
[image: ]





Commissioning Intentions for London Ambulance Service (LAS) 2015/16“Think like a patient, act like a taxpayer”
Simon Stevens, April 2014
Commissioning Intentions
Urgent & Emergency Ambulance Services provided by 
London Ambulance Service
2015/16



The Urgent Care Context

Transforming Urgent and Emergency Care Services (The Keogh Review)
Since the initial Phase 1 Report (2013), the NHS England Urgent and Emergency Care Review group published an update report on the progress in implementing its vision for change.
A new, simplified and more accessible model for the delivery of urgent and emergency care needs to ensure all providers and commissioners within the pathway work together. High-quality care needs to be accessible where and when people most need it. 
The proposed model sees urgent care needs managed by responsive services outside of hospital, and as close to home as possible – and therefore with a strong emphasis on primary and community care, and the role of ambulance services. Emergency care needs will be managed in centres that can provide access to the best expertise and with different levels of specialisation. This will maximise chances of survival, accelerate recovery and ultimately improve patient experience while relieving pressures on the system.
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Priorities for the review are:

· Providing better support for people to self-care
· Helping people with urgent care needs to get the right advice in the right place, first time
· Providing highly responsive urgent care services outside of hospital so people no longer choose to queue in A&E
· Ensuring that those people with more serious or life threatening emergency needs receive treatment in centres with the right facilities and expertise in order to maximise chances of survival and a good recovery
· Connecting urgent and emergency care services so the overall system becomes more than just the sum of its parts

The Financial Context

The 2010 Spending Review set out a 0.4 per cent real-terms growth over the period 2010 to 2015  – 0.1 per cent a year.  This represented the lowest four-year increase for the NHS since the 1950s (Emmerson et al, 2010).  The £15 to £20 billion of efficiency savings required to manage within the Spending Review resource allocations between 2010 and 2015 equated to productivity growth of between four and five per cent per year.

Whilst health expenditure from 2015 to 2020 is likely to increase in real percentage terms, the relative funding pressure on the health system is likely to increase as demand on services and health inflation continues to rise at a faster rate.  Simon Stevens refers to this as "the most sustained budget crunch in its [the NHS] 66 year history".

Figure 1: the NHS Funding Gap 2010 to 2020 (Source Lilley (2014))
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The general financial context is likely to present both opportunities and threats to LAS.  Productivity growth will generally result in significant cost improvement programmes being required of all providers, however LAS will also provide an opportunity for health care to be provided ‘closer to home’ where overall costs can be lower.

Commissioning Priorities

Commissioners and the London Ambulance Service (LAS) will be expected to continue to modernise ambulance services, support the delivery of healthcare reform, deliver high performance when measured against the ambulance clinical quality indicators, and provide services that reduce costs within the wider emergency and urgent care system, all within the context of a financial environment of significant fiscal constraint.

The key commissioning priorities for 2015/16 are a continuation from the priorities outlined in the 2014/15 commissioning intentions; these are aligned to the LAS Integrated Business Plan, and focus on the system wide Quality, Innovation, Productivity and Prevention opportunities.  
1. LAS implementation of a revised model of care, optimising use of resources and clinical outcomes, responding to the National Audit Office review of ambulance commissioning, through:
a. Increased appropriate levels of Hear & Treat, utilising the benefits of 111 services.  
b. Increased appropriate levels of ‘See & Treat’ and ‘See and Refer’ (to other non-acute services) maximising the use of the Directory of Service (DoS).
c. Consideration of the implementation of the use and development of NHS Pathways in the 999 Emergency Operations Centre environment.
d. Enabling workforce transformation, with appropriate skill mix and tasking.  Commissioners continue to support LAS in enhancing the Paramedic workforce and increasing skill mix.
2. 2014/15 has seen a deterioration in performance against Category A call response times, and Commissioners need to see a rapid and resilient recovery of performance; consistent timely Red 1 and Red 2 performance, for potentially life-threatened patients, regardless of season, time of day or location in London needs to be achieved through:
a. Full implementation of predictive capacity and workforce tool
b. Optimised tasking of ambulances (e.g. reduction in multiple vehicle attendance)
c. Workforce alignment (rosters, skill mix, annual leave, rest breaks etc.) 
3. Specific focus on Demand Management and fundamentally aligning LAS resources and systems, to enable the wider system to be able to:
a. Identify frequent callers/locations, and develop appropriate plans
b. Evidence to identify the need for appropriate alternative care provision
c. Tackle specific demand areas - Police, Public Transport, Alcohol, and Care Home referrals
4. Strengthening clinical outcomes for patients across all care pathways, 
a. Provision of patient level information (incl. NHS Number) to enable decision making by Clinical Commissioning Groups 
b. Working with each Clinical Commissioning Group to support QIPP plans
c. Patient and public engagement and involvement in pathway development 
The above priorities are underpinned by the CQUIN framework (worth c.£6.2m); proposed schemes are currently being developed by CCGs, in partnership with LAS. 
Commissioning Principles

During 2015/16 the London Commissioners and the London Ambulance Service will be expected to deliver continued on-going process of modernisation of ambulance services, deliver healthcare reform, implement the new ambulance outcomes framework, and provide services that reduce costs within the wider emergency and urgent care system, all within the context of financial resources that have a real term decrease.

LAS must continue to be adherent to and achieve the aims of the Department of Health’s White Paper ‘Equity and Excellence: Liberating the NHS’.  LAS will need to continue to work to put patients first, and to trust the health professionals that work in the service and with the service – only by doing this will we achieve improved value for money, better clinical outcomes, and a healthier population in London. Therefore:

· Patients will be at the heart of everything we do.  “No decision about me, without me”.
· There will be a relentless focus on clinical outcomes
· LAS will empower health professionals by giving frontline staff more control.  Healthcare will be run from the bottom up, with ownership and decision-making in the hands of professionals and patients. 
· Despite the financial situation, the modernisation agenda must be accelerated and not abandoned.

