Briefing to Staffordshire Councillors Regarding Review of Ambulance CAS Points

Appendices Attached:
Appendix A - WMAS Statistical Data

The following document has been pulled together by way of a briefing for Scrutiny Committee
members following regarding ambulance provision within Staffordshire which we hope will be useful
to members.

Staffordshire led the country in designinganew, more efficient way of operatingwhenitintroduced
the ‘make ready’ systeminthe 1990s. Thiswasrolled outto the rest of the West Midlands following
the merger of Staffordshireinthe 2000s. Today West Midlands Ambulance Service has anetwork of
15 large Make Ready Hubs; in Staffordshire these are based in Stoke, Stafford and Lichfield. When
the move was made, there was initially also a network of rapid response vehicles (RRV), usually 4x4
cars, that worked from strategiclocations known as Community Ambulance Stations (CAS), very
oftenin markettowns across the West Midlands. Thiswas largely due to the call categorisation
systemthatwe were obliged to use at that time that concentrated on gettingto calls very quickly,
but not necessarily with the rightresource.

A good example of this would be a stroke patient; an RRV would getthere in under eight minutes
but, if the patientwas FAST positive, what they actually needed was an ambulance totake themto a
hyper-acute stroke unitforimmediate care —we aren’t able to transport patients by car. Doingso
can make a huge difference tothe life of the patient going forward. What happenedinthe West
Midlands to some extent, but much more so in other areas of the UK, was that the car would wait
sometimes forhoursforan ambulance to arrive to take the patientto hospital. This severely limited
the ability of the hospital to provide the necessary care. While we hitthe statutory target, the
patientdidn’t getthe care they needed, which clearly was notappropriate.

With the introduction of the Ambulance Response Programme in 2018, WMAS firstly reduced and
then got rid of entirely, it’s fleet of cars — at one point we had over 100 operating each day! These
were all replaced by ambulances. Asthat move took place, we reduced the number of CAS points as
they were simply notbeingused. By 2020, we were downtojust 13 sites. The money savedfrom
not havingthe CASsites was invested in additional staff and ambulances.

As youwill be aware, the last few months have been extremely challenging; in July, we saw demand
at levelsthat we could not possibly have envisaged. We set anew record for999 calls on 19th July
whenwe received and answered 6,418 callsin a 24-hour period! Whenyou considerabusy day at
the momentshould see usreceive circa4,000 calls, you can see the level of challenge we face.

Anotherfactorthat has badly affected us over recent months have been the delays handing patients
overat hospital. Asyou will be aware, we are supposed to do so within 15 minutes of arrivingatan
A&E Department. Unfortunately, many of the hospitalsin ourregion are extremely challenged and
this has led to some verylongdelays. Indeed, inrecent weeks, we have had crews waitover 11
hoursto hand their patient over. DuringJuly, there were many days when we were losing over
1,000 hours of ambulance time while crews waited to hand over patients —that is the equivalent of
taking 85 ambulances off the road and puttingthemin a car park and deciding notto use themthat
day. You can onlyimagine the challenges this brought us.

To putitinto context, inJuly 2019 (pre pandemic) we lost 4,818 hours during the month of July due
to handoverdelays. InJuly 2021, we lost 14,866 hours! Almost 7,000 patients waited overan hour
to be handed over, many of them havingto be keptin the back of the ambulance. Notonlywasthis



poor for patientsit put an intolerable strain on our staff with many regularly finishing their shift late,
oftentothe tune of three hours on top of a 12 hourshift. No other NHS staff face such situations.

The Trust moved to REAP 4 (the highestlevel of concern) forthe firsttime inits history. Atone
point, all ten English ambulance services wereat REAP 4. Currently, only WMAS and one other
Service have de-escalated to REAP 3. You may also have seeninthe newsthat three servicesin
other parts of the country are now receiving military assistance due tothe level of challenge they
face. Thankfully demand has calmed down a bitsince the latter half of July, though it remains above
expectations, butthatis no differenttoany other part of the NHS at the moment.

As aresult of the above, we have implemented a number of changes to protect patients and our
staff. One of the biggest changes has beentheintroduction of the Clinical Validation Desk. Calls
continue to be triaged by our call assessorsinthe normal way:they are divided into four categories
— Cat 1isthe most seriousandincludesapatientin cardiacarrest. Category 2 included heart attacks
and strokes while Category 3are classed as ‘urgent’ and Category 4 as ‘non-urgent’ by NHS England.
Under the new scheme, anumber of Category 3 and 4 calls are further examined by ateam of
advanced paramedicsinourcontrol rooms. The aim isto take these lower category calls and make
betteruse of the alternative pathways that are available in the NHS.

