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Ambulance Services

The Emergency Services Review has produced a set of guidance and tools. The
following publication is part of this series of documents. The publications are:

e A comparative review of international Ambulance Service best practice

e Good practice guide for Ambulance Services and their commissioners
Good practice in delivering emergency care: A guide for local health communities
System resilience: A review of NHS emergency care performance during recent
winters

e Intensive support diagnostic toolkit: Tools and user guide

These publications are all available in PDF from http://www.osha.nhs.uk. Please
contact programmes@osha.nhs.uk for hard copies or with any queries.



http://www.osha.nhs.uk/
mailto:programmes@osha.nhs.uk
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1. USER GUIDE

1.1  These diagnostic tools were developed for use by the Emergency Care Intensive
Support Team (ECIST).
1.2  The aim of the tools is to provide structure to expert discussions. They are not
‘checklists’, although they may be regarded as ‘litmus tests’ of good practice.
We strongly recommend that the tools are used at the outset of a performance
improvement or assurance process, and not used to support performance
management. To be effective, facilitators should have specific expertise and
experience in the subject area, and experience in facilitation or consultancy.
1.3 We recommend the following approach:
e  The process should be voluntary, with all parties in agreement to work
together to explore potential gaps in performance or approach
e  The process should be inclusive, with all stakeholders represented at a
sufficiently senior level to make things happen. We strongly recommend the
participation of directors from the acute Trust and PCT, with senior
representation from other relevant organisations, including social services
. Clinical leaders should be included
e There should be a facilitator who is seen by all parties to be neutral and
have expertise in the subject area
e The tool should be completed ahead of the first meeting, and then used
during the first meeting to structure the discussion
. Facilitators should probe, but the assumption must be that all parties will be
honest and open
e  After the meeting, the facilitator should complete a short, practical report,
giving prioritised recommendations
e All parties should agree the factual accuracy of the report
e A further meeting should be held to reach agreement on what
recommendations to implement, over what time, and who will lead on
implementation
. Follow-up meetings should be scheduled to check and encourage progress
and to support the ongoing performance improvement process
1.4  The Emergency Care Intensive Support Team is available until April 2011 for
advice and support in the use of this tool. Local Health Communities may
request direct support from the team through their SHA Director of Performance
or Monitor. We would also welcome feedback on these tools to
russell.emeny@southwest.nhs.uk.
1 User Guide
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2. EMERGENCY CARE BASELINE ASSESSMENT 1: LOCAL HEALTH
COMMUNITIES

1. Governance YES

a. Does the local health economy meet regularly to review and
plan emergency care delivery?

b. Are these meetings frequent enough and with sufficient
influence to make appropriate decisions happen in a timely
manner?

c. Which organisations attend the meetings?

e Acute

e Primary care (Including OOH Provider)

e PCT provider

e Commissioner

e Ambulance and Patient transport service

e Mental health

e Social services

e \oluntary sector

d. Is there clinical representation (acute, primary care, mental
health) at the meetings?

e. If so, is this clinical representation Medical (GP &
Consultant), Nursing, AHP and Ambulance

f. Do all appropriate organisations attend the meetings?

g. Are Executives (with deputies) identified as emergency care
leads for each organisation?

Comments:

2. Commissioning YES

a. Are commissioning intensions relating to urgent and
emergency care understood by all parties?

b. Does the overall commissioning strategy take into account
“local leaders in health” and “Darzi developments” in relation
to:

e Care pathways?

e The links with admission avoidance and coordinated
discharge?

c. Are actions, linkages and development strategies with the
PCT provider arm robust?

d. Are the lead commissioning arrangements for ambulance
services effective, with all parties feeding into the
arrangements?

Emergency Care Baseline Assessment 1: Local Health Communities
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Comments:

3. Information

YES

NO

a. Is up to date data on demand and capacity used to inform
management decisions?
b. Is there up to date data on demand and capacity in:
e Primary care
e Out of hours
e Home based intermediate care
e Bed based intermediate care/community hospitals
e Ambulance services
e Acute
c. Is Statistical Process Control (SPC) being used to represent

the data?

Are practices provided with list-adjusted information on
emergency admissions by HRG chapter?

Is predictive modelling (e.g. PARR ++, Combined Predictive
Model or HUM) used to support chronic disease
management?

Is complete and up to date data on four hour compliance
shared daily across the whole system?

Have pre-set levels been agreed across these real-time data
sets that trigger an escalation policy?