London Ambulance Service will be expected to work in partnership with other healthcare providers to deliver a coherent 24/7 urgent care service in London that makes sense to patients when they have to make choices about how they access urgent and emergency care.  Helping people make suitable choices about accessing urgent and emergency care will become more consistent using the Directory of Services (DoS), and associated information technology and access points (e.g. 111).  NHS Pathways will continue to be the system for assessment of urgent patient needs via the 111 call route, and providers of healthcare will be expected to have their range of services and availability within the Directory of Services; Commissioners recognise that LAS use the AMPDS for the assessment of emergency care needs via a 999 call route.  As a large volume of urgent care work comes in to LAS via the 999 route, it is important that LAS have systems aligned and joined up with the NHS Pathways system to maximise the opportunities of people with urgent care needs being directed to the Right Care First Time through the use of the London wide Directory of Services.

Strategic Alignment

LAS will be working with CCGs and other key stakeholders to develop a strategy to take ambulance services towards 2020.

LAS will need to continue to work closely with Clinical Commissioning Groups to ensure that the proposed model of ambulance service delivery fits the strategic aims and direction of CCGs in the short (1 year), medium (3 years) and long terms (5+ years); in addition, LAS will need to work with the evolving CCG networks of care, and System Resilience Group (SRGs).

LAS are an integral part of the emergency and urgent care system in London, and will need to play a part in the overall management of system demands in an environment of limited resources; integrating with other providers of ‘first contact’ services (e.g. primary care, 111, Out of Hours) is important to ensure that patients get directed to the right care first time.

Public and Patient Involvement

LAS is effectively a monopoly provider of urgent and emergency ambulance services for London; patients therefore have no choice over the ambulance provider that delivers their emergency care.  We need to ensure that patients and the public have a voice by which they can influence the service that is provided.  The ‘House of Care’ is one example of how a proactive, person-centred approach can be achieved. It is made up of four inter-dependent components:

Commissioning – driving quality improvement.
Engaged, informed individuals and carers – enabling individuals to be involved in all decisions about their care, to self-manage and truly say ‘No decision about me without me’.
Organisational and clinical processes – structured around the needs of patients and carers using the best evidence available.
Health and care professionals working in partnership – listening, supporting, and collaborating for continuity of care.  Professionals starting with patients not services.
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LAS is a significant provider of pre-hospital care, and as such CCGs expect LAS to involve:  

a. Patients and Carers in decisions relating to care and treatment
b. The public in commissioning processes and decisions
c. CCGs and health professionals as advocates of the patient interest

We expect LAS to work with patient forums, shadow Foundation Trust public members, Healthwatch (previously undertaken by LINks), and CCGs.
Intention –  LAS and Commissioners will work with appropriate patient forums.  The LAS Patient Forum will be used as an expert patient group that will be consulted on commissioning decisions



LAS must actively seek out, respond positively and improve services in line with feedback from patients and clinical commissioners.  The Duty of Candour will be embraced, to ensure that where mistakes are made, these will be openly and transparently admitted with patients and service users, to ensure that lesson can be learned from these events.

The move towards Foundation Trust status will ensure that LAS is increasingly accountable to the local population.  Commissioners support this local accountability, and the increasing involvement of local people in shaping the service.

We want to see people using the ambulance service appropriately.  Commissioners recognise that people often don’t know when to use the service, or alternatives available.  We need LAS to work with commissioners to develop programmes that will help our local population become more engaged and responsible users of the service.





Everyone Counts – Planning for Patients 2015/16

The healthcare system is facing the challenge of significant and enduring financial pressures. People’s need for services will continue to grow faster than funding, meaning that we have to innovate and transform the way we deliver high quality services, within the resources available, to ensure that patients, and their needs, are always put first. ‘Everyone Counts: Planning for Patients 2014/15 to 2018/19‘ sets out the framework within which commissioners will work with LAS and partners to secure the continuity of sustainable high quality care for all. LAS will be expected to deliver against the priorities set out in this document.

Specific commissioning themes are set out below:
 
1. Performance

A responsive ambulance service is critical for emergency patients.  We expect LAS to exceed the time critical standards:

· 75% of Red 1 (life threatening) category A calls having an emergency response arrive within 8 minutes
· 75% of Red 2 (potentially life threatening) category A calls having an emergency response arrive within 8 minutes
· 95% calls requiring a patient transport, result in an ambulance arrive at scene within 19 minutes

We expect LAS to be consistently delivering system and outcome indicators that are in the upper half when compared to other ambulance organisations in England, and as a result LAS will be regarded as an organisation that is ‘best in class’ when benchmarked against other ambulance services in England.  

We want staff within the service and Commissioners to focus on delivery of improvements in clinical outcomes.  For the last few years we have concentrated on system indicators to the point where this is now firmly embedded in organisations.  The same attention to clinical outcomes is now developing, and LAS are leading on work that will continue to drive improvements in clinical outcome.  CCGs will work constructively with LAS, , NHS England (London), DH, TDA, the National Ambulance Commissioners Group (NACG) and the Association of Ambulance Chief Executives (AACE) to develop a more robust and comprehensive range of clinical indicators that measure overall performance of LAS and ambulance services generally.

Financial Performance 

London Commissioners recognise that LAS are aspiring to be a Foundation Trust (FT), and this will require a degree of financial rigour that has hitherto not been in existence; Commissioners are supportive of the move to FT status and will work within the financial regimens that will be required to achieve this, including the achievement of surplus and EBITDA.

We want LAS to have an open and transparent approach to financial management, so that cost effectiveness can be demonstrated.  Commissioners also need to be aware and have assurance that surplus accrued is invested in line with the strategic commissioning intent.

