National Programme for Unscheduled Care
Evaluation proposal for 6 goals for urgent and emergency care priorities

Background 
Welsh Government through the Director of the National Programme for Unscheduled Care have requested the need to establish a clear evaluation mechanism for their priorities to be implemented as part of the transformation of urgent and emergency care and aligned to the 6 policy goals for urgent and emergency care. 

A CAREMORE® baseline evaluation questionnaire[footnoteRef:1] has been completed by each Health Board planning to introduce 111/Contact First to support the evaluation of the proposals submitted to Welsh Government on the 16th October 2020.   [1:  Appendix 1: CAREMORE® Baseline Phase Questionnaire ] 


Governance 
A revised governance framework [footnoteRef:2]has been developed to support delivery of the National Programme for Unscheduled Care. The evaluation mechanism that is being proposed utilises the NPUC governance framework and groups to provide evaluation oversight and system wide behavioural change.  The proposed NPUC Governance Evaluation component will be live from February 2021.  [2:  Appendix 2: Draft NPUC Governance Structure & Descriptors] 


Collaborative Commissioning Cymru (C3) Faculty 
The C3 Faculty; a collaboration between the National Collaborative Commissioning Unit and Swansea University will be responsible for delivery of the evaluation mechanism and associated activities in support of the National Programme. 

The Faculty will utilise Realist Evaluation approaches to help identify how a programme or service works, who it works well for and under which circumstances. It will support and enable the evaluation through the following mechanisms: 
· C3 Faculty to enable oversight of the evaluation activities through the NPUC Evaluation Advisory Panel. 
· Academic oversight and realist evaluation experience by Professor Jaynie Rance[footnoteRef:3], who has expertise and experience in Health Services research and evaluation including the use of Realist Evaluation approaches.   [3:  Appendix 3: Professor Jaynie Rance Biography] 

· Project management by C3 Embedded Researcher.
Evaluation Methodology
The programme will utilise Realist Evaluation methodology[footnoteRef:4] to deliver the activities. Realist evaluations are based on an assumption that projects and programmes work under certain conditions and are influenced by the way that different stakeholders respond to them. Realist evaluations attempt to answer questions such as what works, for whom, in which circumstances, and why. Work is already underway to identify which measures are routinely utilised to collect process and outcome data across the services. These measures may assess direct and indirect activity and outcomes and will be analysed as secondary data as part of the Realist Evaluation. Additional primary data collection methods, for example, questionnaire measures, surveys, qualitative interviews and focus groups with key stakeholders will be utilised by the independent evaluation team to inform the Realist Evaluation.  [4:  Appendix 4: Realist Evaluation Methodology] 



Embedded Researcher
Embedded research[footnoteRef:5] involves co-locating researchers within non-academic organisations. It is increasingly seen as a powerful way to link research and researchers with practice and practitioners. [5:  Appendix 5: Embedded Research ] 


This is particularly the case in health and social care, where embedded research can help develop more effective services by encouraging greater interaction between researchers and those responsible for planning, evaluating and delivering services.

Robust evaluation mechanisms underpinning the National Programme for Unscheduled Care will document and develop the transformational change journey and evidence of the 6 goals for Urgent and Emergency Care being put into practice locally. Evaluation will also enable the programme to articulate the contribution of the activities to the quadruple aims of A Healthier Wales. 

Fundamentals for Evaluation
A CAREMORE® baseline evaluation questionnaire has been completed by each Health Board planning to introduce 111/Contact First as the fundamental component to support evaluation. The questions and evaluation responses[footnoteRef:6] are detailed in appendix 7.  [6:  Appendix 6: CAREMORE® Baseline Evaluation Questionnaire Questions and Responses] 


The evaluation questionnaire builds on the evaluation approach suggested by Professor Ceri Phillips[footnoteRef:7] at the What Does Good Look Like for the Emergency Department in Wales? Ministerial event on the 24th July 2019. The evaluation approach seeks to ask and understand:  [7:  Appendix 7: Professor Ceri Phillips Biography] 

· Should it work? 
· Can it work? 
· Is it worth it? 
· Does it work? 

Professor Phillips maintains a role in supporting evaluation through the National Programme for Unscheduled Care Evaluation Advisory Panel. 

Evaluation Priorities 
Within the National Programme for Unscheduled Care there are a number of priorities which are at key stages in their development, including the broader Welsh Access Model for urgent and emergency care and the related 111 phone / contact first; discharge to recover and assess; and ambulatory emergency care deliverables. 

Experienced researchers will utilise a Realist Evaluation approach. The principle tent of Realist Evaluation is that it takes into considerations the context, the mechanisms, and the outcomes of a programme to find out what works, for whom, and under which circumstances. In other words, it pays attention to the broad and various factors that impact a service and its delivery. For the 111/ contact first and streaming services being developed as part of the WAM, these factors could include space, staff, technological resources, the patient’s health condition, and the patient’s preconceptions as well as wider socio-economic factors. The evaluation mechanism will establish a meaningful and consistent approach to understanding and measuring the process and delivery of these priorities, and offer a fuller understanding of the impact on patients and the wider system. 
The evaluation themes will be developed and sequenced in line with the maturity of service developments. The immediate priorities will be focused on the development of activities within the Welsh Access Model as follows: 

1. Ethical approval

Work is underway to finalise the project protocol for each of the themes defined below. Both projects will then be subject to standard ethical approval and Research Governance procedures. 

2. Theme: CAV24/7 

CAV24/7 now has an established ED time slot system, the first of its kind in Wales. The programme is proving influential, and as such requires evaluation to ensure that best practise – and potential barriers – is identified and shared. The evaluation will enable development and delivery of the Evaluation Work Packages displayed in Table One.

	Table One – CAV24/7 Evaluation Work Packages


	Scope
The scope of this evaluation is “ED contact first and time slot”. 



	Requirements 
· To understand how CAV24/7 works to support shared learning;
· To understand the mechanisms of the ED time slot system;
· To identify enablers and barriers with respect to patient cohorts, particularly frail patients, those in psychiatric distress, respiratory patients, and frequent attenders. (These patient cohorts have been chosen as they account for a large proportion of demand).


