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    This report reviews the progress that the NHS ambulance services have made since our previous report and that of the Committee of Public Accounts. This report assesses whether NHS ambulance services are providing value for money.
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    Summary


    1 In England, 10 regionally based ambulance trusts provide urgent and emergency healthcare, with separate arrangements for the Isle of Wight. Trusts may also provide a range of other services, such as patient transport and NHS 111. In 2015-16, these services cost about £2.2 billion, of which £1.78 billion was for urgent and emergency services. In 2015-16, the ambulance service received 9.4 million urgent or emergency calls and 1.3 million transfers from NHS 111, which together resulted in 6.6 million face-to-face attendances.


    2 Since April 2011, performance of all ambulance trusts in England has been measured against 11 ambulance quality indicators, with seven ambulance systems indicators (such as response times) and four clinical outcome indicators (broken down into eight measures). Since July 2012, ambulance responses have been split into the following categories:


    
      	Red calls – where the patient’s condition is considered to be life-threatening. Red1 calls are the most time-critical, and cover cardiac arrest patients who are not breathing and do not have a pulse, and other severe conditions such as airway obstruction. Red2 calls are serious but less immediately time-critical, and cover conditions such as stroke and heart attack. For Red 1 and Red 2 calls, the ambulance service has a target of an emergency response arriving at the scene within 8 minutes in 75% of cases. Ifonward transport is required, a vehicle capable of conveying the patient should arrive at the scene within 19 minutes in 95% of cases.


      	Green calls – where the patient’s condition is considered not to be life-threatening. Ambulance trusts split these calls into different categories depending on the seriousness of the condition. Locally agreed targets are in place for these calls.

    


    3 In 2013, NHS England launched the Urgent and Emergency Care Review. Thisongoing review aims to address concerns that accident and emergency departments and ambulance services are under intense, growing and unsustainable pressure. It has set out NHS England’s ambition for urgent and emergency care to be provided as ‘close to home’ as possible. Theambulance service has a pivotal role to play in the performance of the entire urgent and emergency care system, as a conduit to other services and helping patients access the facilities they need close to their home. For ambulances, this means utilising new models of care rather than taking patients to hospital. The new models of care are: resolving calls over the phone by providing advice to callers (known as ‘hear and treat’); treating patients at the scene (known as ‘see and treat’); and taking patients to non-hospital destinations (Figure1). Our previous report on ambulance services, published in 2011, highlighted the potential financial benefits to both ambulance trusts and the wider NHS of increasing the use of new models of care.1
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    4 Our report provides an update on our 2011 report, Transforming NHS ambulance services. In particular, it examines:


    
      	the challenges facing the ambulance service in England (Part One);


      	the performance of the ambulance service since we last reported (Part Two); and


      	the extent to which the ambulance service is maximising its impact and supporting the challenges facing the wider health system (Part Three).

    


    5 This report does not cover non-urgent patient transport services (for example, transport to outpatient appointments), NHS 111 services (apart from their impact on urgent and emergency ambulance services), air ambulance services or ambulance services in the Isle of Wight (unless stated). The Committee of Public Accounts took evidence on our previous report in 2011. We assess progress against the Committee’s recommendations in Appendix One. We set out our audit approach in Appendix Two and our evidence base in Appendix Three.


    Key findings


    6 Demand for ambulance services continues to grow rapidly. Between 2009-10 and 2015-16, the number of ambulance calls and NHS 111 transfers increased from 7.9 million to 10.7 million, an average year-on-year increase of 5.2%. Contributing factors to this rising demand may include: increasing numbers of elderly patients with multiple conditions; an increasing number of alcohol- and mental health-driven issues; the availability of primary care services in the community and how patients seek help. However, there is limited evidence of what works in managing these demand factors (paragraphs 1.10 and 1.11).


    7 Increased funding for urgent and emergency activity has not matched rising demand, and future settlements are likely to be tougher. Between 2011-12 and 2015-16, income for ambulance trusts’ urgent and emergency care activity increased by 16% from £1.53 billion to £1.78 billion. Over this period, activity (ambulance calls and NHS 111 transfers) rose by 30%. Commissioners have warned that, given current financial challenges in the wider health service, future funding settlements are likely to betighter (paragraph 1.12).


    8 Ambulance trusts face resourcing challenges that are limiting their ability to meet rising demand. Most trusts are struggling to recruit the staff they need and then retain them. The reasons people cite for leaving are varied and include pay and reward, and the stressful nature of the job. In 2015, ambulance trusts had a paramedic vacancy rate of 10%. Health Education England has set up a programme to train more paramedics and to upskill current ambulance staff but trusts and other stakeholders are concerned that this will not be enough to meet rising demand and fully implement new models of care (paragraphs 1.17 to 1.19).


    9 In 2015-16, approximately 500,000 ambulance hours were lost due to turnaround at accident and emergency departments taking more than 30 minutes, which equates to 41,000 12-hour ambulance shifts. Transferring the care of a patient from an ambulance to an accident and emergency department is expected to take no longer than 15 minutes, with a further 15 minutes for ambulance crews to make their vehicle ready for the next call. Each failure to meet this standard results in a poor experience for the patient and a delay in an ambulance crew being available for a new emergency call. Since our previous report, the percentage of transfers meeting this expectation has decreased. In 2015-16, only 58% of hospital transfers met the 15-minute expectation and only 65% of ambulance crews were then ready for another call within 15 minutes, with wide variation across ambulance trusts and, more significantly, across individual hospitals (paragraphs 1.22 to 1.24).


    10 Ambulance trusts have made progress in delivering new models of care but barriers are hindering wider adoption. Internal barriers include having enough paramedics to fully implement the new models, and external barriers include the availability of other local services to which patients can be directed or conveyed. In2015-16, 10% of calls were resolved over the telephone and 38% of face-to-face incidents were resolved without the need to transport to hospital, compared with 5% and 34% respectively in 2011-12. Progress would be greater, however, if the barriers were removed. In 2015-16, treating more patients using new models avoided potential costs to ambulance trusts of around £74 million, and avoided the costs to hospitals associated with attendances at accident and emergency departments of around £63million, compared with the costs of how these calls would have been handled in2011-12 (paragraphs 2.2, 2.3, 3.4, 3.6 and 3.8).


    11 Ambulance trusts are struggling to meet response time targets although clinical outcomes for some patients are improving. Performance against the response time targets is getting worse. In 2015-16, only one trust (West Midlands) met the three targets (Figure 2). Nationally, outcomes for patients have improved for five of the eight outcomes measured (for example, the percentage of cardiac arrest patients who had a return of spontaneous circulation on arrival at hospital following treatment from the ambulance service). However, outcomes performance cannot be compared across trusts because data are not collected consistently (paragraphs 2.7, 2.8 and 2.10).
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    12 Important factors other than response times require attention when managing ambulance service performance. The Department of Health introduced a range of indicators designed to encourage a broader, outcome-led performance regime in 2011. However, there is general consensus that commissioners, regulators and providers still place too much focus on meeting response times. The majority of patients currently coded as Red 2 do not derive clinical benefit from the arrival of an ambulance resource within 8minutes. Despite this, the Red 2 target has led to a range of operational behaviours that undermine the efficiency of the ambulance service, such as dispatching resources before it has been determined what the problem is, and whether an ambulance is required; and dispatching multiple ambulance vehicles to the same patient and then standing down the vehicles least likely to arrive first. NHS England has established the Ambulance Response Programme, which aims to address some of these issues (paragraphs 3.4 and 3.5).


    13 The use of different operating frameworks across ambulance trusts is contributing to variations in performance. NHS England has put in place an urgent and emergency care strategy that aims to integrate all urgent and emergency care services and provide care closer to home. The extent to which ambulance trusts have taken up this strategy varies across trusts. Each trust has developed its own operating framework which is contributing to variations and inefficiencies in performance. Key operating framework variables include workforce mix, fleet mix and estate. Forexample, in 2015-16, the proportion of incidents where one or more vehicles were stood down after mobilisation varied from 4% to 46%; the cost per call (the total urgent and emergency care income divided by the number of calls received) varied from £139 to £272; and the proportion of calls handled over the phone varied from 5% to 15%. Inaddition, ambulance services are not commissioned consistently across England, with differences in how they are funded and what they are funded for. Many of the factors contributing to these variations are within the control of ambulance trusts or the wider health system (paragraphs 1.6, 1.15, 2.6, 3.2 to 3.6 and 3.12).


    14 Ambulance trusts are working within an increasingly complex health system. The 10 ambulance trusts are finding it challenging to engage with the wider health sector due to the growing number of stakeholders that trusts are required to work with. Thewider system does not always make good use of the ambulance services’ experience or recognise the impact that changes to other local services have on ambulance services. NHS England has produced guidance to support the development of local Sustainability and Transformation Plans. These plans set out how local services will change and improve over the next five years, to meet rising demand within the resources available. However, it remains unclear how NHS England’s aim for integrated urgent and emergency care systems will be achieved through these plans. Ambulance trusts are collaborating with each other and with the wider urgent and emergency care system to improve services and make efficiency savings, but collaboration is generally piecemeal. Collaboration between emergency services is taking place locally, but currently there is no national-level monitoring and evaluation of which initiatives could be successfully transferred to other locations is limited (paragraphs 3.11 to 3.15 and 3.18 to3.20).


    Conclusion on value for money


    15 Ambulance services are finding it increasingly difficult to cope with rising demand for urgent and emergency services. Introducing new models of care has helped but there are signs of stress, including worsening performance against response time targets. We have also seen limited improvement since our last report with continuing variations in operational and financial performance. Ambulance services are facing significant challenges and it does not help that most are struggling to recruit the staff they need and then retain them.


    16 Ambulance services are a vital part of the health service but much of their ability to work better depends on other parts of the health system. Until clinical commissioning groups see ambulance services as an integral part of that system it is difficult to see how they will become sustainable and secure consistent value for money across the country. Introducing a standard operating framework and consistent commissioning arrangements may help but our work raises serious questions about the place of ambulance services in the health system and their ability to operate effectively.


    Recommendations


    a NHS England, NHS Improvement and ambulance trusts in England should work together to define the optimal operating framework for an ambulance trust, allowing some flexibility to tailor responses in urban and rural areas. This should include identifying the optimal rate for new models of care. Once the framework is developed, NHS Improvement should require ambulance trusts to justify variations from it if their performance and management of costs fall below acceptable levels. Ambulance commissioners should take a consistent approach to commissioning ambulance services, based on the framework. As part of a standard operating framework, trusts should develop and report consistent metricson efficiency, including staff utilisation.


    b In updating how ambulance trust performance is measured, NHS England and NHS Digital should consider how performance for all patients can be made transparent. For example by:


    
      	more closely defining key metrics, such as clinical outcomes and resolving calls over the phone, in order to improve comparisons and to enable these metrics to be used to improve services;


      	publishing performance for Green calls as well as Red calls; and


      	introducing a requirement for trusts to report and publish ‘tail breaches’ – incidents where an ambulance fails to reach a patient for a length of time wellin excess of the target.

    


    c In order to tackle rising delays in transfers of patient care at hospital:


    
      	NHS Improvement should publish transfer times for all ambulance trusts and hospitals. These should include the number and proportion of incidents not meeting the 15-minute targets, and the total hours lost due to both hospital transfer and post-transfer preparation of ambulances.