LAS need to be seen as an organisation that constantly maximises the outputs from the investment of commissioners, and particularly commissioners want to see the added benefit to the healthcare system. 

LAS and Commissioners have looked at different methods of payment mechansims, including Payment by Results (PbR) methodology.  During 2012/13 the pbR methodology was shadowed, recognising four tariffs (call handling, hear and treat, see and treat, see and convey); this shadowing system didn’t produce a methodology that provides a consistent means of paying for ambulance activity, and LAS has therefore been maintained using a block contract of ran identified number of incidents.  Each CCG pays for an element of the contract cost based on an average of activity over a preceding three year rolling period.  During 2015/16 there is no intention to change this methodology.  Intention - During 2015/16 we will be undertaking work to move the funding methodology in future years away from a single block to a triple funding stream:

i. a substantial proportion of fixed core funding, to reflect the ‘always-on’ nature of the LAS services and to concentrate attention on planning capacity across the system to specified minimum access and quality standards, in line with the vision of the Keogh Review.
ii. a proportion of volume-based funding, to make it possible for LAS to manage unpredictable fluctuations in demand and to share in the financial impacts of their actions on the system as a whole, as well as to enable risk to be allocated between LAS and commissioners.  The volume-based payment method will incentivise the right interventions as recommended in the House of Commons Emergency Services Review (recommendations 151).  
iii. using LAS-specific and system-wide quality metrics as eligibility criteria for different rates of fixed and volume-based funding, and as the basis for bonuses and penalties, to support service changes and promote quality improvement. 




LAS are currently funded to provide two Hazardous Response Teams (HART).  These teams provide mutual aid, and whilst funded locally are seen as a national resource overseen by the National Ambulance Resilience Unit (NARU).  To maintain clinical competence and skills, LAS may use HART teams on a planned basis to respond to emergency calls; this is supported but should not be to the detriment of the emergency preparedness capability.  
Intention - We do not intend to make any local changes to the specification or funding of the HART teams.


We expect LAS to have a robust plan for delivering services within the envelope of cash available, and that end of year financial balance will be delivered.

LAS is expected to deliver responsibilities within the overall cash available.  Commissioners will not expect LAS to be dependant on funding outside of this source to deliver the requirements of the contract.  Additional investment resource may be made available via the System Resilience Groups and this resource needs to be outside of the contract.  

The contract is seen to deliver the cash required to deliver support for events that can be reasonably expected (e.g. public events not otherwise funded, royal visits, political party conferences, state visits etc).  During the year, unplanned civil contingencies may occur that LAS need to ensure they can resource through the overall resource within the contract; only where events could not be reasonably forseen (e.g. force majeure) will CCGs consider additional funding requests.

2. Quality-Innovation-Productivity-Prevention (QIPP)

We expect LAS to develop a specific QIPP plan that demonstrates how an ambulance service will deliver the joint ambitions of QIPP schemes across London, and specifically:

Quality
· Work in partnership with all healthcare providers to ensure robust delivery of the five domains of the NHS Outcomes Framework
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· Seeks to improve the quality of services through innovation
· Improves clinical quality and outcomes 
· Enhances patient experience
· Develops improved systems of infection prevention

Innovation
· Develops new systems of care delivery in a managed way
· Continue the implementation of appropriate clinical trials
· Supports system innovation e.g. Implementation of 111
· Continued development of the CMS DoS to support system reform

Productivity
· Delivers in the top quartile of ambulance trusts when benchmarked against measures of productivity
· Responds to and delivers against recommendation in the National Audit Office review ‘Transforming Ambulance Services’ (2011)
· Delivers against agreed productivity metrics, to include:
· Reduced times for patient handover at acute hospitals
· Enhanced dispatch regimes to reduce multiple attendance ratios
· Reducing overall job cycle times
· Increasing the number of calls managed without dispatch
· Increased numbers of calls that are managed through alternative care pathways without dispatch of an ambulance vehicle
· Decreasing re-contact rates
· Ensuring dynamic rostering to match incident demand
· Working with Capacity Management Systems to ensure that ‘intelligent conveyance’ of patients across London is achieved.

Prevention
· Continuing to develop the Directory of Services so that people who ring 999 can receive the most appropriate service for their needs
· Support the implementation and development of the 111 service 
· Continue to work with Commissioners to understand the nature of 999 demand and how this can be reduced (e.g. tackling Demand together Toolkit)
· Work with commissioners to manage demand from high using establishments e.g.:
· Police Stations
· Retail Outlets
· Railway Stations
· Leisure Facilities
· Nursing Homes
· Continue to proactively work with people who are high users of the service (to be locally defined), so that people with specific needs can be managed more effectively.
· Work proactively with partner organisations to proactively manage specific demands on ambulance services e.g.:
· Excess alcohol consumption
· Violent crime, especially gun and knife crimes
· Develop the work of the community responders, and continue roll out of community defibrillator provision and training
· Work with targeted community groups to develop skills in how to use an ambulance service, and alternative ways to deal with incidents (this may be a CQUIN scheme)

3. Clinical Commissioning

The 32 CCGs across London are responsible for the commissioning of ambulance services.  
Intention - The CCGs will continue to work on a Consortium arrangement to deliver a robust commissioning infrastructure for LAS.  


CCGs will also be driving the delivery of the local urgent care agenda, and ambulance commissioning is an integral component of urgent care.  Nationally, ambulance services cost over £1.8 billion, but have a system impact in excess of £20 billion.  Increasingly, people are using ambulance services as a first point of contact for urgent care needs, and it is essential that the LAS models for ambulance services is developed to ensure service users receive the right care in the most appropriate place.

The National Ambulance Commissioning Group has been refreshed to take account of the new commissioning landscape, and is now led by CCGs under the umbrella of the NHS Clinical Commissioners, an organisation co-hosted by the NHS Alliance and the NHS Confederation.   The NACG will continue to work collaboratively with the Association of Ambulance Chairs and Chief Executives (AACE) to develop national work-streams for service improvement’ and we welcome the active involvement of LAS in this process.