	Work Package 1 (1-3 Months)

	Work Package 2 (3-12 Months)


	Activities
· Conduct a baseline assessment on CAV 24/7.
· C3 team to refine protocol and evaluation materials, submit for ethical and research governance approval 
· Recruitment of Researchers to deliver activities.   
· Data, identification and collection with CAV24/7 team. 
· Disseminate learning as it emerges from CAV 24/7 to support shared learning;
· Share emerging patient/population learning. 

	Activities
· Review of programme documents 
· In depth interviews with key stakeholders involved in planning , development and implementation of CAV24/7
· In-depth interviews with service users (patient and family members/carers)
· Log of a sample of patient journeys through the model (retrospective cohort)
· Analysis of routinely collected data


	Outputs
(See outline evaluation timeline  )
· Interim report, including emerging Preliminary findings from interviews and analysis of routine data. 
· Preliminary findings from all strands of data analysis (Interviews, documentary analysis, log of sample patient journeys)
· Final report using Realist Framework to address project aims and objectives.

Outcomes & Benefits
· Shared learning from CAV24/7 pathfinder model to support implementation across other Health Board areas.
· Understanding on utilisation of the ED time slot system
· Improved understanding of patient population behaviours. 
· Development of qualitative data from stakeholders & service users. 
· Published academic outputs.
· Published patient stories. 
· Improved engagement and education of patients and professionals around CAV24/7. 




3. Theme: Pre-Hospital Streaming: Selected Health Board Model and 111
The Welsh Access Model underlines the importance of streaming services to get the most benefit from a phone/ contact first system. 
Many services use the term, but it is clear that this term refers to different activities depending on location. In addition, RCEM has its own guidance for streaming as it occurs in ED, but not for pre-hospital streaming from tele-triage. 
It is integral that an understanding of pre-hospital streaming, how it works, for whom, and under which circumstances is established to support Wales-wide patient safety. The evaluation will enable development and delivery of the Work Packages displayed in Table Two.

	Table Two – Pre-Hospital Streaming: Selected Health Board Model and 111 Evaluation Work Packages


	Scope
The scope of this evaluation is “pre-hospital streaming”.


	Requirements
· To understand how streaming works in at least two locations in Wales – for comparison and to avoid simply adopting one health board’s interpretation of streaming;
· To share learning across Wales to ensure improvement and communication. Pan-Wales communication is supported by the EDQDF/ NCCU’s position and cross-Wales links;
· To understand the mechanisms of streaming services;
· Identify barriers/ enablers to streaming (e.g. engagement with specialties/ social care services, resource availability, etc.);
· To identify enablers and barriers with respect to patient cohorts, particularly frail patients, those in psychiatric distress, respiratory patients, and frequent attenders.


	Work Package 1 (1-3 Months)

	Work Package 2 (3-12 Months)


	Activities
· C3 team to scope and describe project and identify cases for comparison.
· The project lead and Research Assistant will liaise with case services to identify data to be collected against key outcomes.
· RA to develop protocol for Realist Evaluation, develop topic guides for Realist Interviews, liaise with case services to identify key stakeholders for interviews (using a Realist Framework).
· Project manager and RA to ensure Research Governance and ethical approvals in place.
· Routinely collected data made available for analysis.


	Activities
· Review of programme documents for each case.
· In depth interviews with key stakeholders involved in planning, development and implementation of two case study services.
· In-depth interviews with service users (patient and family members/carers).
· Log of a sample of patient journeys through the streaming model for each case (retrospective cohort).
· Analysis of routinely collected data.


	Outputs
· Interim report, including emerging Preliminary findings from interviews and analysis of routine data from each case.
· Preliminary findings from all strands of data analysis (Interviews, documentary analysis, log of sample patient journeys) for each case.
· Final report using Realist methodology to detail address project aims and objectives, comparing the 2 cases. Preliminary framework for evolving WAM model. 

Outcomes & Benefits
· To understand how streaming works in at least two locations in Wales – for comparison and to avoid simply adopting one health board’s interpretation of streaming;
· To share learning across Wales to ensure improvement and communication. Pan-Wales communication is supported by the EDQDF/ NCCU’s position and cross-Wales links;
· To understand the mechanisms of streaming services;
· Identify barriers/ enablers to streaming (e.g. engagement with specialties/ social care services, resource availability, etc.);
· To identify enablers and barriers with respect to patient cohorts, particularly frail patients, those in psychiatric distress, respiratory patients, and frequent attenders. 




4. Year 2 Longitudinal Evaluation 
	Year 2 Longitudinal Evaluation


	Scope
The scope of this evaluation is a long term understanding of the impact from a realist evaluation perspective. 


	Requirements
· Longitudinal follow up of processes and outcomes using above methodology.
· Combine findings and learning from the above projects to evidence the wider WAM model.
· Develop a framework for rapid evaluation of wider WAM model as it evolves.
· Identification of relevant funding application calls. 


	Activities
· Researchers will be encouraged to collaborate and apply for funding to develop a longer-term evaluation of the Welsh Access Model as it develops.
· Identification of C3 supporting evaluation activities in support of: 
· The other work programmes within the National Programme for Unscheduled Care. 
· Joint work with the Strategic Programme for Primary Care.
· Academic publications around the: 
· Utilisation of the CAREMORE® commissioning methodology. 
· Impact of the Welsh Access Model.



	Outputs
· Completed funding applications. 
· Academic and professional publications
· Resources to influence the behaviour of the public around Urgent & Emergency Care



Resources & Costs
Research resources
2 posts (1 x Grade 7 and 1 x Grade 8) for 24 months to cover both projects & longitudinal study. 
· Grade 8 Senior (Post Doctoral) Research Officer F/T for 24 months (start date 01/03/21):
 c £112k
· Grade 7 Research Assistant F/T for 24 months (stare date 01/03/21): c £93k

Expenses to cover travel etc. (if physically possible), IT provision (Laptop, recording equipment, transcription costs): approximately £4000 per annum.
Project resources 
1x AfC Band 7 project manager to service the evaluation governance requirements for as well as supporting Health Board and C3 Faculty Governance requirements to support evaluation. Duration 24 months.
Start date 01/03/21. c £112k
2x Band 5 informatics officers to support each Health Board involved in realist evaluation as well as understanding the data to support the building of a National Quality and Delivery Framework for 111/Contact First. Duration 24 months. 
Start date 01/03/21: c £152.5k



Evaluation Proposal Organisation Chart
The chart below shows the posts funded within this proposal and the proposed structure of how these posts will integrate and work to support evaluation and the national governance framework. 
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Evaluation Proposal Roles and Responsibilities 
	Roles
	Responsibilities in Relation to CAV24/7
	Responsibilities in Relation to ABUHB
	Ongoing C3 Evaluation (already funded)

	Professor Jaynie Rance
	Academic oversight and advisory role to support:
· Academic rigour;
· potential funding applications;
· and publications.