Is root cause analysis used when looking at 4-hour breaches,
and is this shared across the health economy?

Do you measure differences between actual discharge dates
and expected discharge dates?

Are there currently patients in extra beds or outlying?

Has average occupancy of established, non-elective
capacity, over the past twelve months been 85% or below?

Do you have written plans covering how you will improve the
way you use information within organisations and across the
health system?

. Do you have a systematic approach to evaluating

changes/interventions and the lessons learned?

Have you explored why people take and make certain
choices about their health? (E.g. why do they choose to go to
A&E rather than their GP)?

Comments:

Emergency Care Baseline Assessment 1: Local Health Communities
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4. Primary Care

YES

NO

a.

Are all GP Practices providing capacity for all urgent requests
for same-day appointments?

b.

Do all GP practices have robust contingency arrangements to
deal with predictable closures, such as bank holidays and
audit/training?

Is there an urgent care response plan within primary care?

Do the recorded messages in and out-of-hours in primary
care, and in out-of-hours providers, suggest options other
than calling 999 e.g. NHS Direct?

Does the OOH Provider meet all telephone answering, initial
assessment and face to face treatment performance
requirements?

Does the OOH Provider have appropriate access to individual
patient primary care information to support decision making?

Is there sufficient clinical leadership and involvement in
primary and secondary care to resolve local issues in relation
to admission avoidance?

Is there integrated working and an effective local relationship
with NHS Direct?

Looking to the future, are plans for Single Point of Access
developments in the local patch, particularly in relation to the
3 digit number, in hand?

Comments:

5. Community Services

YES

NO

a.

Are there intermediate care/rapid response services?

b.

Are these accessible across at least 12 hours per day and 7
days per week for referral?

Are these services aligned to primary care, either by practice
or by cluster?

Is there an appropriate balance between
attendance/admission avoidance and early supported
discharge?

Do admission avoidance schemes extend into the Acute
Trusts’ assessment units?

Are there step-up and step-down beds that acute and primary
care staff can access?

Are there operational performance frameworks for admission
avoidance and early supported discharge?

Are referrer based assessments for transfer accepted by
intermediate care services?

Are there specific strategies for attendance/admission
avoidance schemes for Care Home Residents?

Emergency Care Baseline Assessment 1: Local Health Communities
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j. Are there end of life pathways available for patients with
chronic disease and cancer that can be accessed from acute
trusts?

Comments:

6. WIC/MIU/Urgent Care Centres

YES

NO

a. Are alternatives to Emergency Department attendance
available?

b. Are these services:
e based in a location that is easily accessible for a high
number of potential users?
e available outside of normal working hours?

c. Is there integration with intermediate care?

d. Has arecent impact assessment evaluated any reduction in
demand at the Emergency Department?

Comments:

7. Ambulance Service and PTS

YES

NO

a. Isthere a process to divert Category C calls to other
providers?

Do the right people make the decision to authorise transfers?

Is there an integrated call desk with intermediate care?

Are “other” providers used?

Is the re-referral rate known?

Is the % of Cat C calls that are redirected known?

Q|~o|alo|o

Does the Ambulance service employ and deploy Emergency

Care Practitioners?

e |Is the volume of hospital attendances they prevent
known?

h. Can paramedics redirect patients to the most appropriate
place for their care e.g. Urgent Care and Walk in Centres?
e |Is this protocol/care pathway driven?
e |s the volume of redirected patients each week known?
e |s the volume of patients who attend A&E that could have
been redirected known?

5 Emergency Care Baseline Assessment 1: Local Health Communities
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Does the ambulance service work with primary care to

manage GP patients?

¢ Is Ambulance transport booked by an appropriate person—
(GP/Professional/Receptionist)?

e Are GP patients taken to Assessment Units (rather than
EDs)?

Does the Ambulance service operate an urgent tier in
addition to the emergency service?

Is there a ‘managing handover’ policy?

e If so, has its effectiveness been audited?

e Is there a zero-rate standard for turnaround delays at
acute sites?

Is discharge transport protected at all times except for
Category A calls?

m.

Can PTS step up to cope with increased discharges when the
hospital is under pressure?

Comments:

8. Emergency Department

YES

NO

a.

Is there an internal performance framework with clear time
triggers?

b.

Are the levels of staff mapped to the demand profile?

C.

Are escalation policies in place to manage increased
demand?

Do you use see and treat?

Do you deliver a rapid assessment and treatment model in
Majors?

Is there a separate paediatric area?