This could be through directing occupational therapyteams, fall co-ordination services oradvanced
nurse practitioners workinginthe community tovisit the patientinstead of anambulance. Many
othercallsare beingresolved with advice only. The work of the team is expected to reduce the
numberof ambulance dispatches by severalhundred each day purely by arranging for more
appropriate healthcare staff to visit the patients. Our‘Hearand Treat’ rate has risen from around
5% to 15% each day and may go higherstill. Thisallows usto focus our ambulancesonthe callsthat
really need ourhelpand will allow us to respond more quickly.

This brings me on to the next significantarea of work, a review of the Trust’s CAS sites. Two have
already closed — Leominster afterit was flooded 18 months ago, and Uttoxeter which suffered a
leak. Stourportisdueto closeinearly September. The Operationsteam willbe examiningthe other
tensites (Biddulph, Leek, Evesham, Malvern, Craven Arms, Oswestry, Market Drayton, Bridgnorth,
Rugby and Stratforupon Avon) overthe coming weeks.

Thereisa common misconception that where anambulance starts or finishes ashift will have a
substantialimpactonthe area thatit is basedin. What mustbe rememberedisthatas soonas an
ambulance isavailable it will be sentto the nearest available case so that we can minimise the time
a patient waitsto be seen, somethinglam sure you would support. This means thatvehicles can
oftenendupin ratherodd places. Recently, we had a Dudley ambulance in Malvern and aHereford
vehicle thathad gone to Birmingham Children’s Hospital then getting a case in Birmingham itself as
it was the nearestambulance available.

If you look at the data from the first six months of the year, for the three CAS sites in Staffordshire,
you find the following:

Biddulph

Total cases: 40,954

Casesattended by the Biddulph ambulance: 1,353
Percentage:3.3%

Leek
Total cases: 44,086



Cases attended by the Leek ambulance: 1,365
Percentage:3.1%

Givenwhat | have already outlinedinregard to demand, itisnow rare, if ever, that the crews who
work at the CAS points evergetback to the site otherthan for theirmeal break or at the end of their
shift. Like the crews based at the Hubs, they literally gofrom one emergency to the next, 24 hours a
day; theyare no longersaton a stationanywhere in the region waitingforacall. Therefore, one of
the questions we are duty bound to consideris whetheritisappropriate forthe Trustto spend
precious funds on buildings thatare rarely used when these could instead be spent on additional
staff and vehicles; the things that save lives?

Currently, lessthan 50% of patients seen by ouremergency crews are taken to hospital. This means
that, forexample in Biddulph, in roughly 20,000 occasions forthe time period above, anambulance
was inthe area available torespond, even though it wasn’t the ambulance thatis basedinthe town.

In caseswhere a patient needs to be taken to hospital, they will inevitably end up in Royal Stoke
University Hospital (RSUH) depending on the patient’s condition and location. If we assume thatit
was the Biddulph ambulancethat tookthem to RSUH, then clearly it would not be in the town ready
to respondtoanothercall. Quite rightly you would not expect us to wait forthe ambulance basedin
the townto finish withits current patient before we responded to any subsequent call thatis
waitinginthe area. Youcan therefore see how the above figures come about.

Whetherwe make any changesto the number of CASsites or not, we would not decrease the
number of staff or ambulancesinthe area, just change where they start or finish ashift.

We recently closed a CASsite in Uttoxeterin Staffordshire and relocated the ambulance to Stafford
Hub. Today, when that crew come on shift, they will getintoanambulance thatis fully fuelled,
clean, stocked and ready for the full shift. In contrast, whentheywere atthe CAS site, twice aday
the crew had to go to Stafford to exchange theirvehicle foranewly stocked vehicle, reducing the
amount of time thatit was available torespondtoincidents.

Currently, there are only two permanent members of staff at Leek and seven at Biddulph —you need
tento operate an ambulance 24/7. This meansthat each day we have to move staff from other
locations to ensure the ambulance can operate. Should we move these vehicles to Stoke Hub, then
fewer staff will be affected by thisthan currently are.

The welfare of staff is clearly one of our highest priorities, particularly when they are underso much
pressure atthe moment. By havingthe ambulance basedin Stafford, we willbe betterable to
supportthe 10 staff previously based in Uttoxeter. A managerisavailable atthe Hub 24/7, whereas
the staff in Uttoxeter would only have seen one when they wentto the hub to change vehicle.

The Trust has discussed the review with staffside colleagues and wrote to al | of the staff affected last
week. What we have said to both staff and their representativesisthat should a CASsite close we
will dowhatwe have in Leominster, Uttoxeterand Stourport and work with the staff so that they
can choose which Hub they move to and if they wish to stay on a current roster, then that will also
be accommodated.

| am sorry that the briefingis anything but brief, but| hope it provides a useful update aboutthe
currentchallenges and context about the review currently being undertaken. If I can finish by
assuringyou that we will only make achange if we are convinced thatit will benefit patients. WMAS



continuesto be the highest performingambulance service inthe country and we aim to ensure that
that position continues to be the case.

Yours sincerely,

/M@ L/Wmﬁgf

Murray MacGregor
Communications Director
West Midlands Ambulance Service



