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	Purpose of the Report
	· To receive a report on the system wide pressures including ambulance delays and to include how the Health Board capture the harm caused across the system


	Key Issues



	Summary of how pressures impact on
-        Patients waiting in the community
-        Patients waiting to be transferred from ambulances into unscheduled care
-        Risk of deconditioning in our unscheduled care environments and within our wards


	Specific Action Required
(please choose one only)
	Information
	Discussion
	Assurance
	Approval

	
	☐	☐	☒	☐
	Recommendations

	Quality and Safety Committee are asked to:
· Receive the process for jointly investigating incidents of harm relating to WAST/ health board care
· Take assurance from the national process for releasing ambulances from outside of the Emergency Department
· Receive the quality improvement work with regard to managing patients within unscheduled care environments and to prevent deconditioning across the system




1. 
INTRODUCTION

This paper sets out the processes in place to manage and measure the impact of system-wide pressure, including the risk to patients awaiting ambulances within the community and clinically optimised patients at risk of deconditioning.

There are national systems in place for managing risk across the whole system, and to identify lessons learnt from incidents of harm occurring across organisations. These are in addition to our internal operational management and escalation processes. This paper outlines what the process is to support Wales Ambulance Service Trust (WAST) in deploying care to patients at need in the community and how we manage the demands of patients attending the Emergency Department.

Preventing deconditioning is important for patient outcomes throughout all stages of their care with us. This includes time spent in unscheduled care, where an enabling approach could prevent further harm. Avoiding deconditioning is a national and organisational priority and this paper describes how we measure the effects of deconditioning and interventions in place to prevent it.

2. BACKGROUND

Joint Review Process

Where patient safety incidents are reported relating to harm caused due to ambulance delays within the community, these are investigated jointly by WAST and the Health Board through a Joint Investigation Panel Meeting. These panels form part of a national process for the management of health board/ WAST incidents. 

Learning from this meeting is shared through the Quality and Safety Group. Themes emerging from this process include the needs for improved planning and clearer communication around End of Life care and risks associated with undiagnosed Sepsis within the community. Both of these areas are existing health board priorities. As well as training across primary and secondary care, there is quality improvement work underway within the health board to increase the use of the Palliative Care Register within GP practices. WAST have also introduced a role of Palliative Care Paramedic in response to this need. As part of our work within the Sepsis quality priority we have been engaging with primary care providers to support them in recognising and responding to Sepsis. This work will be built upon as we expand the scope of the quality priority to include wider deterioration.





Protocols for Immediate Release of Ambulances form the Emergency Department 

The All Wales Immediate Release Protocol was introduced in July 2022 and works alongside organisational management/ clinical safety plans. The protocol sets out a stepped process for request of immediate release or escalation if such a request is declined. The steps are as follows:

· WAST contact the Emergency Department via a ‘red phone’ and direct an immediate release of an ambulance waiting outside the department.
· In response to this direction from WAST, health board staff will facilitate the release of the resources without delay.
· If the request for immediate release is declined by the Emergency Department staff, WAST will follow the WAST Resource Deployment procedure and record and escalate the refusal to the Operational Delivery Unit. If the Health Board does decline an immediate release direction, they will be required to provide the reasons for this and the name or identifying detail of the declining staff member.[footnoteRef:1] [1:  Where there is a significant/ severe clinical safety risk to the Emergency Department the health board may have to decline Amber 1 requests. These decisions are made on a case-by-case basis by the senior clinical staff in-charge (medical & nursing) and would be consistent with the nationally reported emergency care status or SAPhTE score (Staffing, Acuity, Physical Capacity, Transfer, Environment). 
] 


All red release requests are actioned by the health board. 

Impact on Patients Waiting to be Admitted to the Emergency Department

All patients waiting in ambulances are clinically assessed and all opportunities explored as to how best to deliver a safe, timely, clinical management plan. The Emergency Department at Morriston Hospital routinely functions with additional patients across its template including within the acute resuscitation area, with Major patients overflowing into the Minors area and Minors patients sitting in the Waiting Room.

In addition to patients conveyed by ambulance, patients also self-present at the Emergency Department and this number can increase when WAST waiting times are longer. These patients can be more clinically urgent than patients arriving by emergency response vehicle.

Monitoring of Handover Times

The Health Board actively monitors ambulance handover performance against the following two performance measures, on a daily basis:
· Number of ambulance handovers greater than 1hour 
· Number of lost hours as a result of delayed ambulance handovers (greater than 15minutes)

Ambulance handover times are reported to Quality and Safety Committee as part of the Quality and Safety Performance Report. 

Right Care, Right Place, First Time: Six Goals for Urgent & Emergency Care

We have commenced a programme of targeted intervention in conjunction with the National Strategy for Right Care, Right Place, First Time: Six Goals for Urgent & Emergency Care, supported by Welsh Government, to address risks associated with urgent and emergency patient pathways, including the ability to release emergency response vehicles, following arrival at Morriston Hospital. The aim of this programme of work is to critically review and redesign across community access, service delivery, staffing models and infrastructure in order to reduce risk of patient harm and service failure. 