	Post-Doctoral C3 Researcher
	· To facilitate cross-organisation and cross-evaluation engagement;
· Supporting with identifying funding or publication opportunities;
· Supporting with access to appropriate persons associated with CAV24/7;
· Advising where the researcher could find certain materials or information, such as event reports saved on the NCCU W drive; 
· Regular correspondence or meeting with post-docs to consider and compare the results generated by the proposed evaluations.
	· To conduct an evaluation from the perspective of an embedded researcher, focussing on the methodologies and practices used to drive and develop the EDQDF and WAM programmes, particularly the CAREMORE methodology, including the evaluations associated with this work;
· Proposed research aims are to:
1. Identify and evaluate the methods used to drive the EDQDF / WAM projects;
2. Consider how the EDQDF / WAM projects respond to Welsh Government policy aims;
3. Explore if and how the nationally-focussed EDQDF / WAM projects support the integration of health care in Wales.
To fulfil the requirements of the evaluation project, the researcher will:
· Seek ethical approval where necessary and appropriate;
· Identify and analyse secondary and primary research material gathered from observational analyses of events and meetings, highlight reports and other readily available/ routinely collected data, and questionnaires and in-depth interviews with appropriate stakeholders;
· Share the research findings via agreed forums, particularly peer-reviewed journals and conferences.


	Senior Post-Doctoral Researcher (Band 8)
	To conduct a Realist Evaluation from an independent academic perspective, including:
· Applications for ethical approval;
· Collection of primary and secondary evidence/ resources via interviews, routinely collected data, event reports, literature associated with the service, etc.
· Analysis of the data;
· Presentation/ publication of findings, including quarterly updates to support continuous development of understanding;
· Consideration of programme’s suitability to delivery policy aims;
· Once this project is finished, potential to work on other similar projects in Wales to facilitate evidence-based learning to inform improvement to services.
· To liaise with and support the Band 7 Post-Doctoral Researcher where appropriate and necessary;
· Potential for researchers to collaborate and find areas where topics and findings overlap;
· Potential to develop bids for funding and develop a research network/ group in the future.
· The findings of the band 8 post-doc’s evaluation, and the way in which these findings are utilised by the NCCU/ EDQDF/ WAM will inform the C3 researcher’s work.

	Post-Doctoral Researcher (Band 7)
	· To liaise with the Band 8 Post-Doctoral Researcher where appropriate and necessary;
· Potential for researchers to collaborate and find areas where topics and findings overlap;
· Potential to develop bids for funding and develop a research network/ group in the future.

	Informatics Officer 
	· Working within each Health Board undertaking evaluation. 
· To provide guidance to the researchers in relation to data collection and sources;
· To advise on data quality and completion
· To support the development of measures and activity resources, performance components in support of 111/Contact First. 


	Project Manager
	· Working within NCCU
· To service the governance structures of NPUC, Health Boards and C3 Faculty to deliver the evaluation & measurement around 111/Contact First.
· To apply industry standard project management in support of informatics and research team. 






Outline Evaluation Timeline Outputs
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Appendix 1: CAREMORE® Baseline Phase Questionnaire  
[bookmark: _Toc514823728]BASELINING PHASE QUESTIONNAIRE

Proposals & Evaluation for 111 / Contact First

	

	Name of service:
	

	Where the service will operate:
	

	Key Contacts: [Name & Email]
	



	Key Considerations
	Responses

	1. Provide a summary of the proposed model of care for a typical patient journey, together with the origins of this model and any influence from other models.
M – Models of Care
	

	2. Provide a definition of the activities* that are likely to be delivered by the service model, for example:
(*Note: including how the activity will be measured and from what data sources)
A – Activity
	

	3. Identify the intended resources to be used by the proposed service (including those that are owned by others if relevant) and provide the associated revenue pay and non-pay costs for which you need funding in 2020/21 
RE – Resource Envelope
	

	4. Identify the proposed performance measures to be collected and monitored, plus, identify any measures that could be impacted upon within another service from the introduction of the new model (Note: service area and measure)
R – Review of performance
	

	5. Provide details of the proposed standards of care for the service and the engagement with staff and patients in their development
C – Care Standards
	

	6. Provide details of the day to day operational management for the new model
O – Operational arrangements
	

	7. Identify the anticipated outcomes, such as:-
a. Mitigations to risk (eg including impact of proposal on specific demand and capacity)
b. Improved clinical outcomes
c. Improved value for money
d. Enhanced patient experience
e. Enhanced staff experience
Plus, provide your proposed approach for learning about the outcomes and experiences of patients and staff
E – Evaluation 
	





[image: ]Appendix 2: Draft NPUC Governance Structure




NPUC Governance Structure - Descriptors
	Name of Group 
	Scope / Purpose
	Membership

	NPUC Board 
	Established & Defined ToR in place
	

	NPUC Delivery Group 
	Established & Defined ToR in place
	

	Professional Advisory Group
	Oversees: 
· Models of Care 
· Care Standards.
· Provides assurance to the Board
	Leaders from Health & Social Care:
Jo Mower (Chair)
Clinical Directors
Speciality Directors
Directors Social Services
National Programme Directors
Others...TBC

	Evaluation Advisory Panel



	Oversees:
· Utilising UK & international expertise 
· Designing future models based on international & UK, learning & evidence bases.
· Overseeing & agreeing the C3 work programme on behalf of the Board EG:
· Realist & Dynamic Evaluation scope, timelines, impact, learning, outcome.
· Fundamentals of evaluation
1. Should it work/ Can it work
1. Is it worth it
1. Does it work
· Provides assurance to the Board on impact/outcomes
	Prof Ceri Phillips
Dr CDV Jones (Chair HEIW)
Paul Hollard (WAST NED)
(Early Adopter NED?)
Chris Turner (Chair EASC)
Kings Fund? Others.....TBC
PHW NED
WAO – critical friend