Clinical Engagement

We have seen a development of the clinical quality review process as a means to get improved clinical engagement.  We would like to see further developments in clinical engagement by building on the work that LAS has undertaken over the past few years.  Clinical engagement is important to enable LAS to:

· Develop appropriate pathways
· Manage clinical risk
· Develop the clinical skills of staff – e.g. by getting feedback from Hospital Consultants
· Ensuring patient clinical needs drive priorities of care
· Developing enhanced expertise on the interventions that benefit patients
· Identifying clinical colleagues who use the service to ensure their use is most appropriate

We want to see that LAS have engaged with clinicians to support any plans for cost reduction so that those plans have proper clinical risk assessments made.

The central forum for clinical engagement will be the Clinical Quality Review Group.  LAS are active participants in this process, but clinical engagement from CCGs has been sporadic.  Commissioners will be seeking an increased representation from clinicians in the Clinical Commissioning Groups for 2015/16.

4. Dignified and Compassionate Care

LAS must work pro-actively to deliver care that is patient focused and compassionate; on occasions, this will require a change in mindset to ensure that patients get the right care

“Each patient’s experience is the final arbiter in everything the NHS does” (Operating Framework 2012/13).  

Continued improvements in end of life care

LAS has been an active participant in the Pan-London project to improve end of life care (Co-ordinate my Care); where this works, it works very well, but on occasions despite plans being in place, patients are inappropriately resuscitated or taken to hospital.  The capacity of the LAS to respond to ‘end of life’ care plans needs to continue to increase and Patients with specific care plans must be treated according to their plan and, where patients have specific needs, they must be transferred to the appropriate specialist clinical service, hospice or social care facility.
Intention - We want to see LAS giving greater emphasis on driving improvements in palliative and end of life care:
· Patients who are end of life are conveyed with drug administration equipment intact e.g. syringe drivers.
· Patients who are actively dying are conveyed within 2 hours of request.



During 2014/15 a collaboration involving The London Cancer Alliance, LAS, North West London Commissioning Support Unit and representatives of the London CCGs have produced a proposal for improving urgent ambulance transport services for palliative and end of life patients (see referenced documents).  Commissioners want to see this work implemented to ensure the needs of this important group of patients are met.


Improvements in Mental Health CareIntention - We want LAS to implement the proposals contained in the collaborative document Optimising Patient Transport when it Matters - a proposal for improving urgent ambulance transport services for palliative and end of life patients


	During 2014/15 significant progress has been made by the LAS following the decision by the Commissioners to give some priority to mental health care.  To continue this development LAS should develop a specialist team of paramedics and nurses who are expert in the care of patients with a mental health diagnosis. All frontline staff should be required to be continuously and dynamically trained in the care of people with mental health problems, bearing in mind the special needs of people with learning difficulties and the need focus on cultural, language and age related issues 



The Independent Commission on Mental Health and Policing was chaired by Lord Victor Adebowale; It is reviewed the work of the London Metropolitan Police Service in relation to how the police interact with people with mental health problems.  The Commission made specific recommendations about the delivery of ambulance services:

· No person is transferred in a Police van to hospital
· LAS give consideration for provision of dedicated Mental Health Paramedics
· LAS review call prioritisation so that there is parity of esteem between mental health and physical health
Intention - LAS need to consider the recommendations contained in the Report by the independent commission on mental health and policing and demonstrate how they have made changes to the service delivered to this client group.



Dementia Care

The number of people with dementia is increasing; ambulance crews are often the first point of contact for with people with dementia, who may come to the attention of the service as a result of primary incidents such as falls.  We need LAS staff to have increased knowledge and awareness of dementia to assist in the identification of patients who require dementia-appropriate community services, and initiation of appropriate liaison / links with these services. There should then be fewer unnecessary admissions for patients with dementia to hospitals as a result of collaborative work between the ambulance service and health and social care organisations.

	LAS need to have access to clear effective dementia pathways for patients, in collaboration with hospitals and where possible community care professionals, to ensure ‘right care first time’ for patients with cognitive impairment. 


Services for Patients who are heavily Under the Influence of Drugs or Alcohol 

Commissioners want to see a development in health services provided for people who are substance intoxicated. We want to see LAS at the forefront of this development working in partnership with other expert providers of health and social care and alcohol and drug charities. Providing care in areas where substance intoxication is common, provides potential access to safeguarding, relieves pressure on emergency services and enables staff to signpost patients to alcohol counsellors to address substance misuse.



5. A Safe, Responsive and Responsible Organisation

Patient Safety

CCGs want LAS to provide a safe and high quality that is responsive to patient and carer needs.  As part of this responsibility, CCGs want to ensure the following;

Workforce and Workforce Development

LAS currently have a shortage in the Paramedic workforce, and this will present a huge challenge to delivering the priorities in the service.  CCGs have supported LAS in their current recruitment drive in Australia and New Zealand providing a short term opportunity to enhance the paramedic skill mix.  CCGs will continue to support LAS, and will work with Health Education England to address a national shortage in the number of Paramedics being trained and joining the HCPC register.  CCGs want to see LAS consider longer term solutions that will concurrently address issues of social deprivation and local regeneration.  By working with communities in deprived parts of London, we want to see LAS working in partnership with education providers to enable people who have otherwise been excluded from opportunities, to be able to develop educational and vocational qualifications that enable them to work at LAS.