      	NHS England and clinical commissioning groups should work together to adopt a nationally consistent approach to incentivising acute hospital trusts to reduce turnaround delays at hospitals.

    


    d NHS England and NHS Improvement should ensure that clinical commissioning groups assess and understand what is preventing ambulance trusts from maximising new models of care (such as availability of other local services to which patients can be directed or conveyed) and address barriers across their local area through contractual levers and planning guidance. Clinical commissioning groups should also ensure that engagement with ambulance services takes place on all changes to local health service provision so that any negative impact or conflicting demands can be assessed and mitigated.


    e NHS England should clarify how its national strategy, set out in the Urgent and Emergency Care Review, will be achieved through local Sustainability and Transformation Plans.


    
      
        1 Comptroller and Auditor General, Transforming NHS ambulance services, Session 2010–2012, HC 1086, National Audit Office, June 2011.

      

    

  


  
    Part One


    Ambulance services


    1.1 This part explains what the NHS ambulance service in England does, theenvironment in which it operates and the challenges it faces.


    The ambulance service


    1.2 The ambulance service provides life-saving care to some patients and is highly regarded by the public. In England, 10 regionally based ambulance trusts provide urgent and emergency healthcare, with separate arrangements for the Isle of Wight. Emergency care is for life-threatening illness or injury, while urgent care is for less serious incidents. Some ambulance trusts also provide non-urgent patient transport, NHS 111 (the NHS non-emergency number) and out-of-hours GP services for part, or all, of their region (seeAppendix Four for details).


    1.3 Since April 2011, all ambulance trusts in England have been measured against 11 ambulance quality indicators (see Appendix Five for details) with seven ambulance systems indicators, which consider the way trusts manage responses to emergency calls, and four clinical outcome indicators. Since July 2012, ambulance responses have been split into the following categories:


    
      	Red calls where the patient’s condition is considered to be life-threatening. Red1calls are the most time-critical, and cover cardiac arrest patients who are not breathing and do not have a pulse, and other severe conditions such as airway obstruction. Red 2 calls are serious, but less immediately time-critical, and cover conditions such as stroke and fits.


      	Green calls where the patient’s condition is considered not to be life-threatening. Ambulance trusts split these calls into different categories depending on the seriousness of the condition.

    


    1.4 Until recently for Red calls, all ambulance trusts had a target of an emergency response arriving at the scene within 8 minutes in 75% of cases. If onward transport is required, a vehicle capable of conveying the patient should arrive at the scene within 19 minutes in 95% of cases. In practice ambulance trusts record the arrival of a fast response car as a vehicle capable of conveying the patient, and therefore use cars to stop the clock even though these rarely convey a patient in practice. For Red 1 calls, the clock starts when the call is connected to an ambulance trust’s switchboard. For Red 2 calls, the clock starts on the earliest of 60 seconds elapsing since call connect, an ambulance being dispatched, or the call handler identifying the chief complaint of the patient. In 2016-17, a clinical re-coding trial, involving the use of different performance standards, was initiated in three trusts, as part of the Ambulance Response Programme (see paragraph 3.5). Locally agreed targets are in place for Green calls. For comparison, Appendix Six sets out the response time targets in Northern Ireland, Scotland and Wales.


    1.5 Since we last reported on the ambulance service, responsibility for commissioning these services has transferred from primary care trusts to clinical commissioning groups. Services are typically commissioned by a ‘lead’ clinical commissioning group on behalf of the other clinical commissioning groups whose populations are served by that ambulance trust. These commissioners are responsible for agreeing strategic plans, priorities and funding across all of their constituent clinical commissioning groups; translating them into commissioning intentions; negotiating contracts and specifications with ambulance services; and managing the performance of ambulance services against the contract and wider strategies.


    1.6 The ambulance service has a pivotal role to play in the performance of the entire urgent and emergency care system, as a conduit to other services and helping patients access the facilities they need close to their home. In 2013, NHS England initiated the Urgent and Emergency Care Review, which aims to address concerns that accident andemergency departments, the services that support and sit behind these departments and ambulance services are under intense, growing and unsustainable pressure. It has set out NHS England’s ambition to integrate urgent and emergency care systems and provide care as ‘close to home’ as possible, minimising disruption andinconvenience forpatients, carers and families.


    1.7 For ambulances, this means utilising new models of care to reduce the number of patients going to hospital. The new models of care are: resolving calls over the phone by providing advice to callers (known as ‘hear and treat’); treating patients at the scene (known as ‘see and treat’); and taking patients to non-hospital destinations.2 NHS England noted that fewer than 5% of patients receiving urgent or emergency care had a life-threatening illness or injury, so a significant proportion of patients treated by ambulance crews could potentially be treated without taking them to an accident and emergency department. Although limited research has been undertaken into the new models of care, available evidence has shown that treatment over the phone, or by ambulance staff outside a hospital setting, is generally safe and well received by patients.3


    Challenges


    1.8 Ambulance trusts face a number of challenges in delivering urgent and emergency care, including demand, funding and resourcing issues and delayed transfers of care athospitals.


    Demand


    1.9 Demand for ambulance services results from three sources:


    
      	Emergency calls to 999. Ambulance trusts have no control over the number of calls they receive, but once received they have a statutory duty to resolve them.


      	Calls from other healthcare professionals, such as doctors and nurses. Ambulance trusts are required to take patients to hospital when another healthcare professional identifies the need as urgent or an emergency.


      	Electronic transfers from NHS 111 services that require an ambulance response. NHS 111 services became available nationally in February 2014.

    


    1.10 Figure 3 shows that between 2009-10 and 2015-16, demand for ambulance services (calls presented to ambulance switchboards and NHS 111 transfers) increased from 7.9 million to 10.7 million, an average year-on-year increase of 5.2%. Thisrepresents an increase from 151 to 195 calls or transfers per 1,000 people. Overthe last twoyears, the largest increase in demand for ambulance services has come from NHS 111 transfers, reflecting the fact that demand for NHS 111 services is rising. Theproportion of NHS 111 calls that result in a transfer to the ambulance service has remained stable, at around 11%. In addition to the increase in overall demand, there has also been a rise in the proportion ofRed calls, requiring a faster response, from 41% to 51% between 2011-12 and 2015-16.
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    1.11 Increasing demand for ambulance services, and wider urgent and emergency care, is being experienced in many countries, but research into what is driving this rise, and what can be done to control it, is limited. Contributing factors may include: the increasing number of elderly patients with multiple conditions; an increasing number of alcohol- and mental health-driven issues; the availability of primary care services in the community and how patients seek help.


    Funding


    1.12 In 2015-16, spending on NHS ambulance trusts was £2.2 billion, of which £1.78billion was for urgent and emergency activity. The remainder covered spend on other services, such as NHS 111. Between 2011-12 and 2015-16, funding for ambulance trusts’ urgent and emergency activity increased by 16%. Over this period, total ambulance activity (999 calls and NHS 111 transfers) rose by 30% and incidents attended rose by 9%. Commissioners and ambulance trusts are expected to agree their plans for 2017-18 and 2018-19 by the end of 2016. Commissioners told us that, given current financial challenges in the wider health service, settlements are likely to be more challenging than in previous years.


    1.13 In December 2016, in recognition of the increasing responsibilities of modern paramedics, the Department of Health (the Department), NHS Employers and ambulance unions agreed that paramedics will be re-banded nationally and where appropriate move up the pay scale from band 5 to band 6. Initial funding will be agreed by the Department, NHS England and NHS Improvement. Funding in future years will belinked to agreements between ambulance trusts and their commissioners.


    1.14 In 2015-16, the NHS ambulance sector in England showed an operating deficit of £12 million (0.6% of the total ambulance budget). Four ambulance trusts showed a deficit for the year, although the majority of the deficit was accounted for by the East Midlands Ambulance Service.4 NHS Improvement began a review of ambulancetrustsustainabilityin June 2016.


    1.15 Ambulance services are not commissioned consistently across England. Keydifferences include:


    
      	how trusts are funded. Contracts are based on: a price per incident, regardless of how the incident is resolved; a price per call, depending on whether the call is resolved over the phone, at the scene, or requires transportation; or a fixed annual price regardless of activity; and


      	what services are included in the contract. All contracts include standard urgent and emergency services. Additional services, such as hospital–ambulance liaison officers to facilitate the transfer of patients at hospital, may be included in the standard contract or considered ‘add-ons’.

    


    1.16 This lack of consistency contributes to variation in urgent and emergency income per head of population that trusts receive (Figure 4), and means that commissioners findit difficult to benchmark performance in terms of cost-effectiveness across trusts.
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    Resource issues


    1.17 The number of staff (full-time equivalent) working for the ambulance service in England has increased from 30,400 in 2010-11 to 32,400 in 2015-16 (Figure 5), an average year-on-year increase of 1.6%. Despite these increases, most ambulance trusts are carrying a large number of vacancies. In April 2015, the Migration Advisory Committee, a non-departmental public body that advises the government on migration issues, added paramedics to the relevant shortage occupation list, stating it had been told that the paramedic vacancy rate in England was 10% (1,250 vacancies).5
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    1.18 Trusts are facing challenges retaining staff, with most reporting increased turnover rates. For example, North West Ambulance Service’s turnover rate increased from 4.7% to 9.6% between 2011-12 and 2015-16. Staff at the College of Paramedics told us that an increasing number of paramedics are leaving the ambulance service to work for other NHS employers, such as acute hospitals and general practices, although there are currently no data on exact numbers. The reasons people cite for leaving are varied and include pay and reward, and the stressful nature of the job. Ambulance staff, compared with other NHS staff, are more likely to:


    
      	experience physical violence, and bullying, harassment or abuse from patients and other members of staff;


      	work extra hours and feel pressure to work when unwell; and


      	experience work-related stress.

    


    1.19 Health Education England has set up a programme to train more paramedics and to upskill current ambulance staff and estimates that the NHS will need to recruit 1,800to 1,850 new paramedic trainees each year between 2016 and 2020 to meet future workforce needs. It has increased the number of new trainees from 700 to nearly 1,800 between 2013 and 2015. Part of this increase is to ensure that there is no shortage of paramedics as the two-year paramedic qualification moves to a three-year bachelor degree, but part of it is to rectify historic under-recruitment of paramedics.


    1.20 Some ambulance trusts and other stakeholders are concerned that planned recruitment may still be insufficient if staff turnover continues to grow and other parts of the NHS recruit greater numbers of paramedics. Ambulance trusts are also concerned that additional training places will need to be partially funded by ambulance trusts, and that new trainees will be concentrated in certain parts of the country. Health Education England has assumed the turnover rate will continue at around 9% each year until 2020, compared with historic levels of 4% to 5%. Some trusts are recruiting paramedics from overseas to meet staffing shortfalls over the medium term. Although this process has recruited some valuable staff, trusts noted that there can be challenges in orientating overseas staff to expectations in an English trust, that international recruitment is expensive and that overseas staff may move on or return home after a few years.