Risk of Deconditioning in Unscheduled Care
Deconditioning poses a significant risk to patients in unscheduled care environments, particularly for those who are admitted to hospital or remain in hospital longer than necessary due to discharge delays, even after being deemed clinically optimised. Prolonged immobility and reduced physical activity contribute to a rapid decline in physical and functional capabilities. For instance, 10 days in bed can lead to a loss of muscle mass equivalent to 10 years of aging, and just 24 hours of immobility can result in a 25% loss of muscle mass—an effect particularly critical for older patients with already low muscle reserves. These physiological changes, coupled with extended hospital stays, elevate the risk of harm, including falls, infections, and loss of independence in basic functions such as continence.  The current delays in offloading patients from ambulances and into the most appropriate areas impact these statistics greatly.
The Health Board has implemented measures to capture the harm caused by deconditioning, including a bespoke dashboard that tracks incidents such as falls among clinically optimised patients who remain in hospital due to delays. However, the effectiveness of this tracking relies on the accurate recording of key data, such as the date when patients become clinically optimised. This chart shows that with the data currently collected over half of patients who are clinically optimised experience a fall after they have been assessed as ready for discharge.
Clinically Optimised Patient Falls Q1-Q3 2024
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To reduce the risk of deconditioning the health board has trained a team of Reconditioning Ambassadors who promote patient activation within their services and identify ways to prevent harm. We are also working with Improvement Cymru to identify ways that we can develop quality improvement projects to reduce the risk of harm in the first 48 hours of admission.

Measuring Harm

In line with our quality and safety framework, patient safety incidents, concerns, audit outcomes and other measures of potential harm such as internal and external review findings are reported through the service groups to the Patient Safety and Compliance Group and Patient and Stakeholder Experience Group. In addition the impact of whole system pressures on quality of care are captured within service group reports to Quality and Safety Committee. The main cause of harm identified in closed incidents and in concerns for the period October 2023- October 2024 was delays in admission. 

Responding to Pressure with Improvement

As noted previously within this report, there are a number of quality improvement projects in place to address whole system pressures. These include the following:-
· Work within the Six Goals to review and revise our unscheduled care pathways
· Quality priority improvement projects to improve planning for end of life care within GP practices in order to reduce unnecessary conveyance to hospital
· Improving the recognition of Sepsis and deterioration within Primary Care settings
· Training deconditioning ambassadors across all sites
· Work with Improvement Cymru to focus on preventing deconditioning in the first 48 hours of our care

1. GOVERNANCE AND RISK ISSUES

Quality and safety measures relating to whole system pressure are managed in line with our quality and safety framework.

2. FINANCIAL IMPLICATIONS

There are no direct financial implications as a result of this paper, though there are potential financial implications through and redress or claims processes relating to any individual cases.

3. RECOMMENDATION

Quality and Safety Committee are asked to
· Receive the process for jointly investigating incidents of harm relating to WAST/ health board care
· Take assurance from the national process for releasing ambulances from outside of the Emergency Department
· Receive the quality improvement work with regard to managing patients within unscheduled care environments and to prevent deconditioning across the system
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	Governance and Assurance


	Link to Enabling Objectives
(please choose)
	Supporting better health and wellbeing by actively promoting and empowering people to live well in resilient communities

	
	Partnerships for Improving Health and Wellbeing
	☒
	
	Co-Production and Health Literacy
	☐
	
	Digitally Enabled Health and Wellbeing
	☐
	
	Deliver better care through excellent health and care services achieving the outcomes that matter most to people 

	
	Best Value Outcomes and High Quality Care
	☒
	
	Partnerships for Care
	☒
	
	Excellent Staff
	☒
	
	Digitally Enabled Care
	☐
	
	Outstanding Research, Innovation, Education and Learning
	☐
	Health and Care Standards

	(please choose)
	Staying Healthy
	☒
	
	Safe Care
	☒
	
	Effective  Care
	☒
	
	Dignified Care
	☒
	
	Timely Care
	☒
	
	Individual Care
	☒
	
	Staff and Resources
	☒
	Quality, Safety and Patient Experience

	Patient experience and outcomes are impacted by whole system pressures and the improvement work streams listed aim to address these.

	Financial Implications

	No direct financial implications

	Legal Implications (including equality and diversity assessment)

	Potential litigation through Redress or Claims processes

	Staffing Implications

	Staffing implications are managed operationally within the service group

	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	The health of communities impacts on unscheduled care demand. Prevention and early intervention can reduce the demand on unscheduled care.

	Report History
	Quality and Safety Committee January 2025

	Appendices
	None 
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