We expect LAS to continue to deliver the trajectory for enhanced clinical skill mix.  To ensure that every frontline ambulance has a qualified paramedic on board, as recommended in the House of Commons Emergency Services Review (recommendations 139 and 152), LAS will need 70% of the front-line workforce to be Paramedic trained. LAS should aim to attain this skill mix as a matter of priority.
Intention – 70% of the front-line workforce to be Paramedic qualified by 2017
We support the development of enhanced roles, so that paramedics have additional skills to assess, diagnose and treat patients outside of hospital.  It is also important that staff have appropriate skills to ensure that patients are conveyed to the appropriate place for further treatment. 


Intention – Commissioners support the recommendations contained in the Paramedic Evidence-based Education Project (PEEP) Report (2013) and:
· Want to see all Paramedics trained at BSc level (Level 6) from 2015.
· Support the need for the majority of Paramedics to be banded at AFC Band 6
· A direction of travel of an all graduate profession by 2019. 

We welcome diversity in our communities in London and within the workforce of LAS.  Diversity is a positive factor in a healthy community, and we welcome the efforts being made by LAS to have a workforce that reflects the diverse nature of London.

LAS must ensure full compliance with the Equality Act 2010 and it’s associated public sector Equality Duty evidenced through the utilisation of the Equality Delivery System.

The LAS workforce needs to have continuing professional development so that all staff have the ability and the confidence to undertake their role to improve patient care and clinical outcomes, whether in a frontline or supporting role.

We want staff to have the ability to confidently manage clinical risk.  By avoiding risk, and taking patients unnecessarily to hospital, we create a system that has more risk overall.  Confident professional clinicians are expected to use clinical judgement to make appropriate decisions.

We want LAS to be an organisation that values and looks after staff.  Complying with the European Working Time Directive, ensuring staff take meal breaks, and ensuring appropriate annual leave is taken are important factors to ensure we have a workforce with a good work life balance.

We want to see a workforce that is healthy.  LAS has an important role as a health provider, and a model employer, and staff should be encouraged to seek health-promoting activities compliant with the Boorman review (2009).  

LAS have some challenging times whilst making significant modernisation changes.  Commissioners recognise that for some staff this may be difficult, and disrupt established ways of working; we want LAS to work pro-actively with staff and ensure that the risk of industrial action is minimised.  LAS need to help staff recognise the need for change if the organisation is going to be fit for purpose and financially viable moving forward.

The staff survey is an important way of identifying how LAS can make improvements to working environment; using the staff survey to make improvements is an important element of improving patient care.

Data / Reporting

We want LAS to provide consistently high quality data that is used to constantly improve patient care and clinical outcomes.  Where possible, we want data to be live data, presented in ways that allow commissioners to use the information to make changes to patient care.

No single technical change has greater power to improve the integration of services than the consistent use of the NHS number.  Since the 2012/13 DH Operating Framework (section 3.29), all NHS organisations have been expected to use the NHS number; for ambulance organisations this has proved a challenge, and a continued drive towards this goal is required. 

Ensuring that all ambulance crews have access to national patient data would increase the patient information that is available to allow for better decisions to be made regarding conveyance and care  (recommendation 148 in the House of Commons Emergency Services Review ; LAS will need to work with Urgent Care Boards to enable access to enable access to the patient records for ambulance staff so that patients are treated in the most appropriate place first time.

We appreciate the value that LAS give to quality information.  The use of current and historical information is important to allow the local healthcare system to plan and deliver.  This is even more critical at times of high demand.

Service Change

We will constantly re-evaluate services to ensure that they are delivering clinical and cost effective outcomes.  Each year we will test elements of the service to ensure that it is delivering best value.

Service developments for 2015/16 will be limited, except via agreed CQUIN schemes.  Any plans for service development need to be submitted by 1st December 2014, and only those that deliver strongly when assessed against CCG priorities will be considered.

During 2015/16 we are likely to see service reconfigurations across health economies in London; LAS will play a critical role in the success of these service reconfigurations, and it is important that LAS plays an active part in service modelling as well as working in partnership with commissioners, acute hospitals and other health and care services to implement proposed changes.

Social and Environmental
	
We want to see a service that provides equity of access, meeting the different needs of the people who live in London, and those that visit.  LAS need to consider the needs of those with language needs, as well as people who have a disability.

LAS needs to be an ethical provider of healthcare and a responsible employer exercising a social responsibility.  Reducing carbon footprint is an important part of being a good corporate citizen.

Emergency Preparedness

LAS will play a critical role in the overall emergency preparedness of London, and the whole of the UK.

As the provider of ambulance services in the capital city, LAS is required to maintain world class standard of preparedness to respond safely and effectively to a full spectrum of threats, hazards and disruptive events, such as pandemic flu, mass casualty, potential terrorist incidents, severe weather, chemical, biological, radiological and nuclear incidents, fuel and supplies disruption, public health incidents and major events.Intention – Maintaining the 2 HART services across London.  Commissioners do not anticipate any changes to the current funding arrangement for the two HART teams.  LAS will be expected to undertake the recommendations of the recent HART Stage 3 review co-ordinated by the National Ambulance Resilience Unit.



LAS will ensure that the HART teams are fully operational 24/7 and can demonstrate their role in the emergency preparedness environment.
Commissioners will work with LAS to undertake a review of the MERIT service.  Working in partnership with other potential providers we will evaluate the overall robustness of this element of the emergency service.  In particular we want to ensure that all providers of pre-hospital medical care (e.g. HEMS, Basics, MERIT) are facilitated to deliver a robust and comprehensive service by collaborative working.

CQUINS

We anticipate that the value of the CQUIN schemes for 2015/16 will be 2.5% of out-turn value.  We want to work in partnership with LAS to define the appropriate schemes.
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Priorities for the London Ambulance Services 
Commissioners and London CCGs:  


Urgent and Emergency Care  2015-6 


SEPTEMBER 25TH 2014 
 
Specific Care Plans and End of Life Plans (e.g. Coordinate my Care) 
The capacity of the LAS to respond to ‘end of life’ care plans must be substantially increased - 
the number of people currently using this service is very low. 
Patients with specific care plans must be treated according to their plan and, where patients 
have specific needs, they must be transferred to the appropriate specialist clinical service, 
hospice or social care facility. CmC needs more investment from commissioners to speed up 
implementation and access to a wider community of need. 
 