    1.21 Sickness absence rates in the ambulance service are also higher than in the NHS as a whole. Some of this is explained by the fact that ambulance work by its nature carries an increased risk of musculoskeletal injury and violence. Since we last reported, the average sickness absence rate for ambulance staff shows a small improvement from 5.7% in 2009-10 to 5.5% in 2015-16 (compared with 4.2% for all NHS clinical staff). However, there is wide variation across trusts (Figure 6). If all trusts achieved the sickness absence rate of the best trust, this would create an additional 240,200 days of staff availability (953 full-time equivalents).
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    Delays in transferring care of patients to hospitals


    1.22 Transferring a patient from an ambulance to an emergency department is expected to take no longer than 15 minutes after the ambulance arrives at the hospital. After the patient has been handed over, there is also an expectation that the ambulance crew will make their vehicle ready for another call within 15 minutes. Each failure to meet these standards means:


    
      	a delay and poor experience for the patient waiting to be received; and


      	a delay in an ambulance crew being available for a new emergency call. Thismeans patients, including those with a life-threatening condition, waiting longer without any face-to-face medical support. This poses a potential safety risk and causes emotional distress.

    


    1.23 Our previous report highlighted that, in 2010-11, about 80% of patient transfers met the 15-minute expectation. In 2015-16, only 58% of transfers met this expectation, with wide variation between ambulance trust regions (Figure 7) and, more significantly, across individual hospitals. For example, the percentage of transfers meeting the expectation ranged from 21% to 67% across hospitals in London. In addition, only 65%of ambulance crews were ready for another call within 15 minutes, with wide variation across ambulance trusts.
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    1.24 The Association of Ambulance Chief Executives calculated that, in 2015-16, almosthalf a million hours were lost by ambulance crews taking more than the expected 30 minutes to transfer care of a patient and make their vehicle ready for the next call. This equates to around 41,000 12-hour ambulance shifts per year, or 113per day. Thisrepresents a significant loss of resource to the 10 ambulance trusts, which collectively operate 3,130 double-crewed ambulances. In 2015-16, there were almost 22,000 delays of over two hours. The data do not identify exactly how many lost hours can be attributed to hospital transfers of care and how many to post-transfer preparation, but average transfer of care times and volume of delayed incidents indicatethat the majority relate to delayed transfers of care at the hospital.


    1.25 Most stakeholders believe that the increasing number of delayed transfers of patients is symptomatic of other pressures and behaviours in the wider system, resulting from rising demand for health services. Local initiatives that have helped to reduce transfer delays include hospital–ambulance liaison officers and asking one ambulance crew to take charge of patients brought in by other crews until they can be transferred to hospital care. However, these initiatives do not always work. Ambulance trusts told us that hospitals that perform well in meeting the patient transfer standard generally displayed strong leadershipand focused on having a good ‘flow’ of patients through the hospital.


    1.26 Following our previous report, the Committee of Public Accounts recommended that commissioners take a consistent approach to penalising hospitals that do not adhere to the guidance of 15-minute transfers.6 In 2015-16, the NHS national contract between providers and commissioners made provision to levy fines against hospital trusts that delayed the transfer of patients from ambulances, with a fine of £200pertransfer over 30 minutes and £1,000 per transfer over 60 minutes. However, inJanuary 2016, NHS England and NHS Improvement introduced a revised set of financial arrangements that meant the fining regime was suspended for most trusts from January 2016. They recently announced these arrangements will remain in place until April 2019. It is not clear whether performance has suffered in 2016-17 as a consequence of this suspension. The Committee also recommended that the Department should develop a quality indicator on hospital transfer times. Thismetric hasnot been developed, although an indicator measuring the time to initialassessmentfor patients arriving by ambulance was developed.


    
      
        2 Non-hospital destinations include all other destinations except type 1 and 2 accident and emergency departments.’

      


      
        3 J Turner et al, ‘What evidence is there on the effectiveness of different models of delivering urgent care? A rapid review’, Health Services and Delivery Research, Volume 3, Issue 43, page 29, November 2015.

      


      
        4 The four trusts with a deficit were East Midlands, London, North East and South Central.

      


      
        5 Migration Advisory Committee, Partial review of the Shortage Occupation Lists for the UK and for Scotland, February 2015.

      


      
        6 HC Committee of Public Accounts, Transforming NHS ambulance services, Forty-sixth Report of Session 2010–2012, HC1353, September 2011.

      

    

  


  
    Part Two


    Ambulance service performance


    2.1 This part examines ambulance service performance in implementing new models of care and against ambulance quality indicators and other performance measures.


    Implementation of new models of care


    2.2 Ambulance trusts can help to manage the demand for urgent and emergency services and provide care as ‘close to home’ as possible by utilising new models of care. Figure 8 shows that between 2011-12 and 2015-16:


    
      	the proportion of calls resolved over the phone increased from 5.2% to 10.2%;


      	the ‘re-contact rate’ for calls resolved over the phone, in which the caller calls back for further assistance within 24 hours, decreased from 13.3% to 6.3%, indicating that performance in resolving calls over the phone has improved;


      	the proportion of calls resolved at the scene increased from 27.7% to 29.6% (thenumber of incidents resolved at the scene increased from 1.8 million to just under2million);


      	the re-contact rate for those treated at the scene has remained stable at about 5.5%; and


      	the proportion of incidents resolved through treatment at the scene or through conveyance to a non-hospital location increased from 33.9% to 37.9% (the actual number of incidents resolved this way has increased from 2.0 million to 2.5 million).
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    2.3 Through these improvements, during 2015-16, ambulance trusts avoided more than 458,000 accident and emergency attendances (11% of all journeys to accident and emergency departments), with associated costs of £63 million, that would have occurred under arrangements that were in place in 2011-12. Further savings from reduced admissions into hospital are likely but not quantified. Resolving more calls over the phone and treating more patients at the scene avoided potential costs of around £74million for ambulance trusts in 2015-16, compared with 2011-12 (Figure9).7 However, using these new models of care is likely to have incurred additional costs for primary and community care services with increased referral rates to them from ambulance services.
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    2.4 Despite more people having their calls resolved over the phone or being treated at the scene, conveyance of patients still accounts for 73% of ambulance service expenditure when responding to a call, with treatment at the scene accounting for 25% and resolving calls over the phone accounting for 2%. Although the percentage of incidents resulting in the patient being taken to an accident and emergency department has decreased, increasing demand means that the absolute numbers of patients taken has increased from 4.0 million to 4.1 million between 2011-12 and 2015-16.


    2.5 The proportion of patients admitted to hospital after arriving at an accident and emergency department by ambulance has increased (from 48% in 2007-08 to 52% in 2014-15). This indicates that ambulances are increasingly taking the most appropriate patients, with the most serious conditions, to hospital. It is worth noting that other factors can also contribute to admission rates, such as the time of day patients arrive at hospital.


    2.6 There are substantial variations in the extent to which trusts have implemented the new models of care, and in re-contact rates between trusts (Figure 10 and Figure11). In addition, the re-contact rate for incidents treated at the scene increased in four trusts between 2011-12 and 2015-16.8 Some trusts expressed concern that data for calls resolved over the phone are not collected consistently across trusts.
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    Ambulance quality indicators


    Response times


    2.7 National performance against response time targets is getting worse (Figure 12). In October 2016, an emergency response arrived at the scene within 8minutes in 67.3% of cases for Red 1 calls and 62.9% of cases for Red 2 calls. Forthose calls where onward transport was required, a vehicle capable of conveying the patient arrived at the scene within 19 minutes in 90.4% of cases. Nationally, none of these targets has been met since May 2015. There are a number of factors contributing to this worsening performance, including rising demand, increasing delays at hospitals and staff shortages (see Part One).
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    2.8 In 2015-16, only one trust, West Midlands, met all three response time targets (Figure 13). However, direct comparison between trusts for Red 2 and 19-minute performance is not possible because some trusts have been piloting an approach allowing additional time for the assessment of all calls except Red 1 999 calls.9
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    2.9 Green calls, such as abdominal pain or minor wounds, where the patient’s condition is considered not to be life-threatening but requires an assessment by an ambulance clinician or transport to hospital, account for around half of all 999 calls. Ambulance trusts split these calls into up to four categories depending on their seriousness. Appendix Seven shows locally agreed Green calls performance targets and actual performance in 2015-16. Across the 10 trusts, just 11 of the 33 targets were met. Some stakeholders expressed concern that the lack of national focus on Green calls was contributing to underperformance in some trusts.


    Clinical indicators


    2.10 The ambulance quality indicators include four clinical outcome indicators covering three conditions: cardiac arrest, heart attack and stroke. Outcomes are measured in two ways for each of these indicators, but there are no performance targets for these outcomes. Nationally, between 2011-12 and 2015-16, performance improved for five measures, deteriorated for two measures and there was no clear trend for one measure (Figure 14). It is not possible to compare performance between trusts because of concerns that incidents are not recorded consistently by ambulance trusts and hospitals across the country. No trust has shown improvement across more than five outcomemeasures.
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    2.11 The key challenge to more reliable clinical outcome indicators is tracking individual patients after their care is transferred to the hospital. This is not yet possible on a large scale, although small-scale pilot studies are being run in some parts of the country. Ambulance trusts use other clinical outcome indicators, such as care bundles for conditions such as asthma, trauma and febrile convulsion, but data for these indicators are not published as part of a national data set and understanding of performance is limited by infrequent data collection. NHS England is currently developing a new set of performance standards based on clinical outcomes that benefit patients (paragraph 3.5).


    Other ambulance quality indicators


    2.12 Performance answering 999 calls has improved. Between 2011-12 and 2015-16, the percentage of 999 calls abandoned before they were answered reduced from 1.2%to 0.6%, and the variation in performance across trusts reduced from 2.9percentage points to 0.9 percentage points. The time taken to answer calls also improved over this period. In 2015-16, half of all emergency and urgent calls were answered in three seconds or less. However, a small proportion of calls took longer to answer, and the waiting time for the slowest 1% and 5% of calls answered varies significantly across trusts (Figure 15).
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    2.13 If patients need an emergency ambulance response, then the wait from when the 999 call is made to when an ambulance-trained healthcare professional arrives should be as short as possible, because urgent treatment may be needed. Some trusts take far longer than the 8-minute target to respond to a small proportion of calls, and there is wide variation between trusts in their response times to the slowest 1% and 5% of Red calls attended. For example, 99% of calls were reached within 23 minutes in Yorkshire, compared with 45 minutes in South Western (Figure 16).
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    2.14 All ambulance trusts publish Quality Accounts to demonstrate that they ask people what they think of the service. They also demonstrate that they act on that information to continuously improve patient care by setting new targets and priorities and implementing new initiatives. Ambulance trusts collect information on clinical effectiveness, patient safety and patient experience by looking at the number of serious incidents, complaints, concerns and compliments. These measures indicate that service quality may have deteriorated over the last few years. For example, between 2011-12 and 2015-16, the number of serious incidents increased from 50 to 79 per 10 million people. The increase in serious incidents could be the result of deteriorating performance or better reporting of incidents.