Is there an observation area/CDU?
e If so, is there a clear operational policy?

Does the Emergency Department have direct admitting
rights?

Is there active ‘floor’ management by a Senior Nurse and
Senior Doctor on a daily basis?

Does the ED closely monitor performance of ambulance-
turnaround and is this information visible internally for
managers to act on?

Is information relating to hospital turnaround routinely shared
with ambulance providers and PCT organisations with
ongoing shared action plans to improve performance (i.e.

reduce delays)?

Emergency Care Baseline Assessment 1: Local Health Communities
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Comments:

9. Mental Health

YES

NO

a.

Can patients with deliberate self-harm, not requiring
medical/surgical treatment, be discharged from the ED within
4 hours with mental health support?

Are there sufficient community-based options to avoid
patients with dementia defaulting to acute care without new
acute physical illness?

Is there rapid access to non-acute based detox’ services?

Are mental health inpatient units capable of delivering basic
physical nursing needs (e.g. parenteral fluids) without
defaulting to acute care?

Comments:

10.Acute Assessment Units

YES

NO

a.

Is there an acute assessment unit?

b.

Is the assessment unit co-located/adjacent to ED?

C.

Does the assessment unit have dedicated staff (i.e. not just
staffed by on-call teams)?

Are GPs offered systematic advice on a range of alternatives
to avoid Emergency Department attendance?

Do the assessment units take GP referrals direct?
e |If so, are GP referrals diverted to the ED at times of
increased pressure?

Are there committed AHP and Social Care Teams for the
assessment unit (and short stay unit)?

Is there a continuous presence of consultants matching the
demand profile?

Are patients reviewed by consultants on a rolling basis (rather
than only on ward rounds)?

Do all patients leaving the assessment unit have an expected
date of discharge?

Is there evidence of ambulatory emergency care being
delivered?

Are there operational performance frameworks for the

assessment units paralleling those in the ED?

Emergency Care Baseline Assessment 1: Local Health Communities
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Comments:

11. Short Stay Unit

YES

NO

a.

Is there a short stay unit?

b.

Has short stay capacity been calculated based on an activity
analysis?

Is the unit co-located/adjacent to the assessment unit?

Does the admitting clinician continue to manage the patient
on the short stay unit?

If the short stay unit is separate from the assessment unit, is
there a policy to minimise handovers?

Are short stay patients reviewed at least twice daily?

Is there an operational performance framework that defines
maximum length of stay on the short stay unit?

Comments:

12. General/Specialty Wards

YES

NO

a.

Are your general medicine wards differentiated into sub

specialties (e.g. respiratory, renal)?

e If so, are there differential discharge rates?

e Are there clear criteria for transfer to a sub specialty
ward?

Are outliers allocated by ward to medical teams?

Are there daily consultant delivered reviews (ward rounds or
board rounds) of the entire bed base?

Are there daily morning business ward rounds to support
seven day discharge?

Is there a requirement for formal discussion with the
attending consultant if there is a plan to change an expected
date of discharge?

Comments:

Emergency Care Baseline Assessment 1: Local Health Communities
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13. Bed Management

YES

NO

a.

Is there a minimum of a twice daily bed management meeting
across the whole system including all community capacity
and social care provision?

Is there medical representation at the bed management
meeting?

Is there predictive modelling, based on historical demand and
capacity?

e Does this utilise the 6 week rolling average?

e Does the system utilise meteorological, and/or HPA data?

Does the system smooth flow across elective demand?

Are there escalation policies across all ward areas when
extra capacity is required?

Comments:

14. Discharge Planning

YES

NO

a.

Is there a clinically owned expected date of discharge set at
the time of decision to admit/within 12 hours of decision to
admit?

Is the admitting consultant responsible for setting the EDD?

Is there evidence that discharge planning starts at the point of
admission?

Are all partner organisations (primary care, community
services, social services and voluntary sector) aligned to
support the EDD?

Is there a policy that the expected date of discharge can only
be altered by the responsible consultant?

Have medical teams established clear, written clinical criteria
for discharge to support criteria-led discharge?

Is the discharge process for complex patients governed by a
few simple rules (e.g. a document no longer than one side of
A4)?

Do you measure the percentage of actual discharge dates
against the expected discharge dates?

On a daily basis, do you know how many definite discharges
there will be at the morning bed management meeting?

If so, are these figures accurate when reviewed against the
actual discharges?

Do all patients in Community Hospitals have an expected
date of discharge?