	4 Enabling Work Stream Groups  (as described in 6 Policy Goals for UEC)

	1. Measurement for Improvement
	Current Measurement Insight Group to be developed into new group with broader remit beyond ED specific.
Overseeing the development of & connectivity between key NPUC workstreams including data linkage work: 
· WEDS
· ECDS into EDDS
· SNOWMED CT
· EDQDF Pioneering KPIs
	Julian Baker – NCCU (Chair)
Jo Mower
Nicola Bowen
Ricky Thomas
Aled Brown/Roger Perks - WG
Rebecca Cook - NWIS
Gareth John
Paul Mason
Rachel Dolman – Stats Wales
Peter Smeeth - DU 

	1. Behaviour Change, Communications & Marketing
	Oversee the development of NPUC Communication Plan. Key messages, reactive/proactive comms & campaigns.  Branding and PR.
Utilising:
· Data driven clinical insights
· Patient & staff experience
· Public Perception
 
	Shadow group to be established asap to support 111/Contact First branding/messaging
Aled Brown (Interim Chair) 
Nicola Bowen
Scott Wilson-Evans
Hayley Floyd
Heads of Comms representatives
Commissioned PR Company

	1. Workforce Group
	Scope described in Aled Brown 6 Policy goal Plan
	Aled has spoken to Alex Howells (HEIW to scope/facilitate this group)

	1. Digital & Technology Group
	Scope described in Aled Brown 6 Policy goal Plan
	Aled has identified a lead for this group. TBC

	NPUC Models: (Colour coded by lead organisation)

	Welsh Access Model (NCCU Lead)
	
	

	Task & Finish Groups
· Contact First
· Streaming Hub
· Wait & Care
· EDQDF
	Purpose of each Task & Finish group is to develop – What does good like for this service nationally.
The groups will lead on the coproduction & design of quality & delivery frameworks.
	Membership consists of: 
Clinical & non-clinical colleagues. 
 

	NESI Workstreams
Patient Experience
Staff Experience
Benchmarking
Pioneering KPIs
Public Perception
	These are all projects in their own right that need to be project managed.
The outputs from these NESIs will provide evidence and information to inform the work of the broader governance groups, such as:
· Evaluation Advisory panel
· Professional Leadership Group
· Enabling Work stream groups
· Task & finish groups
	 

	Note: The WG Emergency Care team are working with the other lead organisations to establish the working groups that sit underneath the other Models within the NPUC  - ( Other models are led by the Strategic Primary Care Programme &  the Delivery Unit)




Appendix 3: Professor Jaynie Rance Biography
Jaynie Rance is Professor of Health Psychology in the College of Human and Health Sciences (CHHS) at Swansea University. She has considerable experience and expertise in evaluation of services and interventions in Health and Social Care, and uses mixed methods to address study aims. She has a particular interest in the use of Realist evaluation approaches to evaluating evidence from complex interventions. Professor Rance's expertise is diverse and her publications are too long to list here, but a short selection of publications that are relevant to this project can be seen below:   
Snooks, H., Peconi, J., Munro, J., Cheung, W., Rance, J., & Williams, A. (2009). An evaluation of the appropriateness of advice and healthcare contacts made following calls to NHS Direct Wales. BMC Health Services Research, 9(1), 178
https://doi.org/10.1186/1472-6963-9-178, SU Repository: https://cronfa.swan.ac.uk/Record/cronfa6954
http://www.biomedcentral.com/bmchealthservres/
Snooks, H., Williams, A., Griffiths, L., Peconi, J., Rance, J., Snelgrove, S., Sarangi, S., Wainwright, P., Cheung, I., & Snelgrove, S. (2008). Real nursing? The development of telenursing. Journal of Advanced Nursing, 61(6), 631-640.
https://doi.org/10.1111/j.1365-2648.2007.04546.x, SU Repository: https://cronfa.swan.ac.uk/Record/cronfa7048
Phillips, C., Fordham, R., Marsh, K., Bertranou, E., Davies, S., Hale, J., Kingsley, M., Parke, S., Porteous, C., Rance, J., Warm, D., Rance, J., Phillips, C., & Kingsley, M. (2011). Exploring the role of economics in prioritization in public health: what do stakeholders think?. The European Journal of Public Health, 21(5), 578 
https://doi.org/10.1093/eurpub/ckq121, SU Repository: https://cronfa.swan.ac.uk/Record/cronfa9046
Nelson, K., McKinnon, A., Farr, A., Rance, J., & Phillips, C. (2018). The development of a collaborative framework for commissioning health and social care. Journal of Integrated Care
https://doi.org/10.1108/JICA-01-2018-0001, SU Repository: https://cronfa.swan.ac.uk/Record/cronfa39898


Appendix 4: Realist Evaluation Methodology[footnoteRef:8] [8:  https://www.betterevaluation.org/en/approach/realist_evaluation ] 

Realist evaluation is a form of theory-driven evaluation, but is set apart by its explicit philosophical underpinnings.
Pawson and Tilley (1997) developed the first realist evaluation approach, although other interpretations have been developed since. Pawson and Tilley argued that in order to be useful for decision makers, evaluations need to identify ‘what works in which circumstances and for whom?’, rather than merely ‘does it work?. 
The complete realist question is: “What works, for whom, in what respects, to what extent, in what contexts, and how?”. In order to answer that question, realist evaluators aim to identify the underlying generative mechanisms that explain ‘how’ the outcomes were caused and the influence of context. 
The realist understanding of how programmes work
Realist philosophy (Pawson and Tilley use the term ‘scientific realism’) considers that an intervention works (or not) because actors make particular decisions in response to the intervention (or not). The ‘reasoning’ of the actors in response to the resources or opportunities provided by the intervention is what causes the outcomes.
Strictly speaking, the term ‘generative mechanism’ refers to the underlying social or psychological drivers that ‘cause’ the reasoning of actors. For example, a parenting skills programme may have achieved different outcomes for fathers and mothers. The mechanism generating different ‘reasoning’ by mothers and fathers may relate to dominant social norms about the roles and responsibilities of mothers and fathers. Additional mechanisms may be situated in psychological, social or other spheres.
Context matters: firstly, it influences ‘reasoning’ and, secondly, generative mechanisms can only work if the circumstances are right. Going back to our example, there may different social beliefs about the roles and responsibilities of mothers and fathers in different cultures, which may affect how parents respond to the parenting programme. Whether parents can put their new learning into practice will depend on a range of factors – perhaps the time they have available, their own beliefs about parenting, or their mental health. Finally, the context may provide alternative explanations of the observed outcomes, and these need to take into account during the analysis.