    2.15 However, patient survey data indicate a high level of satisfaction with ambulance services. In 2015-16, 94% of ambulance patients who were treated at the scene said they would recommend the service to their friends and family if they needed similar care or treatment.10 A survey of the experiences of more than 2,900 people who called the ambulance service and received clinical advice over the phone in December 2013 and January 2014 found that:


    
      	95% of respondents said they felt treated with respect and dignity, as well as with kindness and understanding by the ambulance service; and


      	76% of respondents rated their overall experience with the ambulance service (using a 0–10 scale with 10 being good) as 8 or more, with 47% giving a 10 rating.11

    


    Other performance and quality measures


    2.16 The Care Quality Commission is the independent regulator of health and social care in England. It regulates, inspects and rates NHS ambulance trusts according to how safe, effective, caring, responsive and well-led they are, using four levels: outstanding, good, requires improvement and inadequate. Figure 17 shows that one trust has been rated as outstanding, two trusts have been rated as good, five have been rated as requiring improvement and two have been rated as inadequate. The two trusts rated as inadequate have been placed into special measures, until they resolve their most significant failings. Special measures are a number of actions that the two health sector regulators can take to help trusts resolve their failings.
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    2.17 Between 2011-12 and 2015-16, the average time an ambulance spent on one job (job cycle time) increased from 75 minutes to 88 minutes for Red 1 and Red 2 calls, an increase of 17%. For Green calls, it increased from 79 minutes to 104 minutes, an increase of 32%. Factors contributing to this increase are likely to include: treating more patients at the scene, which may take longer than taking patients to hospital; how efficiently trusts use their resources; and external factors such as the extent of access to alternative care pathways, delays in transferring patients at hospital and service reconfigurations, which may result in longer patient journeys.


    
      
        7 Our previous report on ambulance services used data from 2009-10, but due to changes in the way new models of care are counted these data are not comparable with the data between 2011-12 and 2015-16.

      


      
        8 East of England, London, South Western and West Midlands.

      


      
        9 London and South Western started the pilot scheme in February 2015 and South Central, North East, Yorkshire and West Midlands joined the pilot in October 2015.

      


      
        10 NHS England, Friends and Family Test data, Organisational level tables, 2015-16. Available at: www.england.nhs.uk/ourwork/pe/fft/friends-and-family-test-data/fft-data-historic/#amb

      


      
        11 Care Quality Commission, Ambulance survey of ‘Hear and Treat’ callers 2013/14. Available at: www.cqc.org.uk/content/ambulance-survey-hear-and-treat-callers-201314

      

    

  


  
    Part Three


    Service and financial sustainability


    3.1 In order for the ambulance service to maximise the impact that it can have on the service and financial sustainability of the NHS, it needs to be cost-effective. Individual ambulance trusts need to collaborate effectively with each other, with the wider health system and with other key stakeholders. This part examines these issues and the factors that have an impact on variations in performance and cost-effectiveness.


    Cost-effectiveness


    3.2 The cost-effectiveness of ambulance trusts varies considerably:


    
      	Figure 18 shows the index of reference costs for ambulance trusts in 2015-16, the average costs incurred in providing different treatments or services which can be aggregated into an organisation-wide measure of efficiency. These data indicate that the relative efficiency of ambulance trusts varies between 89 and 106, with 100 representing the average.


      	Figure 19 shows the average cost per emergency call or per face-to-face attendance in 2015-16. Between 2011-12 and 2015-16, the average cost per call across the ambulance service remained stable at around £190, and the cost per attendance increased from £254 to £270.

    


    
      [image: ]


      
        

      

    


    
      [image: ]

    


    Factors impacting on variations in cost-effectiveness and performance


    3.3 Since our previous report on the ambulance service, variations between trusts across most performance and cost-effectiveness measures have increased (Figure 20). Some of the variations are caused by factors outside trusts’ control, such as the volume and nature of demand, the condition of the road network, what other health services are available locally, and how rural the area is. For example, all ambulance trusts, except London, serve a significant rural population, where less frequent calls and more widely spaced incidents have an impact on their ability to meet response time standards, the length of their job cycle time and the cost of operating the service. However, much of the variation is caused by factors within the control of ambulance services or the wider health system.


    
      [image: ]

    


    Ambulance trusts’ operating frameworks


    3.4 Ambulance trusts use different operating frameworks to meet their objectives, and differences in these frameworks have led to variations in their performance against ambulance quality indicators, progress in implementing new models of care and cost-effectiveness. Operating frameworks have been driven by meeting response time targets and reducing costs, but there is general consensus that commissioners, regulators and providers place too much focus on response times. The majority of patients currently coded as Red 2 do not derive clinical benefit from the arrival of an ambulance resource within 8 minutes. Despite this, the Red 2 target has led to a range of operational behaviours that undermine the efficiency of the ambulance service, such as dispatching resources before it has been determined what the problem is, and whether an ambulance is actually required; dispatching multiple ambulance vehicles to the same patient and then standing down the vehicles least likely to arrive first. These behaviours can lead to longer waits for lower priority ‘Green’ patients, who also require assessment and treatment or conveyance.


    3.5 In 2015, NHS England established the Ambulance Response Programme, which aims to improve response times to critically ill patients and to make sure that the most appropriate resource is provided to each patient first time. NHS England plans to publish a report summarising the findings of this programme in spring 2017. Ambulance trusts stressed the importance of moving quickly to implement any potential changes arising from the programme, in the light of increasing demand. There are three elements to the programme:


    
      	Dispatch of the most clinically appropriate vehicle to each patient within a timeframe that meets their clinical need. Six ambulance trusts (two since February 2015 and further four since October 2015) have been allowed additional time to determine the most appropriate response to all calls except Red 1 999 calls. These trusts have also been piloting the use of a new pre-triage set of questions to identify those patients in need of the fastest response (Red 1) at the earliest opportunity.


      	Development and trialling of a new, evidence-based set of clinical codes (definitions of emergency calls) that better describe the patient’s presenting condition and the response or resource required. This trial is currently being run in three trusts.


      	Development and piloting of a new set of performance standards based on clinical outcomes that benefit patients, rather than based on time alone.

    


    3.6 Key variables within the operating frameworks include:


    
      	The grade mix and skills mix of the workforce (Figure 21). Having more highly qualified staff can allow trusts to resolve more calls over the phone or at the scene but can be more expensive.


      	The vehicle fleet mix (Figure 22). There are two main types of vehicle used by trusts: double-crewed ambulances, which are capable of conveying a patient; and rapid response vehicles (cars and motorbikes) which are not normally used for conveying a patient. Having more rapid response vehicles helps trusts reach patients more quickly and meet response time targets, but may not always be in the best interests of the patient (for example, someone who needs to be taken to a hospital stroke unit). Trusts can also choose between two types of ambulance: a less expensive van conversion or a more expensive box conversion (equipped with a patient lift), and whether to own or lease their vehicles.


      	The number of vehicles dispatched to an incident. Trusts have different allocation policies. In some cases there will be clinical reasons for dispatching more than one vehicle, but in other cases response time targets appear to have created unintended incentives for some trusts to deploy multiple vehicles to a single incident in order to meet the target. In 2015-16, some 3.7 million vehicles were deployed and then stood down. The proportion of incidents in which an ambulance was deployed and later stood down varied from 4% to 46% across trusts in 2015-16.


      	The estate and how this is managed. Some trusts have rationalised their estates and employ a hub and spoke model with fewer ambulance stations and multiple standby points.


      	Use of a ‘make ready’ service to prepare ambulances. Some trusts believe the use of a specialised team to stock and prepare vehicles before each shift is more cost-effective than asking individual ambulance crews to do so.


      	Use of private ambulance services to manage demand.

    


    Appendix Four provides further details on differences in trusts’ operating frameworks.
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    3.7 Typically, there is not a straightforward relationship between any single operating choice and performance, as there are multiple contributing factors, many of which are interdependent. It is not clear what the optimal operating framework is, and it is likely to be different for urban and rural areas. West Midlands Ambulance Service performs well against current response time targets and cost-effectiveness measures, but performs less well resolving calls over the phone. It cites three features of its operating framework as being central to its performance:



    
      	Workforce mix. The trust aims to have a paramedic on every vehicle by the end of 2016, does not use private or voluntary sector ambulances and keeps its use of agency staff to a minimum. It recruits staff, at the lower non-paramedic bands, from the local community and invests in training them to paramedic level. It spent 8% of non-staff expenditure on education and training in 2015-16, more than any other trust.


      	Fleet. The trust has one of the highest ratios of double-crewed ambulances to rapid response vehicles in England and uses only van conversion ambulances, which are less expensive to buy and maintain than box conversion ambulances.


      	Estate. The trust uses a ‘make ready’ service to reduce the time required to prepare ambulances for each shift, operated within a ‘hub and spoke model’ in which 15 hubs support a network of community ambulance stations throughout the region.

    


    The wider health sector


    3.8 The wider health sector also contributes to variations in ambulance trust performance. For example, factors within the control of the wider health sector that contribute to variations in implementing new models of care include the extent to which:


    
      	the region has developed a clinical hub based in its call centre, to advise and refer patients to other services, that is integrated with other urgent care providers;


      	clinical hubs can access patients’ GP and hospital records electronically, and clinical hubs and ambulance crews can access an up-to-date directory of services, detailing where patients can be referred, and at what times, and for what services; and


      	alternative centres are available which accept patients brought in by ambulance crews and which offer a consistent service (both between centres and over time).

    


    3.9 NHS England has undertaken a stocktake of the urgent and emergency care system, with the aim of informing local planning and ultimately making the system simpler and more consistent. As part of this stocktake they have identified the number of urgent care centres across England (Figure 23).
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    Data to help understand variation and improve performance


    3.10 Our previous report noted that data were not always collected consistently across the ambulance trusts, meaning that performance could not always be compared and best practice shared. The Committee of Public Accounts recommended that ambulance trusts work with commissioners to develop a minimum data set including staff utilisation and hospital handover metrics. The Association of Ambulance Chief Executives has since developed an online dashboard presenting standardised data for 25 indicators. However, data are still not reported nationally on hospital handover times, staff utilisation or other efficiency metrics, and trusts raised concerns about the consistency of data reporting for calls resolved over the phone and clinical outcomes.


    Collaboration


    Other NHS ambulance services


    3.11 Coordination across ambulance services takes place through regular meetings between chief executives, directors of operations and other key members of staff. Effective collaboration takes place across a number of areas, such as emergency preparedness and resilience, but there is scope for more effective collaboration. For example, trusts told us that they now procure all their uniforms jointly, but that this agreement took 4.5 years to reach.


    Wider NHS


    3.12 Effective collaboration with the wider NHS is vital to ensuring that all urgent and emergency care services are connected and integrated, a core aim of NHS England’s Urgent and Emergency Care Review. However, the complexity of the healthcare system creates challenges for ambulance trusts in terms of engaging with all the relevant local stakeholders. Since we last reported on the ambulance service:


    
      	twenty-three urgent and emergency care networks have been established to provide strategic oversight at a regional level, supported at an operational level by Accident and Emergency Care Delivery Boards (formerly known as System Resilience Groups);


      	NHS England has introduced 44 Sustainability and Transformation Plan ‘footprints’, each of which will produce a plan explaining how local services can become sustainable over the next five years; and


      	NHS England and Monitor (now NHS Improvement) identified 11 troubled health economies where a local health economy approach was needed to address long-standing healthcare issues.