Can transfer to Community Hospitals be delivered up to
22:00 hrs?

. For referral to home based or bed based intermediate care,

are there simple inclusion criteria checklists for referrers?

Emergency Care Baseline Assessment 1: Local Health Communities




Intensive support diagnostic toolkit: Tools and user guide

n. Is there sufficient clinical leadership and involvement in
primary and secondary care to resolve local issues in relation
to discharge?

Comments:

15. Social Services

YES

NO

a. Is there a simple, single phone-call process for restart of
current care packages to allow same day discharge?

b. Will social services hold packages of care for 2-3 days
following admission allowing elderly patients to be discharged
after a short stay?

c. For new simple care packages, are there call-off procedures
available to clinical teams in the ED and assessment units
without the need for Care Manager assessment prior to
discharge?

d. For complex care packages (e.g. beyond two single handed
visits per day) is the frequency of funding approval at least
daily?

e. Is the demand for care packages clearly understood?

Comments:

16. Escalation

YES

NO

a. Are the trigger levels for escalation clearly defined?

b. Are there named executive leads to whom issues are
escalated?

c. Are escalation plans and processes coordinated across the
local health economy?

d. Isthere a plan to open additional capacity to support excess
demand above normal variance across the whole system?

e. Is there atimely de-escalation plan?

-

Is there sufficient clinical leadership and involvement in
primary and secondary care to resolve local issues in relation
to escalation?

Comments:

Emergency Care Baseline Assessment 1: Local Health Communities
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3. EMERGENCY CARE BASELINE ASSESSMENT 2: AMBULANCE SERVICES

1. Operational Planning and Performance — Demand

YES

NO

a. lIs the trust part of an active emergency care network,
involving all relevant parties and emergency care leads?
b. Does the Trust analyse activity data over a 52-week period?

C.

Does the analysis of activity data look at Responses,
Attendances and Transports separately?

Does the analysis of activity data examine demand by hour of
each calendar day for forward planning purposes?

Does the analysis of activity data examine the geographic
distribution of activity and inform the planned location of
resource placement?

Are there systematic processes for the above demand
analysis to be undertaken by specific functions in the
organisation (e.g. Information Department)?

Does the Trust analyse activity information over a 3-year
period to understand demand increases and prevailing
trends?

Does the Trust predict / project demand levels for the forward
period (week / month / year)?

Is there a link / correlation between predicted demand for the
next year (which the Trust has analysed) and the
commissioned level of activity?

Does the Trust monitor the level of activity being experienced
/ predicted / and been commissioned, on a regular basis in a
formal report?

Is the seasonal variation of demand fully understood, and
fully accounted for in the planning of resources?

Does the Trust operate Resource Emergency Action
Planning (REAP)?

. If the Trust operates REAP does this integrate with the whole

system escalation policies?

Is the REAP level shared and understood by the senior and
executive team?

Are all personnel aware of their roles and responsibilities
within REAP?

Are REAP levels shared with the wider health community?

Lo

Where demand is showing significant increases, is there then
further analyses to understand sub division of this demand?
— (e.g. where Cat A incidents are increasing, which chief
complaints are displaying this rising demand trend?

Where the Trust has patterns of rising demand, which appear
exceptional or deviating away from the norms, what does the
Trust do to share this information externally with partner
organisations and commissioners?

11
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S.

Does the trust have structured programme and project
management arrangements in place to ensure
implementation of strategy and improvement?

Does the Trust work with other Health care organisations to
identify trends in activity across the whole emergency
system, for example cardiac networks, in order to improve
local intelligence and focus resources?

Comments

2. Operational Planning and Performance - Capacity

| YES |

NO

Resources

a.

Have the operational rosters been reviewed inline with
prevailing demand in the last 12 months?

b.

Does the Trust plan operational rosters to meet an hour of
day, day of the week, demand analyses profile?

Is there an ongoing program to ensure rosters are being
closely profiled to demand?

Is the gap between actual resource requirements and the
resource plan monitored?

Do the operational rosters allow for sickness / training and
other abstractions, to ensure that resource levels are not
affected by these factors?

Is there a minimum of 30% relief provided in rosters across
the operation?

Are core operational resource levels met without the need for
consistent overtime?

Does the Trust fully understand the workforce establishment
position, both required and actual — and is this monitored
regularly with a forward forecast?

Does the Trust have operational systems that are flexible
enough for dynamic capacity management to be effective (
e.g. a choice of destination according to the workload of
receiving units)?