Access to transport for people who are terminally ill.  
Commissioners must ensure that LAS transport is available to transport people who are at the 
end of their life and need transfer to a hospice or other appropriate facility. Delay during the last 
days or hours of a person’s life can have tragic consequence for the dying person and their 
family and friends. People needing end of life care must be a priority for Commissioners.  
 
Mental Health Care 
Significant progress has been made by the LAS following the decision by the Commissioners to 
give some priority to mental health care. We recommend the Commissioners require the LAS to 
develop a specialist team of paramedics and nurses who are expert in the care of patients with a 
mental health diagnosis. All paramedics and A&E support workers should be required to be 
continuously and dynamically trained in the care of people with mental health problems, bearing 
in mind the special needs of people with learning difficulties and the need focus on cultural, 
language and age related issues.  
 
Pre-Hospital ‘dementia care’ must be commissioned to meet the specific needs of 
patients with cognitive impairment 
The Commissioners should ensure that the LAS have clear effective dementia pathways for 
patients, in collaboration with hospitals and where possible community care professionals, to 
ensure ‘right care first time’ for patients with cognitive impairment. This should include specific 
training, the further development of the LAS Clinical Support Desk to ensure its capacity and 
expertise to advise clinical staff on assessing cognitive impairment and pain. Access to 
appropriate care pathways for patient with cognitive impairment must become fundamental to 
providing right care, first time. See also our document: ‘Our Dementia Challenge to the LAS and 
LAS Commissioners’. As an indication of the progress made over the past year, following 







Commissioners highlighting this issue, the LAS has made the following comments:  
 It is important that LAS staff have increased knowledge and awareness of dementia to be able 
to better assist as well as identify patients who require further referral/ support from the 
appropriate service. In light of this our CSR 2014 which has gone live in April 2014 has a section 
on Dementia, common symptoms and how to communicate with dementia sufferers.  LAS is part 
of the PLDAA which allows us to keep up to date with and network with subject experts in our 
dementia provision. We are also heavily involved in promoting the PHE/ Alzheimer’s Society 
Dementia Friends Campaign in an effort to raise awareness not only to our clinical staff but all 
staff and help in making London a Dementia friendly city. In the long term, we plan to 
engage with   patient groups to establish what good care in dementia looks like in an ambulance 
service.  
 
 
Services for Patients who are dangerously intoxicated  
Commissioners should ensure the availability of specific LAS services for people who are heavily 
intoxicated. This development should be carried out in partnership with other expert providers of 
health and social care and alcohol charities. Providing care in areas where drunkenness is 
common, provides potential access to safeguarding, relieves pressure on emergency services 
and enables staff to put patients in touch with alcohol counsellors to help them resolve their 
alcohol overuse problems. 
 
Building effective partnerships between the LAS and local health and social care services 
Teams that prevent inappropriate A&E admissions like Paradoc are excellent, but to be most 
effective must be able to access non-emergency community services, e.g. falls teams, mental 
health care, social services etc and also ensure that samples for lab testing can be analysed 
rapidly. Preventing transfers  to A&E without fixing the problem, e.g. by ensuring the patient is 
connected with a reliable GP or community service, risks leaving a patient to deteriorate, 
possibly leading to an emergency admission some days later.  
 
This type of joined up  approach fits well with Keogh’s aspiration that by:  “extending paramedic 
training and skills, and supporting them with GPs and specialists, we will develop our 999 
ambulances into mobile urgent treatment services capable of dealing with more people at scene, 
and avoiding unnecessary journeys to hospital.”  
 
Success is dependent upon ensuring that primary care is working at peak performance – which 
is often not the case, because GP services are being undermined by NHS England’s current 
attack on the finances of many GP practices. CCGs need to ensure that NHS England, as lead 
commissioners for primary care, is operating to promote effective performance by every GP 
practice. Commissioners should ensure that the LAS is required to connect front line staff with 
alternative and appropriate care providers, which provide an alternative to A&E and are subject 
to effective governance that ensures patient safety and continuity of care. Direct access to the 
Directory of Services (DoS) for paramedics is essential so that they can refer patients without 
going through LAS HQ. Paramedics must also be provided with direct access mobile phones so 
that they can contact local services directly.  
 
Consult the public about appropriate use of urgent and emergency care 
Managers and clinicians often complain about patients making the wrong decisions in relation to 
choosing which urgent care service to use, but rarely consult patients about how best to 
organise urgent and emergency care services and make the right choice when they have a 
health crisis. Commissioners should consult with patients about the best configuration for urgent 







and emergency care services to ensure: Right Care, in the Right Place at the Right Time. 
 
Information about Urgent and Emergency care services on every bus stop/shelter 
Advertising about the use and misuse of A&E has failed because it does not highlight how to get 
appropriate accessible care – current public information seems to highlight A&E instead of 
alternatives. The urgent and emergency care system is confused and therefore confuses 
patients. Accurate high quality information needs to be placed at every bus stop/shelter, railway 
and tube station in London informing the public about how to get the right care for their condition 
at the time they need it. 
 
NHS England in partnership with CCGs must ensure that capacity, response and 
effectiveness of Primary Care is massively improved.  
Many of the problems in the urgent care system are due to low capacity in some primary care 
general practices. Patients wait too long for appointments and consequently make decisions 
they consider to be in the best interest of themselves and their families, which often result in 
attendance at A&E. If GPs are the ‘front line’ they must act like the ‘front line’, by providing 
appropriate, timely, continuing care. This would stop patients going to A&E for want of an 
effective local primary care service. Primary care is failing too many people and is the primary 
cause of the rise in A&E attendances.  
 