    


    3.13 Ambulance trusts typically cover a larger population than other stakeholders, and therefore will have relationships with more than one of each type of stakeholder (for an example, see Figure 24). They are also expected to maintain collaborative relationships with multiple police and fire services. Ambulance trusts have limited staff to manage their relationships with other stakeholders, and most trusts told us that they find it challenging to engage with all stakeholders because of this.
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    3.14 NHS England has produced guidance to support the development of local Sustainability and Transformation Plans. NHS England has asked urgent and emergency care networks, which ambulance services are expected to sit on, to provide expert advice to Sustainability and Transformation Plan areas on urgent and emergency care. However, it remains unclear how locally driven Sustainability and Transformation Plans will fit with the national aim of connecting and integrating all urgent and emergency care services and getting a consistent service offer across regions. The Plans are being taken forward in different ways across the country. For example, in the East of England, one urgent and emergency care network is seeking to influence six local Sustainability Transformation Plans in order to ensure they act coherently and strategically. In comparison, in London there are five networks, one embedded in each of the Sustainability Transformation Plan areas, seeking to manage the urgent and emergency care issues within these individual footprints. The standard contract for ambulance services for 2017-18 and 2018-19 will seek to incentivise engagement with Sustainability and Transformation Plan areas, although it is not clear how this will be achieved. This potentially presents a challenge to ambulance trusts who will need to engage with more than one area.


    3.15 Despite their membership of urgent and emergency care networks, most ambulance trusts told us that their knowledge and experience were not always fully utilised by the wider health system. For example, they were not always informed or consulted (or if so, very late on) about major changes to local health services, such as accident and emergency department closures. However, some stakeholders from the wider health sector noted that some ambulance trusts chose not to fully engage with them.


    Local communities


    3.16 Ambulance trusts increasingly work with their local communities to manage demand, although there is variation in the extent to which they do so. All trusts organise community first-responders programmes in which they train local volunteers to provide potentially life-saving first aid until an ambulance arrives. Ambulance trusts and other organisations, such as charities and community groups, also equip public places with defibrillators, which can be used to treat somebody having a cardiac arrest until the ambulance crew arrives.


    Other emergency services


    3.17 In 2011, the Committee of Public Accounts recommended that there should be a review into joint working between the emergency services, to identify potential for efficiency savings and more effective service delivery.12 Since then the government has introduced the Policing and Crime Bill to make provision for collaboration between the emergency services. This is currently going through Parliament.13 The bill places a high-level duty on ambulance trusts to consider where they can collaborate with the police and fire services, but trusts are not required to enter into agreements they feel are not in their interests or those of the wider health service.


    3.18 Individual ambulance trusts are involved in a wide range of initiatives with police and fire services including cost-saving initiatives such as co-locating their facilities, sharing back-office facilities and joint procurement of goods and services, and initiatives to improve operational performance such as better data-sharing, and joint training exercises. However, there is variation in the level of collaboration and what areas are covered across trusts. For example, only nine ambulance trusts have agreements with the fire service to act as co-responders, in which the latter attend ambulance calls and provide care until the ambulance arrives. This typically involves attending a suspected cardiac arrest, and (if required) treating the patient with a defibrillator.


    3.19 The Emergency Services Collaboration Working Group collates and disseminates good practice and academic research linked to collaborations between the services.14 It recently published a report providing an overview of the current collaborative projects between emergency services that serves as a baseline for future research.15 However, there is currently no national monitoring of these initiatives, so it is not clear how often good practice is taken up, how successful they are, or the financial savings they have achieved. Subject to funding, the Working Group plans to introduce greater evaluation in 2017 to assess which initiatives could transfer successfully to other locations.


    3.20 Most collaboration occurs at a local level, but more recently there has been national oversight and sharing of good practice in a number of areas, such as:


    
      	training in preparation for a joint response to major incidents, which is largely done through the Joint Emergency Services Interoperability Programme;


      	management of patients with a mental health crisis. The Mental Health Crisis Care Concordat sets out how the organisations involved in the care and support of people in crisis, including the three emergency services, should work together to ensure that people get the help they need when they are having a mental health crisis; and


      	joint management of demand for ambulance services originating from calls from the police, and the ambulance service’s response to this demand.

    


    
      
        12 HC, Committee of Public Accounts, Transforming NHS ambulance services, Forty-sixth report of Session 2010–2012, HC 1353, September 2011.

      


      
        13 HM Government, Policing and Crime Bill 2015-16 to 2016-17, http://services.parliament.uk/bills/2016-17/policingandcrime.html

      


      
        14 The Working Group brings together senior leaders from the emergency services.

      


      
        15 Emergency Services Collaboration Working Group, National overview 2016, November 2016.

      

    

  


  
    Appendix One


    Progress against the Committee of PublicAccounts’recommendations16
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        16 HC Committee of Public Accounts, Transforming NHS ambulance services, Forty-sixth Report of Session 2010–2012, HC 1353, September 2011.

      

    

  


  
    Appendix Two


    Our audit approach


    1 This report reviews the progress that the NHS ambulance services have made since our previous report and that of the Committee of Public Accounts.17 This report assesses whether NHS ambulance services are providing value for money and examines whether:


    
      	ambulance trusts are meeting essential performance targets and improving outcomes for patients;


      	variations in the performance of ambulance trusts have reduced since we last reported; and


      	ambulance trusts are maximising the impact that they can have on the service andfinancial sustainability of the NHS.

    


    2 Our audit approach is summarised in Figure 25. Our evidence base is described inAppendix Three.
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        17 Comptroller and Auditor General, Transforming NHS ambulance services, Session 2010–2012, HC 1086, National Audit Office, June 2011; andHC Committee of Public Accounts, Transforming NHS ambulance services, Forty-sixth Report of Session 2010–2012, HC1353, September 2011.

      

    

  


  
    Appendix Three


    Our evidence base


    1 We reached our independent conclusions on whether NHS ambulance services are achieving value for money after analysing evidence we collected between June and November 2016. Our audit approach is outlined in Appendix Two.


    2 We analysed operational, financial and performance data. We examined trends and variations within and between trusts in terms of their operating frameworks and performance metrics. Data analysed included:


    
      	the different types of services provided by ambulance services;


      	call activity and resolution (including new models of care);


      	reference costs, income and spend;


      	staffing and fleet;


      	performance against response time targets and other ambulance quality indicators, including clinical outcomes; and


      	serious incidents.

    


    3 Data sources included:


    
      	NHS England and NHS Digital; and


      	data provided by trusts using a data return template.

    


    4 We conducted case study visits to four ambulance trusts: East of England Ambulance Service, London Ambulance Service, North West Ambulance Service and West Midlands Ambulance Service. We selected the trusts to provide differing geographical locations and a range of performance against response time targets, improving clinical outcomes and progress made with the implementation of new modelsof care.


    5 The main aim of these case studies was to better understand the challenges faced by NHS ambulance trusts. We carried out semi-structured interviews with trust staff, covering five main topics: operational challenges facing the trust; challenges in moving tonew models of care; benchmarking performance and becoming more efficient; working with the wider health sector; and working with the other emergency services.


    6 For each case study, we also carried out semi-structured interviews with local stakeholders including: the lead commissioner for the trust; staff from organisations outside the trust with a key role in delivering new models of care; staff from local accident and emergency departments; and individuals working to support local urgent and emergency care services, such as accident and emergency delivery boards, urgent and emergency care networks, urgent and emergency care vanguards and delivering Sustainability and Transformation Plans.


    7 We conducted semi-structured interviews with individuals from a range of organisations. The interviews were designed to help us understand the challenges facing NHS ambulance services and the progress they have made in delivering services since we last reported, and to identify good practice.


    8 We spoke to those involved in the strategy, commissioning, oversight and delivery of NHS ambulance services, including the Department of Health, NHS England, the National Ambulance Commissioners Network, the Care Quality Commission, NHS Improvement and the Association of Ambulance Chief Executives. Other stakeholders we talked to included the College of Paramedics, the Emergency Services Collaboration Working Group, Health Education England, NHS Employers, NHS Providers, UNISON and the private sector auditors of ambulance trusts.


    9 We reviewed key documents. These included departmental and NHS England strategy and guidance documents relating to urgent and emergency care and the ambulance service. For each trust, we also reviewed key documents relating to planning, performance and progress in delivering new models of care. We reviewed relevant documents from the wider health sector, such as those relating to urgent and emergency care networks and Sustainability and Transformation Plans.

  


  
    Appendix Four


    Services provided and operating set-up byambulance trust, 2016-17
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    Appendix Five


    Ambulance quality indicators
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    Appendix Six


    Response time targets across the UK


    1 England has the most demanding response time targets in the UK (Figure 28), but comparison betweencountries is not possible because of the different points at which the clock starts. In Northern Ireland itstarts when the caller’s telephone number, the exact location of the incident and the nature of the chief complaint have been established. In Scotland it starts when the chief complaint has been established, and inWales it starts when the location of the incident has been established.
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    2 Like the English ambulance trusts, the Northern Ireland, Scottish and Welsh ambulance services are looking to implement new models of care and take fewer patients to accident and emergency departments. However, they have made less progress than in England. For example, the proportion of calls resolved over the phone was 10.2% in England in 2015-16, compared with only 8.6% in Scotland and 5.3% inWales (data for October 2015 to March 2016 only). Northern Ireland started toresolvecalls over the phone only in autumn 2015.

  


  
    Appendix Seven


    Green call standards by NHS ambulance trust
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Figure 26

Services provided by NHS ambulance trust
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emergency service

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes

NHS 111

No
No
Yes (part)
Yes (full
Yes (full
Yes (full
Yes (part)
Yes (part)
No

Yes (full

Patient transport
services

Yes (part)
Yes (part)
Yes (part)
Yes (full)
Yes (part)
Yes (full)
Yes (part)
Yes (part)
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Out-of-hours
services
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No
No
No
No
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1 Ambulance trusts which provide NHS 111, patient transport services and out-of-hours services may provide these
services for part or all of their region.

Source: National Audit Office analysis of ambulance trusts' data
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quicKly develop an intervention regime to
protect 999 services in situations where
providers fail.

The Department must clarify how
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and what choice commissioners will have
over the providers of emergency and
urgent care.

The Department should set standard
definitions for the data to be measured
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Commentary

Clinical commissioning groups are responsible for
securing continued access to key NHS services,
including ambulance services, if any provider is at risk
of faiing financially. Ambulance trusts are responsible
for ensuring that business continuity and disaster
recovery procedures are in place for the urgent

and emergency care services they provide and for
providing assurance to NHS England through boards
that such arrangements are in place, in accordance
with the Emergency Preparedness, Resilience and
Response Core Standards.

NHS Improvement s the financial and performance
regulator for ambulance trusts, and the Care Quality
Commission regulates the quality and safety of

trusts. It is not clear how the localised nature of
Sustainability and Transformation Plans, which set out
how local services will become sustainable over the
next five years, will impact on NHS England’s aim of
integrating all urgent and emergency care services.