Does the Trust have ‘specialist emergency provider units’ that
can influence effective dynamic capacity management?

Does the Trust have a high security prison in their locality?

On a daily basis, is there a clear plan of the number of DMAs
and RRVs required by hour in each geographic area?

. Does the Trust monitor the compliance of provided resource

each day against the plan - and is there an understanding of
any gaps between required, planned, and actual resources?

Does the Trust monitor the effective utilisation of the provided
resource, for example, using Unit Hour Production?

Is staff absence monitored at least on a weekly basis?

Emergency Care Baseline Assessment 2: Ambulance Services
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Is the Trust staff absence rate greater than 5%7?

Qo

Are shift times managed to avoid large numbers of changes
at the same time of day?

Are meal breaks managed within the daily resource
allocation?

Does the Trust use intermediate type resources (e.g. high
dependency crews doing HCP referral workload only)?

t.

Does the Trust have flexibility to respond to fluctuations in
demand, including demand on partner services?

Comments

3. Information / KPl Management

YES

NO

a.

Did the Trust achieve the National Targets (A8, A19, B19)
consistently across the year, and not just in aggregate?

b.

Does the Trust plan to achieve the National Targets at a PCT
level?

If the Trust uses areas such as divisions or PCT, does each
defined area achieve its KPIs?

Does the Trust analyse and understand the resource type
component contribution to performance (DMA / RRV / First
Responders etc)

Are lost resource hours systematically recorded (including
reason) and reported to Operations?

Does the Fleet Department know the number of DMAs and
RRV which are required on an hourly / daily basis (from
Operations)?

Are all ‘missed calls’ (breaches) analysed in a systematic
manner?

Is this information categorised by reason and geography to
help identify hotspots?

Are there written action plans in place to tackle hotspots?

Are these action plans routinely shared with the Emergency
Care Network?

Is access to operational information and performance data
easily accessible to key managers and operational leaders in
both Field Operations and Emergency Operations Centres
structures?

Is key operational information live, easily accessible to all
required areas of the operation, for example live hospital
inbound screen?

. Is the Trust working towards establishing a trust wide and

multi-organisational system to identify clinical outcomes that
are relevant to the patient?

13
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Comments

4. Job Cycle Time

YES

NO

a.

Does the Trust examine, in detail, each part of the incident
cycle, and understand the impact on performance? (i.e. Call
Answering (timings all elements), Crew Allocation, Crew
Mobilisation, Crew Travel Time, Time on Scene, Hospital
Turnaround)

Has the Trust set specific internal targets for each part of the
call cycle against which actual performance is recorded?

Is there a performance management framework that identifies
to managers what their team/service performance is against
measures set for 1 and 2 above?

Is call cycle information shared and regularly reviewed by the
Emergency Care Network?

Does the Trust understand the impact of changing specialist
patient pathways, such as Stroke and Cardiac, and how this
affects Job Cycle times and resource requirements?

Have all pathway changes been agreed and signed off by the
Emergency Care Network?

Does the Trust monitor cross border resource activity (import
and export) and understand the performance impact of each?

Does the Trust plan to utilise core A&E resources to:

e Discharge hospital patients?

¢ Is this demand counted within the overall reported A&E
activity?

e Undertake inter-hospital transfers?

e Is this demand counted within the overall reported A&E
activity?

Does the Trust operate the Card 35 process for Advanced
Medical Priority Dispatch System (AMPDS)?

j-

Does the Trust generally have adequate resources to deal
with Urgent Referral work as it comes through?

Comments

Emergency Care Baseline Assessment 2: Ambulance Services
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5. Emergency Operation Centres (EOC)

YES

NO

a.

Is there a clear performance management programme for all
staff groups in the EOC (by shift / team / individual)?

b.

Are there clear KPIs for the EOC, which are monitored and
reported within the performance management framework?

Are the KPlIs reported and reviewed by the Emergency Care
Network?

Is the control room model clearly defined and understood?

Is overall demand managed effectively and to agreed
protocols? (e.g. Cat C/Urgent Referral/ Officer usage)

Are clear deployment protocols being operated by staff in the
Emergency Operation Centres?

Are breaches in deployment protocols reviewed on a daily
basis?

Does the Trust utilise a Clinical Desk provision in the
Emergency Operations Centres?

Has the trust established cross border arrangements with
neighbouring trusts to provide a timely and appropriate
resource for emergency patients with seamless transfer of
information?

