriately to concerns when raised.  The Trust will be taking forward plans in 2022/23 to increase awareness and avenues for raising concerns via the implementation of a new freedom to speak up platform, the development and roll out of a programme of training for managers learning from the FTSU resources available with NHS England, and the launch of our refreshed organisational behaviours and delivery of our IMTP priorities which focus on wellbeing, culture, psychological safety, inclusion and learning and development.  .

EASC has supported the development of roles such as the DOM and SP, and the EASC Management Group will further consider this action as part of the benefits realisation assessment of the investments made by the committee over the last 2 years. 

Cross reference – Interim Quality and Delivery Framework – Appendix 6

In addition, this will be raised at the CASC Quality and Delivery meeting with WAST, where reports on learning opportunities identified by concerns investigations are regularly reported.
	Andy Swinburn, Director of Paramedicine












EASC Team – Ross Whitehead Deputy Chief Ambulance Services Commissioner
	Q2 2022/23
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