In 2013, the responsibility for commissioning urgent
and emergency care services was transferred from
primary care trusts to clinical commissioning groups.
Ambulance services are generally commissioned by a
“lead” clinical commissioning group on behalf the other
clinical commissioning groups whose populations are
served by that ambulance trust. Commissioners set
standards through the NHS standard contract. Clinical
commissioning groups are unable to commission
urgent and emergency care from an ambulance trust
outside their area.

The Department agreed with the spirit of the
recommendation, but believed it was inappropriate
for it to set standards for the ambulance services,
as local services should choose definitions which
best suit them.

NHS England publishes performance against
ambulance quality indicators. However, important
metrics, such as tumaround times at hospitals and
utilisation rates for staff and vehicles, are still not
available in a standardised way and concerns have
been raised that some ambulance quality indicators
are not measured consistently.

The Association of Ambulance Chief Executives
has developed a publicly accessible dashboard to
facilitate comparison of ambulance quality indicators
and other metrics.
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Figure 18

Index of reference costs by NHS ambulance trust, 2015-16

The reference cost index ranged between 89 and 106 across trusts in 2015-16
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Source: National Audit Office analysis of Department of Health data
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Figure 5
Staff numbers, 2011-12 to 2015-16

Ambulance staff numbers continue to increase

Number of staff (full-time equivalent)

35,000
30,000
i 4,088 4,522 4,932
25,000
20,000
15,000
10,000
17,647 17,621 17578 17,466
5,000
0

2011-12 2012-13 2013-14 2014-15

W Other ambulance trust staff
% Front-line support to ambulance staff
® Ambulance staff

Notes
1 Monthly figures have been averaged to give annual figures, and include ambulance staff in the Isle of Wight.
2 Ambulance staffincludes managers, emergency care pracitioners, paramedios and ambulance technicians.

3 Frontline support to ambulance staff incudes support workers, health care assistants, rainee ambulance technicians
and ambulance personnel.

4 Other ambulance trust staff includes clerical, administrative and estates staff.

Source: National Audit Office analysis of NHS Digital data
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Figure 7
Performance in transferring patients upon arrival at hospital and making
the ambulance ready for another call by NHS ambulance trust, 2015-16

In 2015-16, there was wide variation in both hospital performance in taking responsibility

for the patient, and ambulance performance in preparing the vehicle for the next call
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Source: National Audit Office analysis of ambulance trusts' data
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Figure 27

Operating set-up of NHS ambulance trusts in England, 2015-16

Ambulance
trust

East Midlands

East of England

London

North East

North West

South Central

South East
Coast

South Western

West Midlands

Yorkshire

Notes

Clinical hub

No, but other
providers
operate hubs

Yes

Yes

Yes

No

Yes

Yes

Yes

Non-paramedic
clinicians in, or
virtually connected
to, hub

N/At

GP, other doctor,
general nurse

Mental health
specialist

GP, other doctor,
general nurse,
pallative care
specialist

Pharmacist, mental
health specialist

Specialist nurse,
pharmacist, mental
health specialist,
dental nurse, midwife

N/A

GP, other doctor

N/A

Specialist nurse,
mental health
specialist

Ambulance trust
provides NHS 111
service

No

No

Yes (for part of region,
not co-located with
999 clinical hub)

Yes (whole region,
co-located with
999 hub)

Yes (whole region,
working towards
virtual integration
with 999 clinical hub)

Yes (whole region,
co-located with
999 hub)

Yes (for part of region,
not co-located with
999 clinical hub)

Yes (for part of region,
co-located with 999
clinical hub)

No

Yes (whole region, co-
located with 999 hub)

Spend on private
ambulances

£6.9m

£6.6m

£1314m

£4.6m

£10.3m

£12.5m

£13.6m

£5.0m

Nil

£8.0m

Percentage of Percentage of
non-pay expenditure expenditure on
on private vehicle costs
ambulances
(%) (%)
14 10
10 7
14 8
12 9
13 8
19 9
20 10
8 9
0 11
10 9

 East Midlands Ambulance Service is connected to clinical hubs providing GPs, other doctors, community nurses, specialist nurses, pharmacists,
dentists and mental health specialists.

2 Percentage of vehicles leased (versus owned) excludes vehicles used for patient transport services.

3 Data correct at the time fieldwork was undertaken.

Source: National Audit Office analysis of ambulance trusts' data
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Figure 28

Response time targets and performance against targets

Categories Time targets Performance,
2015-16
(%)
England Red 1 - immediately lfe-threatening calls 75% within 8 minutes 725
Red 2 - life-threatening calls, but not immediately time-critical 75% within 8 minutes 672
Red 1 and 2 calls: where onward transport is required, a 95% within 19 minutes 926
vehicle capable of conveying the patient arriving at the scene
within 19 minutes in 95% of cases
Green —not immediately life-threatening or serious - -
Scotland A~ immediately Ife-threatening calls 75% within 8 minutes 655
B - serious calls, but not immediately life-threatening 95% within 19 minutes 817
C - not immediately life-threatening or serious - -
Walest Red — immediately life-threatening calls 65% within 8 minutes 68.8
Amber — calls from patients who may need treatment and - -
care at the scene and fast transport to a healthcare facility
Green —non-serious calls, which can often be managed - -
by other health services
Northern Ireland A~ immediately Ife-threatening calls 72.5% within 8 minutes 535

Note

B - serious calls, but not immediately life-threatening

C - not immediately life-threatening or serious

1 Data from October 2015 to March 2016.

Sources: NHS England and data from the Scottish Ambulance Trust, StatsWales, Northern Ireland Department of Health
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Figure 19
Cost per ambulance call and attendance by NHS ambulance trust, 2015-16

In 2015-16, there was wide variation across the trusts, in the cost per call and in the cost per
face-to-face attendance
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267
South East Coast

East of England

East Midlands

North East

West Midlands

::
F
g
g
8
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Cost (©)

W Cost per face-to-face response (€)
= Cost per call (£)

Notes

1 Cost per call and cost per face-to-face attendance are calculated by dividing a trust's urgent and emergency care
income by the number of calls presented to its switchboard, or the number of face-to-face responses it makes.

2 Face-to-face incidents are those resulting from 999 calls and NHS 111 transfers and do not include urgent
referrals for patient transport from other health care professionals.

Source: National Audit Office analysis of NHS England and ambulance trusts’ data
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Figure 6
Staff sickness absence rate by NHS ambulance trust, 2015-16

In 2015-16, there was substantial variation in sickness rates across the ambulance trusts
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Note
1 Includes all ambulance trust staff.

Source: National Audit Office analysis of NHS Digital data
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Figure 24
Healthcare stakeholders in the West Midlands

Ambulance trusts work with a growing number of stakeholders in an increasingly complex landscape

s B

1 Lead commissioner

- ~

2 Urgent and Emergency Care
Networks
N J

2 NHS England local teams

4 Trauma centres

-
{ 3 Trauma networks
N
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12 Local authorities in the West Midlands

Combined Authority 11 Trauma units
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- ~ N
7 Metropolitan districts 16 District councils 15 ASE Delivery Boards
\ J J
21 Acute hospital emergency departments ‘ { 22 Clinical commissioning groups

AN

5.6 million people

Note
1 Recentadditions are highlighted in yellow.

Source: Data provided by West Midlands Ambulance Service NHS Foundation Trust
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Figure 3
Call volumes and NHS 111 transfers, 2009-10 to 2015-16

Demand for ambulance services has been growing by an average 5.2% a year since 2009-10

Calls/transfers (million)
12
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~

B NHS 111 transfers
® Callvolume

Notes

1 NHS 111 services became available nationally in February 2014,

2 Includes calls and NHS 111 transfers passed to the Isle of Wight NHS Trust.

3 Call volume data sourced from NHS Digital (2009-10 and 2010-11) and NHS England (20112 onwards).
4 In2010-H there were around 14,000 NHS 111 transfers.

Source: National Audit Office analysis of NHS England and NHS Digital data
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Trust Type of Standard Target Performance Number of
Green call achieved in face-to-face
2015-16 incidents in
(%) 2015-16
EastMidlands ~ Green 1 Face-to-face response within 85% 72 75,253
30 minutes
Green 2 Face-to-face response within 85% 73 209,988
30 minutes
Green 3 Response within 20 minutes 85% 87 6,331
(upgrade, refer or advise)
Green 4 Response within 60 minutes 85% 99 8,065
(upgrade, refer or advise)
East of England ~ Green 1 Face-to-face response within 75% 75 31,839
20 minutes
Green 2 Face-to-face response within 75% 73 249,374
30 minutes
Green 3 Face-to-face response within 75% 81 26,689
50 minutes o telephone response
within 20 minutes
Green 4 Face-to-face response within 75% 83 96,130
90 minutes or telephone response
within 30 minutes
Urgent Face-to-face response within 1, 2 or 75% 68 57,260
4 hours depending on actity
London Green 1 Face-to-face response within 90% 57 49,391
20 minutes
Green 2 Face-to-face response within 90% 62 258,264
30 minutes
Green 3 Face-to-face response within 90% 79 81,796
60 minutes
Green 4 Face-to-face response within 90% 60 152,613
60 minutes
North East Green 1 Face-to-face response within 75% 48 11,681
20 minutes
Green 2 Face-to-face response within 75% a4 121,716
30 minutes
Green 3 Face-to-face response within 75% 67 13,374
60 minutes
Green 4 No target response n/a na 942
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Figure 25
Our audit approach

The objective of
government

How this will
be achieved

our study

Our evaluative
criteria

Our evidence

(see Appendix Two
for details)

Our conclusions

To ensure ambulance services deliver an appropriate and cost-effective level of care to their patients, in an
integrated way within the wider urgent and emergency care sector.

.

The Department of Health is ultimately responsible for sect

NHS England accountable by setting objectives through an annual mandate.

uring value for money for health services. It holds

Clinical commissioning groups commission urgent and emergency services from 10 regionaly-based

ambulance trusts.

-

The study considers whether the NHS ambulance services are delivering value for money. It also provides an
update on our 2011 report Transforming NHS ambulance services.

—

|

Trusts are consistently meeting
performance targets, such as,
response time and turnaround
time at hospitals.

Trusts’ performance against
clinical outcome indicators is
consistently improving.

Trusts are making good progress
in implementing new models

Variations in performance
between trusts have reduced.

Where variations still exist, their
causes are known and action

is being taken to address them

by the trusts and the wider local
health system.

Consistent data are available to
benchmark performance.

Trusts are maximising the impact

that they can have on the service
and financial sustainability of
the NHS.

of care.

E
We assessed the performance of NHS ambulance services in England by:

e collecting and analysing data from NHS England, NHS Digital and ambulance trusts;
e  conducting case study visits to four ambulance trusts;

e conducting interviews with the Department of Health, NHS England, ambulance trusts and other key
stakeholders; and

e reviewing documents from the Department of Health, NHS England, ambulance trusts and other key stakeholders.