 
 
The 111 Service – need for effective pan London commissioning 
The 111 service is poorly advertised, the service is inconsistent across London and the Directory 
of Services (DoS) used by 111 is not accurate enough – it needs to be constantly updated, and 
guarantees provided that the listed services actually exist and are available when required by 
111 providers, paramedics and GPs. Governance of the 111 service across London is weak and 
the service is sometimes unreliable. Eleven 111 services in London operating differently and 
inconsistently creates an inefficient and ineffective means of providing pan London accessible 
integrated care.  
 
NHS 111 must be able to directly book appointments with the urgent or emergency care 
services, which can deal with the patient’s problem, as close to their location as possible (which 
could include a booked call back from a GP, an appointment at an urgent care centre, an 
appointment with GP out of hours services, a home visit, or an appointment within a hospital 
emergency department). NHS 111 must be able to identify potentially life- threatening problems, 
and dispatch an ambulance themselves without delay, or re-triage, and support the patient prior 
to the vehicle arriving. The 111 service run by the LAS in Beckenham provides a good operating 
model and commissioners should give consideration to commissioning the LAS to operate 111 
for the whole of London. This would be more efficient, effective and save a great deal of money. 
 
  Access to patients’ medical report by front line clinicians 
In line with Keogh’s ‘Review of Urgent and Emergency Care’, we strongly support the practice of 
clinicians within the NHS 111 service having access to relevant aspects of a patient’s medical 
and care information (with the patient’s consent), including knowledge of the patient’s medical 
history; so that patients and clinicians can through shared decision making, achieve the best 
outcomes for the patient. This longstanding ambition must be realised as a matter of urgency so 
that paramedics and other frontline clinicians can be provided with access to information about 
the patients they are diagnosing and treating.  
 







 
Chair: Should it not be simply unthinkable that a commissioner places a contract with 
public money to secure access to health care without first satisfying them that there 
is a proper complaints handling process by that provider? Should it not be a pass/fail 
test? 
 
Malcolm Alexander 
Chair 
Patients’ Forum for the LAS 
 


The role of commissioners in relation to LAS complaints 
We would like to see evidence of a new approach from the LAS Commissioners that is 
consistent with a statement made by the Chair of the Health Select Committee on May 13th 2014 
during the inquiry into the investigation of complaints:  






image34.emf
Ambulance Hospice  Transport Outline Proposal.pdf


Ambulance Hospice Transport Outline Proposal.pdf


    


  


Optimising Patient 
Transport when it 
Matters 
Improving urgent ambulance transport services for 


palliative and end of life patients  


An outline proposal for addressing the urgent ambulance transport needs of patients with palliative and end 


of life care needs across London 


9/1/2014 


 







 


P a g e  1  


 


1 INTRODUCTION 


 


This paper presents an outline proposal for CCGs around provision of an enhanced pan-London 


transport service for palliative/end of life care patients, whose transportation needs fall outside the 


provision of existing transport contracts, whether LAS or private provider.  


 


2 BACKGROUND 


 


There are currently three types of transport service that cater for the needs of patients who have 


healthcare needs that require the use of ambulance or transport services: 


 


1. Urgent & Emergency Ambulance Services – This is a single contract arranged with London 


Ambulance Service NHS Trust.  The contract is funded by CCGs who work collaboratively across 


London via a Consortium agreement.  CCGs pay a fixed amount each month based on a 


projected level of activity and enter a ‘risk share’ arrangement between all 32 CCGs to ensure in-


year financial predictability.  The contract is re-based each year to reflect actual service use by 


CCG, and therefore the contract is effectively a cost and volume contract, with each ‘incident’ of 


use costing a CCG around £230.  


 


Patients and carers access these services: 


a. Directly via the 999 route 


b. Indirectly by the 111 route (where a call results in an ambulance dispatch directly).   


c. Indirectly via healthcare professionals where the patient’s clinical condition must 


necessitate the use of a fully equipped Accident and Emergency vehicle and/or the skills of 


a Paramedic. The request must be made by a Doctor, Dentist, Midwife, qualified nurse or 


any other Healthcare Professional identified within the LAS triage system  via AMPDS Card 


35 (see below).  


 


 


 


 


Footnote: (Advanced Medical Priority Dispatch System (AMPDS) Card 35, is specific for Healthcare Professional requested journeys.  This system provides an enhanced 


clinically appropriate service ensuring that any critical clinical conditions are identified early in the question sequence and responded to immediately on blue lights.  It also 


enables LAS to respond to patients requiring admission, within a timescale which is clinically appropriate to their needs)
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2. Patient Transport Services (PTS) - is used for the non-urgent, planned transport of patients (who 


have a medical need for it) to, from, or between NHS healthcare providers. A non-emergency 


patient is someone who needs treatment, which may or may not be specialist, and who does not 


require an immediate or urgent response.  


 


Clinical Commissioning Groups (CCGs) are responsible for commissioning ambulance services. 


They decide who provides PTS for eligible patients in their area. This can and should include 


a wide range of vehicle types and levels of care that are appropriate to the medical needs of a 


patient. PTS can include the local ambulance service, private or voluntary sector providers, or a 


combination of these organisations.  


People are eligible for PTS if they: 


 Have a medical condition that requires the skills and support of PTS staff during the 


journey, or if travelling by other means would have a negative impact on their condition 


or recovery.  


 Have a medical condition that affects mobility so they cannot access healthcare, or if 


travelling by other means would have a negative impact on their condition or recovery.  


 Are recognised as a parent or guardian of children who are being transported.  


Eligibility for PTS is determined by a healthcare professional or a non-clinically qualified member 


of staff who is clinically supervised or working within locally agreed guidelines, and employed 


by or working under contract for the NHS.  