Appendix 5: Embedded Research 
https://www.embeddedresearch.org.uk/



Appendix 6: CAREMORE® Baseline Evaluation Questionnaire Questions and Responses

	Evaluation Question
	WAST
	Aneurin Bevan UHB
	Betsi Cadwallader UHB
	Cardiff & Vale UHB
	Cwm Taff Morganwg UHB
	Hywel Dda UHB
	Swansea Bay UHB

	PROVIDE A SUMMARY OF THE PROPOSED MODEL OF CARE FOR A TYPICAL PATIENT JOURNEY, TOGETHER WITH THE ORIGINS OF THIS MODEL AND ANY INFLUENCE FROM OTHER MODELS.
	The front end of the national Phone First service will be provided by WAST utilising the existing 111 service (where the service is currently available). It is anticipated that the front end of the model will include the following scope and key processes:
Scope
It is anticipated that the scope of services provided by the national Phone First model will include the following:

In Scope
 Patients that currently access the 111 service that require an ED / MIU outcome disposition
Patients with a minor illness / injury that would routinely self-present.

Out of Scope
Patients accessing hospital based care via Ambulance Conveyance
Patients directly referred via a healthcare professional (e.g. GP)
Patients that are acutely unwell or have a life threatening condition    

Front End Phone First Pathway (111 Service)
Initial point of contact and call handling function – 111 will be the single contact point for patients to access the Phone First Service. The patient will initially speak to a call handler for initial information collection and call prioritisation. The call prioritisation process includes the application of a clinical assessment tool applied by a non-clinical call handler.

Following initial call handling and prioritisation the patient may receive, if required, a virtual clinical assessment following initial call handling by a trained clinical advisor (Nurse or Paramedic) to ascertain the acuity of the patient and signpost to the most clinically appropriate service for ongoing care (this could include 999 / self-care / referral to attend an ED or MIU).

Patients that are identified with an ED or MIU outcome disposition will be referred to the Health Board led ‘co-ordination / flow centre’ also known as the ‘back end’ of the phone first model. It is important to note that patients may be transferred to the Health Board ‘co-ordination / flow centre’ from initial call handling or following a virtual clinical assessment by a clinical advisor.
	ABUHB already has 111 and the technical capability to flow patient calls in the OOH period to a clinical review hub for those outcomes deemed to be appropriate for GPOOH. These patients can subsequently be appointed to see a member of the GPOOH team, receive a house call, or have their case reviewed in the hub by member of clincial team (GP, Nurse Prac, pharmacist/ mental health practioner). Outcomes range from discharge through to upgrade to 999.

The initial plan in ABUHB is to expand this hub to 24/7 and work alongside the seperately funded pilot of urgent care centres for those patients deemed to need urgent rather than ED care. 

As well as reviewing potential urgent primary care outcomes the hub will have the ability under appropriate clinical governance to review outcomes for ED/MIU and intervene as appropriate. As system matures will look to adapt and adopt clincial pathways as required. Also has potential to link with the flow centre an integral part of clinical futures model
	Origins of Model and Influence from Other Models
The Quad model suggests a slight modification of a traditional RAT (Rapid Assessment and Triage) which is consultant led and used in departments with a higher footfall of attendances and conveyances by ambulances than experienced here at Wrexham. It is a proof of concept and as yet untested. There are similar non-clinical RAT processes in operation in England, but currently there is little evidence base for their effectiveness primarily due to their local focus specific to the needs of the individual department. It is intended to support a more focussed resource to appropriately assess and stream those patients quickly and get them to the most appropriate diagnostic, clinician or alternative service. The results of which are improving the time in department for patients as much as possible. 
Non-admitted pathways and options are often compromised by a failure to sift quickly early enough in the pathway; often a suite of diagnostic tests have been initiated which might prove irrelevant or unfocussed until a doctor has reviewed and discussed the case. The least unwell patients are rarely prioritised in a busy department leading to extended waits and adverse performance. Ambulance offloads can be delayed because the Nurse In Charge is not immediately available given the business of the department most of the day. The model would require recognition as an iterative process rather than an event as it will need to be adaptable and open to modification.

Description of Model Components 
From the 1st November 2020 to the 31st March 2020, we will be developing the following model components that will form the basis of a preliminary Streaming Hub. 

Diagrams of the models, locations and patient journeys are available in the detailed bid. 
 
Model Component Description
·  ED Quad Team 
Focus on non-admitted patients – to direct them to specialty 
Develop pathways to specialties and clinics
Quick turnaround of patients – to reduce admissions
Work closely with the Network Development Administrator to direct patients to appropriate health care professionals. 
· Network Development with the 3rd Sector, Primary Care, and other Health Professionals  
Development of robust networks with third sector organisations, (See Appendix A), primary care (Appendix B) and other Health Professionals (See Appendix C)
Development of links with Minor Injuries units, and Mental Health Services 
Develop the facility to accept calls from a Phone First Model
Facilitate Clinic Hot Slot Appointments.
Possibility of directing calls from Consultant Connect Services 
Development of a Directory of Local Services. 
Maximise opportunities for patients to be supported in their home environment and communities.
Preparing the way for a BCUHB wide streaming facility
· Frequent Attenders Team
Identify care packages for patients that attend on a frequent basis. 
Reduce the impact of this cohort of patient on the Emergency Department
· Rapid Ambulance Handover Team
Reduce patient wait on ambulances to reduce patient admission rates. 
Direct patients to the ED Quad Team for same day emergency care
A dedicated Triage Nurse can see the patient and direct them to the appropriate place. 
Health Care Support Workers can take bloods and ECGs earlier. 
Dedicated admin support can print wristbands and patient documentation as well as book patients onto the system on arrival. This will increase the accuracy of reporting systems. 
ED QUAD TEAM
The ED Quad Team will be located in Consulting Rooms A, B, and C, at the front of the Wrexham Maelor Emergency Department. It will be operational from 11:00 hrs to 23:00 hrs, and run by a Middle Grade Doctor, a Junior Doctor, an ENP and a Band 6 Nurse.  All posts will be taken from existing resource and back-filled with agency staff on the shop floor.  