'

Ambulance services are finding it increasingly difficult to cope with rising demand for urgent and emergency services.
Introducing new models of care has helped but there are signs of stress, including worsening performance against
response time targets. We have also seen limited improvernent since our last report with continuing variations in
operational and financial performance. Ambulance services are facing significant challenges and it does not help that
most are struggling to recruit the staff they need and then retain thern.

y

Ambulance services are a vital part of the health service but much of their ability to work better depends on other
parts of the health syster. Until clinical commissioning groups see ambulance services as an integral part of that
system itis difficult to see how they will become sustainable and secure consistent value for money across the
country. Introducing a standard operating framework and consistent commissioning arrangements may help but
our work raises serious questions about the place of ambulance services In the health system and their ability to
operate effectively.
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Figure 4
Urgent and emergency income per head of population by NHS
ambulance trust, 2015-16

In 2015-16, income per head of population varied by almost £10 across the ambulance trusts

South East Coast

Yorkshire

South Westem

South Central

@
@
k3
o

8
©

North West

London 328

West Midlands

East of England

8
®

East Midlands

North East

°
o
s
s
8
8
8
&

Urgent and emergency income per head of population ()

Source: National Audit Office analysis of Office for National Statistics and ambulance trusts’ data
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Figure 21
Breakdown of front-line staff by bands by NHS ambulance trust, 2015-16

Trusts employ a mix of technicians and healthcare assistants (bands 3 or 4), paramedics (typically band 5),

and more experienced advanced practitioners (bands 6 or 7)
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£1.78bn  10.7m 6.6m

the cost of urgent and calls and NHS 111 transfers incidents resulting in a
emergency ambulance services  to the ambulance service in face-to-face attendance by the
provided by NHS ambulance England, in 2015-16 ambulance service in England,
trusts in England, in 2015-16 in 2015-16

72.5% of the most serious (Red 1) calls responded to within 8 minutes in

10.4
percentage
points
5.2%
500,000

52%

4% to 46%

2015-16, against a target of 75%

difference between the proportion of Red 1 calls responded
to within 8 minutes, at the best- and worst-performing trusts in
England in 2015-16

average annual growth rate in demand (calls and NHS 111 transfers)
for ambulance services since 2011-12

ambulance hours lost due to delayed transfers of care at hospitals
in 2015-16

of patients taken by ambulance to hospital who were then admitted
in 2015-16, compared with 48% in 2007-08

variation in the percentage of incidents in which an ambulance was
deployed and later stood down, across trusts in 2015-16
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Figure 1
Stages of an ambulance response, including NHS 111 activity
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Source: National Audit Office data






OEBPS/Images/11407-001_Figure_13.png
Figure 13

Performance against response time targets by NHS ambulance trust, 2015-16

Just one ambulance trust met all three targets in 2015-16
England
East Midlands
East of England
London
North East
North West
South Central
South East Coast

South Western

West Midlands

Yorkshire

0 10 20 30 40 50 60 70 80 90 100
Proportion of calls meeting response time targets (%)

W Proportion of Red 1 calls responded to within 8 minutes
Proportion of Red 2 calls responded to within 8 minutes
= Proportion of Red 1 and Red 2 calls responded to within 19 minutes
-~ Target 8 minutes (75%)
-~ Target 19 minutes (95%)
Notes

1 Direct comparison between trusts for Red 2 and 19-minute performance is not possible because some trusts have
been piloting an approach allowing additional time for the assessment of all calls except Red 1 999 calls.

2 Numbers have been rounded. Yorkshire Ambulance Service fell just short of meeting the 19 minute target.

Source: NHS England
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Figure 12

National performance against response time target by month, June 2012 to October 2016

Ambulance trusts are struggling to meet response time targets throughout the year

Proportion of calls meeting response time targets (%)
100

2012 2013 2014 2015 2016

— Proportion of Red 1 calls responded to within 8 minutes
— Proportion of Red 2 calls responded to within 8 minutes

— Proportion of Red 1 and Red 2 calls responded to within 19 minutes
-~ Target 8 minutes (75%)

- Target 19 minutes (95%)

Note

1 Dueto the introduction of a clinical coding pilot, data for South Western Ambulance Service, Yorkshire Ambulance Service and West Midlands
Ambulance Service are only available up to and including 18 April 2016, 20 April 2016 and 7 June 2016 respectively.

Source: National Audit Office analysis of NHS England data
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Indicator

1

Outcome from acute ST segment
elevation myocardial infarction (STEMI)

Outcome from cardiac arrest - return of
spontaneous circulation

Outcome from cardiac arrest - survival
to discharge

Description

Requires ambulance services to ensure
delivery of rapid assessment and
treatment for patients experiencing

this type of heart attack, to restore
coronary blood flow thereby improving
patient outcomes.

First cardiac arrest indicator.

Second cardiac arrest indicator.

Measures the time it takes from the 999
call to when stroke patients arrive at

a specialist stroke centre so that they
can be rapidly assessed for treatment
called thrombolysis.

Aims to reflect how the whole urgent
care system is working, rather than
simply the ambulance service, as it
reflects the availability of atternative
urgent care destinations (for example,
walk-in centres) and providing treatment
to patients in their home.

To ensure that ambulance trusts are
providing safe and effective care the
first time, every time, this indicator
measures how many callers or patients
call back within 24 hours of the initial call
being made.

To ensure that ambulance services
are not having problems with people
phoning 999 and not getting through.

To ensure that when people or patients
dial 999, thelr call is answered quickly.

All ambulance trusts need to
demonstrate that they are finding out
what people think of the service they
offer and acting on that information to
continuously improve patient care.

Measures the speed of all ambulance
responses to the scene of potentially
Iife-threatening incidents and measures
that those patients who are most in
need of an emergency ambulance get
one quickly.

If patients need an emergency
ambulance response, then the wait
from when the 999 call is made to
when an ambulance-trained healthcare
professional arrives should be as short
as possible, because urgent treatment
may be needed.

Measure

Proportion of patients experiencing STEMI
who receive primary angioplasty (surgery
that repairs or unblocks a blood vessel)
within 150 minutes, and proportion of
such patients who receive an appropriate
care bundle — aspirin, glyceryl trinitrate for
angina, two pain scores and analgesia.

Proportion of patients who are in cardiac
arrest but have a pulse on arrival at hospital
following resuscitation by ambulance

crew (for all patients and for the Utstein
comparator group, where the cardiac arrest
had an initially shockable rhythm and was
witnessed by a bystander).

Proportion of patients resuscitated by the
ambulance crew who recover from cardiac
arrest and are subsequently discharged
from hospital (for all patients and for the
Utstein comparator group).

Proportion of suspected stroke patients
(as assessed by the face-arms-speech
test) who arrive at a specialist stroke centre
within one hour, and proportion of such
patients who receive an appropriate care
bundie -~ face-arms-speech test, body
mass and blood pressure recorded.

Proportion of calls receiving a telephone or
face-to-face response that are resolved by
telephone advice.

Proportion of calls receiving a face-to-face
response from the ambulance service,
that are managed without the need for
transport to a type 1 or 2 accident and
emergency department.

Proportion of emergency calls closed with
telephone advice with re-contact via 999
within 24 hours.

Proportion of patients treated and
discharged on scene with re-contact via
999 within 24 hours.

Proportion of calls presented to the
switchboard that are abandoned before
being answered.

Time to answer call in seconds — median,
95th centile, 99th centile.

This indicator should include a qualtative
understanding and description of user
experience, and should not be restricted
1o reporting quantitative measures of user
satisfaction from questionnaires.

Proportion of all Red 1 calls responded to
within 8 minutes.

Proportion of all Red 2 calls responded to
within 8 minutes.

Time to arrival of an ambulance-dispatched
health professional for Red 1 and Red 2
calls in minutes — median, 95th centile,
99th centile.

In addition to these indicators, all ambulance services are also monitored against the standard of an ambulance reaching 95% of Red 1 and Red 2 calls

4 Outcome following stroke for
ambulance patients

5 Proportion of calls closed with
telephone advice or managed
without transport to an accident
and emergency department
(where clinically appropriate)

6 Re-contact rate following discharge of
care (closure with telephone advice or
following treatment at the scene)

7 Call abandonment rate

8 Time to answer calls

9 Service experience

10 Red 8-minute response time

11 Time to treatment by an ambulance-
dispatched health professional

Notes

)

‘within 19 minutes.

2

Source: NHS England and ambulance trusts' data

Trusts also report the number of emergency and urgent incidents resulting in a patient being transported to a type 1 or 2 accident and emergency
department. This includes NHS 111 transfers and transfers from another ambulance computer system. Unlike the proportion of face-to-face incidents
resolved without transport to a type 1 or 2 accident and emergency department (see indicator 5), this indicator also includes requests for emergency

response from another healthcare professional.
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Figure 2
Ambulance trusts achieving response time targets

The number of trusts achieving the targets has fallen since 2012-13

Response time targets 201213 2013-14

Red 1 calls: an emergency response 5 7
artiving at the scene within 8 minutes in
75% of cases

Red 2 calls: an emergency response 9 6
artiving at the scene within 8 minutes in
75% of cases

Red 1 and 2 calls: where onward 8 8
transport is required, a vehicle capable

of conveying the patient arriving at the

scene within 19 minutes in 95% of cases

Note
1 Data for 2012-13 are from June 2012 to March 2013.

Source: National Audit Office analysis of NHS England and NHS Digital data.

2014415
4

2015-16
1
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Figure 20

Variations in performance

Variations in trusts’ performance have increased on a number of important metrics since we

last reported

indicator Variation in
2009-10

Index of reference costs! 85t0 112

Percentage of expenditure 60% to 70%

on front-line services?

Red 1/Category A 70.8% to 78.3%

8-minute response times?

Sickness absence rate 4.2% t0 6.5%

Calls resolved over 1.3% t0 4.5%

the phone

Incidents resolved without 17.5% t0 50.0%

conveyance to an accident
and emergency department

Notes
1 Adjusted for the market forces factor.

Variation in
2015-16

89 to 106

44% to 63%

68.1% to 78.5%

3.7% t0 6.7%

5.2% to 15.2%

30.9% to 52.4%

Change

Variation has reduced

Variation has increased

Variation has increased

Variation has increased

Variation has increased

Variation has reduced

2 Expenditure on front-ine services includes front-fine staff costs (excluding contact centre staff) and

vehicle costs (including fleet maintenance staff).

3 Prior to 201213 the most serious calls were called ‘Category A’ calls, rather than ‘Red 1" calls.

Source: National Audit Office analysis of Department of Health, NHS Digital, NHS England and ambulance trusts’ data
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Figure 14

National performance against clinical outcome indicators, 2011-12 to 2015-16

Performance is variable across trusts and across clinical outcome indicators

Condition

Cardiac
arrest

Cardiac

arrest

Heart attack

Stroke

Indicator

Percentage of patients who had return
of spontaneous circulation on arrival
at hospital

Percentage of patients who had
resuscitation by ambulance service
following a cardiac arrest who were
discharged from hospital alive

Percentage of patients who received
primary angioplasty within 2.5 hours of
call connecting to ambulance service

Percentage of patients who received an
appropriate care bundie

Percentage of patients potentially
eligible for stroke thrombolysis arriving at
hyperacute stroke unit within one hour

Percentage of patients assessed
face-to-face who received an
appropriate care bundie

® Animprovement in performance

© No clear trend in performance

® Adeterioration in performance

Source: National Audit Office analysis of NHS England data

Patients

All

Utstein group (where the cardiac arrest
had an initially shockable rhythm and
was witnessed by a bystander)

All

Utstein group (where the cardiac arrest
had an initially shockable rhythm and
was witnessed by a bystander)

Acute ST-elevation myocardial infarction

Acute ST-elevation myocardial infarction

Suspected stroke based on
face-arm-speech test

Suspected stroke based on
face-arm-speech test

Performance between 2011-12 and 2015-16

National
23% to 28%

43% to 50%

7% to 8%

22% to 27%

90% to 87%

74% to 79%

65% to 57%

94% to 98%

6

Number of trusts
o4

o 38
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Figure 11

Incidents resolved by treating at the scene by NHS ambulance trust, 2015-16

In 2015-16, there was substantial variation between trusts in the proportion of incidents
resolved at the scene, and in the re-contact rate of patients treated at the scene
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Note
1 Data forincidents resolved at the scene exclude transfers from NHS 111.