Does the trust have a process for ensuring robust
communications between operational managers and control
staff in order proactively to respond to and manage delays in
patient flows?

If you have more than one control room, are these operated
as an integrated virtual control centre for call handling?

Are there arrangements for seamless handover during shift
changes to enable constant call handling and dispatch of
emergency calls?

Comments

6. Deployment of Resources

YES

NO

a.

Does the Trust have a dynamic deployment plan in order to
place the resources in the premium geographical positions?

b.

Do any documented variations exist to the deployment of
resources, against the deployment plan?

Is the selection of deployment locations systematic and
robust? — (e.g. fixed points / moving cover / resource specific
points or ladder system cover)

Is resource mobilisation quicker from deployment points
compared with traditional ambulance stations?

15
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Comments

7. Community Responders YES NO
a. Do Community Responders add to the overall Trust
performance?
b. Is this understood in detail (PCT/Divisions)?
c. Does the Trust directly manage the Community Responder
Scheme?
d. Are the Community Responder schemes reliable and
effective?
Comments
8. Conveyance Rates YES NO
a. Does the Trust utilise a directory of services to source
alternatives to conveyance?
b. Does the Trust routinely convey patients to alternative
healthcare facilities (e.g. Walk-in Centres, Urgent Care
Centres etc)?
c. lIs this percentage of the above understood by both incident
category and PCT/Division?
d. Does the conveyance rate differ by resource type / skill (i.e.
RRV vs. DMA or Para vs. ECP)?
e. Does the Trust analyse the total job cycle for conveyed and
non-conveyed incidents separately, and therefore understand
the comparison.
f. Has the trust implemented an admission avoidance policy in
conjunction with primary care partners concentrating on high
volume groups.
g. Has the trust developed locally agreed procedures to enable
patients, where appropriate, to be admitted directly to the
most appropriate hospital, unit or ward?
Comments
Emergency Care Baseline Assessment 2: Ambulance Services 16
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9. Operations

YES

NO

a.

Is there a clear performance management programme in
place for operations (by shift; by individual)?

b.

Are staff aware of their real time performance?

C.

Are there clear and communicated KPI's in place for all
operational staff , including abstraction rates, appraisal and
conveyance rates?

Are the KPIs reviewed regularly with staff (at least monthly?)

Is the ratio of operational staff to managers well balanced
across the Trust?

Do all staff have access to clinical trainers?

Have all staff completed their compulsory training
requirements?

Is there clear understanding of the accountability and
management arrangements for each Emergency Care
Network and Hospital Site?

Have these arrangements been clearly communicated and
understood by receiving units?

Comments

10. Hospital Turnaround

YES

NO

a.

Does the Trust closely monitor performance of hospital
turnaround by individual hospital?

b.

Is this information visible internally and understood by
managers?

Is the lost resource time at hospital handover systematically
recorded, and split into clinical handover and total crew
turnaround?

Are turnaround times reviewed by emergency and urgent
activity individually?

Are the information reports structured to examine both the
total turnaround period and also the clinical handover part?

Are the ambulance staff responsible for completing the
administrative handover (at the hospital department), in
addition to the clinical handover of patients?

Does the Trust have a plan to reduce hospital turnaround?

Is there an identified executive lead for hospital turnaround?

Is information relating to hospital turnaround routinely shared
with Acute and PCT organisations

Are there action plans which are monitored against an agreed
improvement target by the Emergency Care Network

Can hospital turnaround performance be examined by team /
division

17
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Comments

11. Other Issues

YES

NO

a.

Does the Trust routinely use Private Ambulance Services to
deliver the core KPIs?

b.

Does the Trust routinely use voluntary Ambulance Services
to deliver the core KPIs?

Do the senior operational managers understand the contract
variation arrangements fully?

Are daily / weekly conference calls or meetings held to review
performance issues relating to operational delivery

Are regular performance reviews carried out by division /
area, throughout the year at senior level, and action plans
agreed for the following period with monitoring of these at a
senior level

f.

Are all staff aware of what the Trusts obligation of provision is
within the Contract?

Comments

Emergency Care Baseline Assessment 2: Ambulance Services
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12. Please provide the following data

a. What is the call

volume /
demand
segmentation /
performance of
your demand?