Booking-in and Triage Process
Details of how the team will function will be refined over time and following the stock-taking exercise. All patients that self present, will book in at reception and wait in the waiting room. The ED Quad Team will be responsible for selecting patients from the waiting room, that can be quickly seen and treated or referred onwards. This will remove the need for the patient to be triaged first and thereby reduce the workload of the existing Triage Nurse. Patients will be seen quicker and this will reduce crowding in the waiting room. An additional laptop will be required to view the Symphony Screen, update patient records, record performance data and keep a learning log. 

The ED Quad Team will work closely with the Network Development Administrator, to refer patients on to health professionals in the Third Sector, Primary Care and Secondary Care. 

Risks: Staffing of the model will take time however this can be mitigated by using agency staff. Costs are estimated. 
Estimated Costs for a 5 month period:   £416,752
 
NETWORK DEVELOPMENT
The network development component will comprise of a Band 4 Administrator that will support the ED Quad Team and the Frequent Attender work. The primary purpose of this role will be to develop a robust network of contacts with the Third Sector, Primary Care and Secondary Care Professionals. This local preparatory work is essential for the ongoing development of a Directory of Services to be used with a Phone First Model. The administrator will help to facilitate referrals, appointments, and link with Minor Injuries Units. 
A laptop is required for the Band 4 Administrator to build the Directory of Services, the record patient attendances, analyse data, and to log any learning experiences.

Risks:. Requires input and collaboration from organisations in the Area Teams. 
Estimated Costs for a 5 month period:   £8,401
FREQUENT ATTENDERS
The Frequent Attender team will comprise of a full time Band 7 nurse, a band 4 administrator (10 hours per week) an ED Consultant and a Consultant Clinical Psychologist.   The team will identify care packages for patients that attend on a frequent basis, reducing the impact of this cohort of patient on the Emergency Department. 
Estimated Costs for a 5 month period: £84,472
AMBULANCE HANDOVER TEAM
The team of a Band 6 Triage Nurse, a Band 3 Health Care Support Worker, and a Band 3 Administrator, will be located at the front of the Emergency Department. Triage and booking-in of patients will occur on arrival streamlining the handover process so that Ambulance Crews can be turned around quickly. Any fit-to sit patients can be referred to the ED Quad Team. 
Risks: Remodelling of existing space is required in the future (see illustration below), however the team can still operate in an adjacent space.  A large proportion of patients will require admission and ambulance turnaround times will be dependent on capacity and egress from the Emergency Department. 
Estimated Costs for a 5 month period: £69,059

	The CAV 24/7 service was established on 5th August 2020 and has been successful in changing the way in which our residents access urgent and emergency care. Approximately 200 patients call CAV 247 each day (in addition to GPOOH) with one third redirected to alternative services (including self-care advice). Around one third of EU attendances are now scheduled and booked into time slots.



For the winter the UHB is proposing this model is developed further, as phase 2 of the new urgent and emergency care model. This will include: an extension of the opening hours of Barry MIU (including weekends), a dedicated team at UHW to provide increased capacity and more timely service to scheduled CAV 247 patients, the frequent attender service and the establishment of a Community Emergency Care service (WECRU).

This set of proposals provides an enhanced ambulatory care and same day emergency care service to maximise the opportunity to avoid admission to hospital and reduce delays.
	The aim of the service model 

·        Is to provide a means of engaging patients with urgent healthcare needs (particularly those that are none-time critical) to phone ahead prior to arriving at the front door of an ED/MIU department. 
·        To avoid unnecessary attendance at ED/MIU Departments 
·        To help avoid unnecessary admissions to hospital 
·        To ensure that COVID19 safety is maintained for both patients and staff in ED/MIU

The service model will be delivered in phases as agreed through the project planning structure and agreed by project board and the funding incorporates all phases of service roll-out. 

The service model will enable patients with urgent care needs to be signposted to the right service at the right time, following an assessment of their needs. Where appropriate patients will be provided with a timeslot for attendance at the most appropriate ED/MIU for their complain and locality.

We have looked at the National Wales Access Model, the CAV 24/7 model and the maturity matrix to guide our local modelling. 

	SDEC/AEC will be one of the pathways forming part of our local enhanced model for managing those people with an ED/MIU outcome who have come through the 111 system or those who self-present to the ED/MIUs. As such it is anticipated the model will reduce unnecessary ED attendances and schedule those who need to attend,  therefore support EDs across the sites in adhering to local and national policy in relation to social distancing.  
In line with evidenced outcomes SDEC/AEC will avoid unnecessary admission and will adhere to the principles of Home First. 
This new model will be flexible enough and increase capacity in acute to address the expected demand throughout the winter months. It is anticipated that the model and close working with ED in and the Out of Hours service will enable a seamless service to be developed between urgent and unscheduled care.

Prior to the COVID emergency period being introduced in March 2020 all of the acute Hospitals had an operational SDEC/AEC unit  with an average of 256 people being seen through the units and 62% of those has a length of stay (LoS) within the SDEC/AEC unit of less than 12 hours. (See attached supporting submission).