Source: National Audit Office analysis of NHS England and NHS Digital data
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Trust Type of Standard Target Performance Number of
Green call achieved in face-to-face
2015-16 incidents in
(%) 2015-16
North West Green 1 Face-to-face response within 95% 70 48,068
20 minutes
Green 2 Face-to-face within response 95% 7 311,367
30 minutes
Green 3 Face-to-face response within 95% 99 62,990
120 minutes
Green 4 Face-to-face response within 95% a7 135,652
240 minutes
South Central ~ Green 1-3 Face-to-face response in 30 minutes — 90% 65 222,524
combined green 30
Green 4 Face-to-face response in 60 minutes 90% LY 69,453
South East Coast Green 4 Face-to-face within 60 minutes 95% 88 51,504
South Western  Green 1 Face-to-face response within 90% 79 15,164
20 minutes
Green 2 Face-to-face response within 90% 7 324,489
30 minutes
Green 3 Face-to-face response at normal road 90% LY 13,854
speed, response within 60 minutes or a
phone assessment within 30 minutes
Green 4 Clinical response within 60 minutes 90% 70 42,808
(public incidents)
Green 4 Requests from healthcare professionals ~ 70% within the 62 54,680
(healthcare to undertake urgent transfers of patients  agreed time
professional within 1, 2, 8 or 4 hours window
incidents)
West Midlands ~ Green 2 Face-to-face response within 90% LY 417619
30 minutes
Green 4 Face-to-face response or triage 90% 100 52,568
within 60 minutes
Yorkshire Green 1 Face-to-face response within 95% with a floor 83 51,508
20 minutes target of 80%
Green 2 Face-to-face response within 95% with a floor 76 186,073
30 minutes target of 85%
Green 3 Telephone assessment within 95% with a floor 80 8174
20 minutes, or face-to-face target of 80%
response within 30 minutes
Green 4 Telephone assessment within No target 92 129,772

60 minutes, or face-to-face
response within 60 minutes

Source: National Audit Office analysis of ambulance trusts' data
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Figure 15
Time taken to answer calls by NHS ambulance trust, 2015-16
In 2015-16, there were large variations between trusts in the waiting time for the slowest 1%

and 5% of calls answered, with a small proportion of patients waiting more than a minute for
their call to be answered
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Source: National Audit Office analysis of NHS England data
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Figure 23
Urgent care centres by NHS ambulance trust area

The number and type of urgent care centres accessible to ambulance trusts vary across the country

Ambulance trust Centres GP-led  Minor Stand Walk-in Total

co-located health injury alone centre urgent care

with hospital  centre unit  urgentcare orclinic centres

accident and centre

emergency

departments
East Midlands 5 0 1 10 5 31
East of England 3 0 15 3 3 24
London 2 6 5 9 18 64
North East 3 0 1 11 16 ]
North West 6 0 13 8 27 54
South Central 1 0 12 3 5 21
South East Coast 2 0 26 1 9 38
South Western 4 0 ot 5 10 110
West Midlands 6 0 17 6 14 43
Yorkshire 6 0 16 2 14 38
Notes

1 Original data were grouped by urgent and emergency care network and have been realigned to ambulance trust areas.

2 Totals for each trust may be greater than the number of centres across England because some centres may be
accessible to more than one trust.

3 Some of the urgent care centres may not acoept patients from ambulances.

Source: National Audit Office analysis of NHS England data
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Figure 10
Calls resolved over the phone by NHS ambulance trust, 2015-16

In 2015-16, there was substantial variation between trusts in the proportion of calls resolved over the
phone, and in the re-contact rate of patients whose calls were resolved over the phone
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Note
1 Datafor calls resolved over the phone exclude transfers from NHS 111.

Source: National Audiit Office analysis of NHS England and NHS Digital data
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Figure 9
Costs to the ambulance service avoided by new models of care, 2015-16

Potential costs of around £74 million were avoided by resolving more calls over the phone and
treating more patients at the scene in 2015-16 compared with 2011-12

Model of care Average unit Number of calls/ Actual number Estimated
costin 2015-16 incidents resolved in of calls/ cost avoided
2015-16 if proportion incidents compared to
of calls/incidents resolved this conveyance
resolved this way way in 2015-16

had remained the
same since 2011-12

Hear and treat £34 347,000 677,000 £66.7 milion
See and treat £181 1,837,000 1,964,000 £7.1 million
Notes

1 The average unit costs were taken from 2015-16 reference cost information for England.

2 The estimated cost avoided was calculated by identifying the number of additional calls or incidents resolved through
each new model of care in 2015-16 compared with 2011-12 and multiplying these by the cost saved by using the new
model of care compared with conveying the patient. This was done by calculating how many calls/incidents would have
been resolved through ‘hear and treat’ or “see and treat’ in 2015-16 if the proportion of calls/incidents resolved this
way had remained the same since 2011-12, and then subtracting this figure from the number of calls/incidents actually
resolved through *hear and treat” or ‘see and treat’ in 2015-16. The unit cost saved was calculated by subtracting the
unit cost of the new model of care from the unit cost of conveyance. The average unit cost of a conveyance is £236,
and is not divided into conveyancs to hospital and conveyance to an alternative destination.

3 Numbers have been rounded.

4 Includes activity resolved by Isle of Wight NHS Trust.

Source: National Audit Office analysis of NHS Digital, NHS England and Department of Health data.
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Figure 16
Time taken for a health professional to arrive at the scene of a Red call
by NHS ambulance trust, 2015-16

In 2015-16, there were large variations between trusts in their response times to the slowest 1%

and 5% of Red calls attended, with a small proportion of patients waiting more than 30 minutes

when they should receive a response in 8 minutes
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Source: National Audit Office analysis of NHS England data
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Figure 22

Breakdown of fleet by type of vehicle by NHS ambulance trust, 2015-16

In 2015-16, North East Ambulance Service had the lowest ratio of rapid response vehicles to ambulances in England
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Notes

1 Patient transport service and other vehicles are not included.

2 Proportion may not total to 100 due to rounding.

Source: National Audit Office analysis of ambulance trusts' data
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Figure 17
Care Quality Commission inspection ratings by NHS ambulance trust

Two ambulance trusts are currently rated inadequate

Trust Overall Safe Effective Caring Responsive Well-led
East of England . . . . ° .
East Midlands ° ° ° ° ° .
London . . ° ° . °
North East ° ° ° ° ° °
North West ° . . ° ° .
South Central . . . ° . .
South East . . ° . ° °
South Western . . . o ° .
West Midlands . . . o ° .
Yorkshire . . ° . . .
® Outstanding

® Good

“ Requires improvement

® Inadequate

Source: Care Quality Commission
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Recommendation Department our
of Health assessment
response of progress

The Department should review how Agreed Good

response times are measured to ensure

that ambulance services have sufficient

flexibility to identify the most appropriate

response to calls before resources

are deployed.

Commissioners should take a consistent Partially Poor

approach to penalising hospitals that do agreed

not adhere to the guidance of 15-minute

handovers and the Department should

also develop a quality indicator for hospital

trusts on hospital handover times.

The Efficiency Reform Group should Partially Moderate

work with the departments responsible agreed

for fire, ambulance and police services to
commission an independent review. The
review should examine what efficiencies
and enhanced service delivery should be
achieved by increased joint working across
the emergency services and should look to
maximise opportunities for co-location.

Source: National Audit Office

Commentary

In June 2012, Category A calls (ife-threatening) were
split into Red 1 and Red 2 calls, with different clock
start times to ensure a more appropriate response
to calls.

In 2015, NHS England established the Ambulance
Response Programme. It consists of three elements:
piloting additional time to assess all calls except

Red 1 999 calls; developing and trialling of a new
evidence-based set of clinical codes; and developing
and piloting a new set of performance standards
based on clinical outcomes that benefit patients, rather
than being based on time alone. NHS England plans
to publish a report summarising the findings of this
programme in spring 2017.

The Department has not developed a quality indicator
for hospital transfer times, noting that it has introduced
an indicator measuring the time to initial assessment
for all patients arriving by ambulance.

In 2012, the NHS Confederation and the Association
of Ambulance Chief Executives published a report
encouraging healthcare leaders to make transfer
delays a ‘never event’ (a serious incident that is
considered to be wholly preventable) in their local
health economies.

Commissioners have not taken a consistent approach
to penalising hospitals that do not adhere to the
15-minute transfer standard. Transfer delays have

got worse.

The Home Office introduced the Policing and Crime
Bl which is currently going through Parliament.

The bill places a high-level duty on ambulance trusts
to consider where they can collaborate with the police
and fire services, but trusts are not required to enter
into agreements they feel are not in thelr interests or
those of the wider health service.

There is evidence of increased collaboration between
the fire, police and ambulance services such as
co-locating facilties, co-responding, sharing data,
doing joint training exercises, and so on. Most
collaboration occurs at a local level, but there have
been national collaboration programmes such as the
Joint Emergency Services Interoperability Programme.

The Emergency Services Collaboration Working
Group collates and disseminates good practice and
academic research linked to collaborations between
the services. However, there is currently no national
monitoring of these initiatives, so it is not clear how
often good practice is taken up, how successful they
are, or the financial savings they have achieved.
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Figure 8

Implementation of new models of care for ambulance trusts, 2011-12 to 2015-16

Take-up for new models of care has improved and a decreasing re-contact rate indicates performance in resolving calls over the phone is improving

® Proportion of incidents resolved at the scene
or by conveying the patient to a non-hospital
destination (includes NHS 111 calls)

® Proportion of calls resolved over the phone
(excludes NHS 111 calls)

® Proportion of incidents resolved at the scene
(excludes NHS 111 calls)

Re-contact after call resolved over the phone
Re-contact after incident resolved at the scene
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13 13 10 8 6
5 5

1 The proportion of calls resolved over the phone was calculated by dividing the number of calls resolved over the phone by the number of calls received that required a telephone or

face-to-face response, excluding NHS 111 calls.

2 The proportion of calls resolved at the scene was calculated by dividing the number of calls resolved at the scene by the number of calls that required a telephone or face-to-face response,

excluding NHS 111 calls.

3 The proportion of incidents resolved at the scene or by conveying the patient to a non-hospital destination was calculated by dividing the number of incidents resolved at the scene or by

conveyance to a non-hospital destination by the number of calls requiring a face-to-face response, including NHS 111 calls.

Source: National Audit Office analysis of NHS Digital and NHS England data.
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