Call volume Demand Performance
segmentation

Last 3 Last12 | Last 3 Last12 | Last 3 Last 12

full full full full full full

months | months | months | months | months | months

Total

Category A (8)

%

%

%

%

Category A (19)

%

%

%

%

Category B

%

%

%

%

Category C

%

%

%

%

GP Urgent

%

%

%

%

b. What is the

effective
utilisation of the
provided
resource? (Unit
Hours Utilised)

Last 3 full months

Last 12 full months

%

%

c. What is the % Last 3 full months Last 12 full months
of lost resource
hours (dropped 0 0
shifts)? % %
d. Based on Operations EOC

current funded
levels, what is

the % of relief

provided in the
rosters?

%

%

19
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4. EMERGENCY CARE BASELINE ASSESSMENT 3: COMMISSIONING OF

AMBULANCE SERVICES

Competency 1. - Are recognised as the local leader of the NHS

YES

NO

a.

Is there a written strategic commissioning plan for ambulance
services which is agreed across all commissioners of the
emergency care system?

Is it consistent with each PCT'’s strategic plans?

Does the strategic plan reflect the policy principles in ‘Taking
Healthcare to the Patient’ and the Next Stage Review SHA
plan? e.g. a mobile clinical service, enabling people to be
managed at or close to home, using higher levels of clinical
skill, single telephone access, using the pre-hospital
specialist pathways for stroke, Primary Percutaneous
Coronary Intervention & trauma etc

Is there a clearly defined mechanism and structure for
commissioning and contracting of ambulance services across
the area for both:

e Strategic commissioning level?

e Contract management level?

Does each commissioner engage with the ambulance
commissioning process for both:

e Strategic commissioning level?

e Contract management level?

Do the ambulance trust and each PCT engage around local
issues for both:

e Operational & local issues?

e New developments?

Do commissioners consider ambulance performance through:

Key performance standards only?

All performance standards?

Quiality reports?

Regular reports on strategic development as part of
urgent care system?

Do all PCT Boards consider ambulance performance
through:

Key performance standards only?

All performance standards?

Quality reports?

Regular reports on strategic development as part of urgent
care system?

Does the system enable resolution of any issues at an
appropriate level and in a responsive timescale?

Are the triggers to escalation understood by commissioners
and the whole system?

Do commissioners have whole system escalation plans
agreed and implement them in a timely way?

Emergency Care Baseline Assessment 3: Commissioning of Ambulance Services
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I. Is there an effective framework to secure overall governance
of ambulance services?

m. Do the commissioners have structured programme and
project management arrangements in place to ensure
implementation of strategy and improvement.

Comments:

Competency 2 - Work collaboratively with community partners
to commission services that optimise health gains and
minimise inequality

YES

NO

a. Is ambulance data used to inform the health needs
assessment?
e The top 10 reasons for calling (call taking data)
e The top 10 clinical reasons (from ambulance patient
records)
e The demography of callers?

b. Is the potential impact of ambulance performance on health
inequalities understood?

c. Is the ambulance service commissioned to deliver a health
education role?

d. Do commissioners understand the variance in performance
within their geographic area?
e Are all parties agreed on the main causes for this?
e Are appropriate plans (being) developed to resolve this?

e. Does the ‘urgent care’ commissioning structure share & use
this information

Comments:

Competency 3. - Pro-actively build continuous and meaningful
engagement with the public and patients to shape services and
improve health

YES

NO

a. Are public & patients engaged in ambulance commissioning:
e In strategy and planning?
e In performance meetings?
e In quality review?

b. Is the engagement:
e through existing PCT processes?
e specifically with the co-ordinating commissioner?
e Through ambulance trust engagement mechanisms?
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c. Are the trends from complaints and PALS taken into account
when prioritising service developments?

d. Are the patient views used to inform commissioning plans?

Comments:

Competency 4. - Lead continuous and meaningful engagement | YES NO
of all clinicians to inform strategy and drive quality, service
design and resource utilisation
a. Do the clinical quality review meetings (or equiv) involve
clinicians from all parties?
b. Are ambulance clinical staff involved in clinical networks?
c. Are the recommendations from clinical networks translated
into commissioning plans?
d. Is there evidence of jointly agreed pathways and altered
practice to meet local service provision?
e. Do PCTs have processes to ensure that Practice based
commissioners are involved in ambulance commissioning?
Comments:
Competency 5. - Manage knowledge and undertake robust and YES NO
regular needs assessment that establish a full understanding
of current and future local health needs and requirements
a. Is the demand profile understood — at PCT and trust level,
including the ‘normal’ variation and drivers for fluctuations in
demand, this includes:
e Are the growth trends over time understood by clinical
condition and built into plans?
e |s the impact of service change recognised and planned
for ambulance services, acute and primary care; e.g.
introduction of specialist centres, or provision of more
domiciliary services?
e Is the level of variability assessed and planned for, and
then managed by the Trust on an hourly/daily basis?
e |Is the activity plan sensitive to local PCT demography and
planned change?
b. Are the clinical causes of the highest numbers of calls
understood and mapped against the skills deployed?
c. Are service gaps identified systematically by the Trust to
inform commissioning of alternative services?
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Comments:

Competency 6. - Prioritise investment according to local needs, | YES
service requirements and the values of the NHS

NO

a. Is whole system efficiency considered in the financial plans?

b. Are the whole system costs of service redesign calculated to
include ambulance costs?

c. Are commissioners supporting technological innovation? e.g.
CMS, DoS

d. Can commissioners demonstrate how they have compared
options for investing in additional ambulance services with
investments that would reduce “999” calls or the need for
ambulances to convey to acute hospitals?

Comments:

Competency 7. - Effectively stimulate the market to meet YES
demand and secure required clinical and health and well being
outcomes

NO

a. Has a market analysis been undertaken?

b. Has the place of the various providers within the whole
system pathway for emergency and urgent care been
articulated and agreed?

c. Do the service specifications identify the need for
integration/co-operation with other partners?

d. Is there evidence of integration/co-operation where
appropriate e.g. NHS Direct, local OOH providers?

Comments:

Competency 8. - Promote and specify continuous YES
improvements in quality improvements and outcomes through
clinical and provider innovation and configuration

NO

a. Are there clear measures to demonstrate improving quality?

b. Do the Trust measure the same clinical & quality indicators
as the commissioners?

c. Isthere a process to measure whole system quality
improvement e.g. along clinical pathways?

23 Emergency Care Baseline Assessment 3: Commissioning of Ambulance Services




Intensive support diagnostic toolkit: Tools and user guide

d. Are SUIs, complaints and other incidents used to inform
guality improvement in the whole system?

e. Are benchmarks and evidence used to identify areas of good
practice and identify opportunities for improvement?

f. Is there an understanding of the processes to gain support for
innovation covering:
e Where funding is required?
e Where clinical/service change is required?

Competency 9. - Secure procurement skills that ensure robust
and viable contracts (Note: consider in line with current ambulance
commissioning processes)

YES

NO

a. Do the service specifications accurately reflect both the
commissioners’ needs and the actual service provision?

b. Does the contract enable/encourage the necessary flexibility
for emergency demand?

c. Has there been clinical and patient input into the
specifications and performance measures?

d. Are the financial and activity baselines explicit and fully
understood by all parties?

e. Is the financial baseline sufficient to deliver the required
standards?

f. Are the finance and activity baselines reflected in the
associate commissioners’ plans?

g. Does the contract specify:
e National and local performance measures
e Quality standards
e Quality improvements/developments (inc CQUINS)

h. Was the contract signed within the national deadline?

Comments:

Competency 10. - Effectively manage systems and work in
partnership with providers to ensure contract compliance and
continuous improvement in quality and outcomes and value for
money

YES

NO

a. Are the contract management meetings and process
established and robust?

b. Do agendas reflect the full range of performance measures
and quality reports, with an appropriate balance?

c. Are reports produced to time and to the required level of
detail?

d. Does the commissioner use benchmarks and comparators of
provider performance to support performance management
and quality improvement?
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e. Are the processes and consequences of poor performance
explicit and understood (response times AND quality)?

f. Are associate commissioners engaged?

g. Isthere an agreed formal constitution?

h. Are commissioners performance managing other parts of the
system to support the planned capacity and demand for the
ambulance service e.g. handover delays, access to primary
care?

Comments:

Competency 11. - World class commissioners make sound
financial investments to ensure sustainable development and
value for money

YES

NO

a. Does each commissioner have a financial plan that
recognises the opportunities and challenges for emergency
services within the overall strategic plan?

e Is this for 1 year only?
e Is this a 3-5 year plan with a credible forecast to at least
year 37

b. Does the financial plan recognise ambulance service
redesign/efficiency/quality improvements?

c. Does the plan recognise the whole system opportunities and
pressures which relate to ambulance services?

d. Is there a local currency which supports the strategic
direction?

e. Can the co-ordinating commissioner assure themselves of
the Trust’'s long term financial strategy?

f. Are the commissioners benchmarking value for money?

Comments:
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