However with the onset of the COVID emergency period the SDEC/AEC units were changed to accommodate splitting of areas into COVID and Non-COVID areas; 
At Bronglais Hospital  the SDEC/AEC is delivered by the team utilising the recognised national pathways for AEC. Referrals made according to appropriateness and clinical need and are made directly from GPs and also via triage upon arrival at the Emergency Medical Admission Unit or Emergency Department. 
At Glangwili Hospital the SDEC/AEC area was initially used as a staff area as the Clinical Decisions Unit, which housed the SDEC/AEC area, was split into COVID and non COVID with the need for separate staff in each area and rest areas. During August the ambulatory care area was changed so it could accept GP referrals directly with less space available; 5 assessment recliners instead of the previous 10. It is proposed that this service be enhanced to provide an additional SDEC/AEC model for Glangwili Hospital over the winter period. 
At Prince Philip Hospital the SDEC/AEC unit, situated within the Adult Emergency Admission Unit (AMAU) was also completely repurposed and therefore no SDEC/AEC activity has taken place on this site. 
At Withybush Hospital as an alternative approach was taken and at the beginning of June a ‘Blue Team’  was introduced at Withybush Hospital to work with Clinicians across Primary Care and Welsh Ambulance Service to provide a front door alternative response and avoid unnecessary conveyance and possible subsequent admission to hospital. During the 5 months this team has been in place a total of 208 calls to this team have been responded to with 18% of those being navigated to an appropriate outpatient appointment, 40% were admitted and 17% were treated outside of secondary care. It is proposed that this service be further enhanced to provide an alternative SDEC/AEC model for Withybush Hospital over the winter period. 

	The proposed model for Swansea Bay builds on the well-established triage function in the Acute GP Unit based at Singleton Hospital. It is intended that the function of this triage hub will extend to serve the 111 contacts who have a disposition of ‘attend ED/MIU’. Within the hub the GP team will triage each of the 111 referred patients via the telephone and direct them to appropriate pathways of care. The hub will have a significantly wider redirection directory of services than is available to 111 currently. Patients will have an advanced GP triage and may be directed to alternative pathways as follows;
-MIU
-Surgical hot clinic
-Palliative care pathway-community or hospital
-Gynaecology assessment pathway
-Mental health crisis support
-Surgical hot clinics
-RACE clinic-ophthalmology
-ENT assessment pathway
-Acute Clinical Team Community
-Acute medical admission pathway
-Face to face assessment with GP in AGPU/same day emergency care GP
-Non urgent primary care pathway

	PROVIDE A DEFINITION OF THE ACTIVITIES* THAT ARE LIKELY TO BE DELIVERED BY THE SERVICE MODEL, FOR EXAMPLE: (*NOTE: INCLUDING HOW THE ACTIVITY WILL BE MEASURED AND FROM WHAT DATA SOURCES)
	Intake of calls (as existing 111 service) and initial assessment (non-clinical)

 Volume measured by existing demand analysis

Clinical triage of calls (as existing 111 service) if model requires

Volume measured by existing demand analysis

Management of call to outcome

Self-care (including advice)

Pass to ED/MIU (with link to HB solution)

Pass to alternative pathway (as existing 111 service)

All volumes measured by existing analysis
	Clinical review of patients with urgent care outcomes from 111 algorithms and navigate to most appropriate service.

Health board business intelligence data will be used to monitor activity of all areas of urgent and emergency care streams following introduction of model
	· ED Quad Team 
A category of patient will be created on Symphony (our ED Clinical system) to record:-
The volume of patients being seen 
Time to triage
Volume of patients to each destination
Volume of returns
Discharge location will be recorded and analysed and compared to the information gathered during the stock-taking exercise.
New pathways to specialty that have been created by the team will be recorded.
· Network Development
A directory of Services will be developed including contact details, opening hours, and a description of the service. 
Any referrals will be logged on a database by the Administrator. 
This information can be used by a central Streaming Hub in future. 
· Frequent Attenders Team
A database will be maintained to record the attendances of all frequent attenders.
Graphs will be produced to demonstrate how attendances change over time. 
· Rapid Ambulance Handover Team
Ambulance handover times are recorded by both Welsh Ambulance Services Trust (WAST) and by Betsi Cadwaladr University Health Board (BCUHB).
The impact of the Rapid Ambulance Handover Team can be recorded over time using the existing service. 

	The services listed above, and described in detail in the attached, will provide a range of responses to urgent and emergency care needs. CAV 24/7 is the focal point of the new model, offering a 'phone first' model for urgent care with advice and guidance, redirection to other services, or the option to book the patient an appointment within EU/MIU. Consequently the activities are call handling and clinical advice, plus Emergency Unit/MIU attendances. The introduction of WECRU will provide community emergency care activity and the Frequent Attender service will manage a caseload of patients with multi-agency meetings to provide individualised support designed to reduce the need for future urgent and emergency care.

Predominantly the activities relate to earlier clinical assessment, diagnosis and direction to alternative service.
	We are proposing a flow centre model in CTM where patients, following triage and clinical assessment (?111), will be routed to the most appropriate service to meet their needs, e.g
•            Own GP
•            ED/MIU
•            Community Based Health services

Patient administration systems will be used to capture clinical and non-clinical data for evaluation and planning purposes.  Specific measurements and standards have yet to be agreed and these will manifest through project work streams. 

	It is proposed to reprovide a SDEC/AEC service at Prince Philip, Withybush and Glangwili Hospitals which were repurposed as a result of the need to utilise space as part of the COVID emergency period. 
Glangwili Hospital is proposing to continue to medical GP referrals via ambulatory care (along with CDU inpatients) where an acute physician will assess and treat patients and either admit to a medical ward or discharge to GP or hot clinic review. Therefore patients who need urgent investigations where appropriate can be discharged home and reviewed.
The SDEC/AEC will be based in MDU (Medical Day Unit) we propose to relocate delta (LA) service to this area so they can call handle. There will be a joint GP and acute physician model where they will;
· Provide hot clinics 7 days a week 12 midday – 18.00 hours
· Take GP referrals and decide if A&E/hot clinic/investigations 
· Take 111 referrals for minor injuries and book appointment times to be seen in MIU and avoiding evening overcrowding experienced in the reception area and reduce time to treatment. 
· The ART team will support this service and identify patients they can treat in the community needing IVAB’s and clinical review 

Prince Philip Hospital is proposing to establish a new SDEC/AEC unit into the former plaster clinic clinical rooms with opening times initially of 09:00 to 19:00. This service will work alongside existing urgent care services in PPH including :
· Acute Frailty service
· Acute DVT service
· Cardiology hot clinics 
The service will provide a rapid and evidence based assessment and treatment plan for specific medical emergencies as per operational standards and pathways and utilise alternative community pathways rather than hospital admissions where possible.