 


3. Alternative Transport Providers where the need is predominantly a transport need as opposed 


to a healthcare need e.g.  


a. Voluntary car driver schemes 


b. Private ambulance provision 


c. Taxi and private hire vehicles 


These transport schemes are generally not funded by CCGs as the predominant need is for 


transport, though some patients are eligible to reclaim the cost of such transport under the 


Healthcare Travel Costs Scheme (HTCS) where they are travelling to hospital or other NHS 


premises for NHS-funded treatment or diagnostic test arranged by a doctor or dentist.  


  



http://www.nhs.uk/NHSEngland/Healthcosts/Pages/Travelcosts.aspx





 


P a g e  3  


 


3 THE CHALLENGE 


 


Palliative/end of life care patients will often have healthcare needs that require a level of transport 


that is greater than a PTS ambulance is able to provide, as PTS is predominantly a planned transport 


service for people with healthcare needs, and does not provide care en-route; also, most PTS 


services do not provide services outside of normal operating hours (Mon-Fri), and is therefore not 


universally suitable for palliative/end of life care patients.    


 


The current urgent and emergency ambulance contract, regarding transport to or from hospices, 


nursing or residential homes, is limited to circumscribed categories of patient such as:  


 Urgent symptom control/breakthrough pain control  


 Superior vena cava obstruction (SVCO) (initial treatment – not full)  


 spinal cord compression 


 neutropenic sepsis 


These journeys will normally be required to be undertaken within one to four hours of booking. A 


person who fits the criteria for a more urgent response would have their needs met in the most 


appropriate way; this may result in a call being classed as life threatening (e.g. massive 


haemoptysis). Where a call is classed as life threatening, an immediate ambulance response (within 


8 minutes) would be initiated. 


 


Most transport needs into and out of hospice, however, are not for immediately life threatening 


issues and, as a result, these patients often ‘compete’ with people who have called 999 with 


presentations that are triaged as more urgent; often this leads to a delay in being taken from a 


hospice to a preferred place of care, or delays in getting a person into a hospice, from home or 


hospital, for symptom control.  Additional difficulties can also arise where an emergency ambulance 


may not be able to transport a patient’s own essential equipment that may be needed in the hospice 


or other care setting.  


 


Increasingly, patients with end of life care needs have respite care and they can be a long way off 


the end of their life. Respite care is offered by some hospices and care could potentially be in other 


community settings such as care homes and may also be provided for people with non-malignant 


conditions, especially end stage dementia and neurological conditions.
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The number of ambulance transfers for hospice patients is difficult to quantify but is estimated to be 


about 300 per month. However, this could become an area where demand grows year on year as 


the number of people using these services grows.  There are therefore significant implications if this 


patient group does not have a responsive service e.g.: 


 Patients not getting to their preferred place of death 


 Inappropriate transfers to acute units or emergency departments 


 Patient symptoms may be exaggerated to get a higher priority of response 


 Patients arrive at the hospice at unsocial hours resulting in treatment delays 


 Acute beds may be blocked by patients waiting for transfer to Hospice care 


 Additional anxiety caused to already very sick people and the concomitant distress to the 


carers/ relatives and the staff around them (rather less 'measurable' but still important for 


all those involved).  


 Hospital nursing staff having to leave the ward to accompany a palliative patient to home 


or hospice, because the Patient Transport Service is not sufficiently competent or 


commissioned to do so 


 


THE PROPOSAL 


 


This paper sets out a proposal for the provision of an enhanced pan-London transport service for 


palliative/end of life care patients, whose transportation needs fall outside the provision of existing 


transport contracts.  


The service would cover: 


 the transport of patients between hospitals, hospices, home and care homes where the 


provisions of the LAS urgent and emergency contract do not apply 


 the transport of patients between hospices and hospitals where the conditions of the LAS 


urgent and emergency contract are not fulfilled and the patient requires more assistance 


than the hospital PTS can supply 


 the transfer of patients known to a community palliative care service between a care home 


and their own home 


 it would cover the transfer of palliative care patients within their home, for instance when a 


profiling bed has been installed, and the patient needs to be moved to a different floor of 


their home.   
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An agreed booking process will be required for the service, to allow flexibility of access by different 


healthcare professionals for patients meeting one of the above criteria. This is not intended to be  a 


service directly accessible by patients or families.   


 


Key performance indicators will be monitored by participating palliative care services in liaison with 


the commissioning CCG and will include: 


 provision of two person crew (where necessary) capable of handling a stretcher patient 


between the vehicle and an upper storey room 


 response time within 60 minutes  


 crew members will convey patients with  syringe pumps or other infusions already in situ  


 crew members will convey patients with or without a DNACPR order in place and deal 


appropriately with a death that occurs en route 


 


Discussions have been undertaken with a small number of independent providers of ambulance 


services who already undertake work in London.  These service providers are indicating that they 


have capacity to deliver a greater range of services across London.   


Under this proposal Commissioners (CCGs) would support a model of plural provision of ambulance 


services to this distinct group of patients.    


 


By commissioning an enhanced pan-London transport service for palliative/end of life care patients, 


those patients will get a response more appropriate to their less acute requirements. 


 


 


GP Clinical Commissioning Champions: 


Dr Claire Mitchell, Brent GP and Hospice Trustee (clairemitchell@nhs.net) 


Dr Niki Davies, Macmillan GP in Harrow and LCA Palliative Care Group member (n.davies@nhs.net) 


 


 


 


 



https://mail.westminster.nhs.uk/OWA/redir.aspx?C=6c3319f02ef34437870a4bdf6b1c7e83&URL=mailto%3aclairemitchell%40nhs.net

https://mail.westminster.nhs.uk/OWA/redir.aspx?C=6c3319f02ef34437870a4bdf6b1c7e83&URL=mailto%3an.davies%40nhs.net
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