Withybush Hospital is proposing to build on the ‘Blue Team’ model that was introduced earlier in the year. The aim is to expand on the service offered by this team and to stream ambulatory care conditions away from ED/ACDU. This aim is to extend the hours of the current service to be delivered across a 7 day period. 

We anticipate utilising existing data sources (WPAS and clinic booking systems) to support activity measurement. These will be supplemented by data recording systems in place for other linked services (eg ART). 

	The activities that will delivered via the triage hub include:

· Assessment of all GP referred medical cases with redirection of circa 50% into ambulatory care pathways delivered by the Acute GP unit, the remaining patients being accepted to the acute medical intake.
· Triage of low acuity cases on the WAST stack to reduce conveyance of patients to hospital or to determine an alternative transport to ambulance conveyance
· Direct access for paramedic practitioners to discuss patients and support navigation to the most appropriate pathway.
· Triage of all 111 patients with a disposition of ‘attend ED/attend MIU’




	IDENTIFY THE INTENDED RESOURCES TO BE USED BY THE PROPOSED SERVICE (INCLUDING THOSE THAT ARE OWNED BY OTHERS IF RELEVANT) AND PROVIDE THE ASSOCIATED REVENUE PAY AND NON-PAY COSTS FOR WHICH YOU NEED FUNDING IN 2020/21
	The detailed table below shows the anticipated costs associated with introducing the service pan Wales (current high level estimates exclude associated frontline resources for C&V Health Board already live with the CAV24/7 service), this cost takes into consideration the requirements for the following:

a.    58 additional Call Handlers (all Wales)

                                         i.   Approximately 13 additional Call Handlers per HB

b.    34 additional Clinicians (all Wales)

                                         i.   Approximately 8 additional Clinicians per HB

In addition to above, requirements have been included for enhancing the clinical and operational leadership and support structure, along with the corporate infrastructure, set up programme management and other implementation costs.

Non-pay costs have been included to cover items such as uniforms and additional call charges.

Also included is additional costs associated with the ICT and Estates infrastructure, additional software and licensing, telephony resilience and leasing costs.  

The estimated revenue costs for 20-21 is therefore £2.650m based on current assumptions in terms of start dates and implementation, however subject to when this is approved, this is likely to be a maximum cost for 20-21. Going forward the full year recurring cost per the table (see attachment 1) is estimated at £7.838m.

In addition to the revenue, costs stated above the project will need a capital investment in 20-21 of circa £2m with further capital investment in 21-22 likely, a capital bid for this 20-21 element has been submitted to WG and the Trust is awaiting a response on this.

	Please see attached business case
	Total Estimated Project Costs for five months are: £578,687 – Please see Appendix D in the full bid for costing details
· ED Quad Team 
Middle Grade Doctor (42 hrs per week)
Middle Grade Doctor (Locum) (42 hrs per week)
Junior Doctor (T2 SHO) (84 hrs per week)
Band 6 Nurse (Agency backfill) (84 hrs per week)
ENP Nurse (Agency backfill) (84 hrs per week)
Equipment 
Total Cost £416,752
· Network Development 
Band 4 administrator (agency backfill) (6 hrs per week)
Equipment
Total cost £8,401
· Frequent Attenders Team
ED Consultant (4 hrs per week)
Consultant Clinical Psychologist (22.5 hrs per week)
Band 7 Nurse (agency backfill) (37.5 hrs per week)
Band 4 Administrator 09:00 – 11:00 hrs – 5 days a week
Equipment 
Total Cost £84,475 
· Ambulance Handover Team
Band 6 Triage Nurse (agency backfill) (49 hrs per week)
Band 3 Health Care Support Worker (agency backfill) 49 hrs per week)
Band 3 Administrator (agency backfill) (49 hrs per week) 
Printers x 2
Total cost £69,059

	#3 CAV 24/7 - £1.130m
#4 Vale Locality Urgent Care Centre - £93k
#5 CAV 24/7 response team and Frequent Attenders Service - £195k
#6 WECRU - £89k
CAV 24/7 Total - £1.506m
#7 7-day Ambulatory Care - £413k
#8 Frailty rapid response team - £376k
#9 Specialist teams @ the front door - £261k

	Scenario 1
If the initial call handling triage and clinical assessment is performed by the National 111 service then the local flow centre resources will require a range of clinical and non-clinical staff to ensure safe 24/7 365 delivery of services. 

•            Project Management Team
•            Administrative staff for outbound calls and appointing
•            Clinical Nurse Advisors
•            Clinical Shift Lead/Flight Controller = GP/Senior Nurse

Scenario 1 COST= 5,887,455

Scenario 2
If call handling only is provided by 111, the clinical triage would need to be provided by the local flow centre in CTM. The types of roles stated above would still be required, however, the amount of WTE for Clinical Nurse Advisors would need to be increased to take account of the clinical assessment.  Added to this an algorithm software would also need to procured and implemented to enable triage to be carried out in the local flow centre. 

Scenario 2 COST = 6,6746,93

	The costs associated with the 3 models are based on staffing costs as any cost of additional equipment is not expected to be significant. These total £397,295 and are itemised in the supporting document.

	Please see attached financial breakdown of costs-part year funding only required for 2020:



	Identify the proposed performance measures to be collected and monitored, plus, identify any measures that could be impacted upon within another service from the introduction of the new model (Note: service area and measure)
	Performance measures and metrics aligned to the current suite of performance metrics in place for the 111 service and included in the Ambulance Quality Indicators.

This includes the following (but not exhaustive);

Call Volumes/Activity levels
Call Waiting times
Call Abandonment Rate
Total number of calls triaged by a nurse advisor

Performance measures would need to be identified regarding the performance of patients referred from 111 (Front end) to the Health Board 'co-ordination flow centre' (back end) e.g. timeliness of call answer / call abandonment rate.
	The clinical review hub and urgent care centres will fall under primary care to manage. With specialist generalists operating to clinical governance structures according to their training and speciality
	Performance will be measured using the following KPIs
· 15 min hand over
· DUAL PIN performance
· Volume of patients seen/Volume of patients incorrectly streamed
· Satisfaction with service
· Not Admitted performance
· 4 hour performance
 We will also monitor patients retrospectively for adherence in the draft Internal Professional Standards.
Impact External 
We will monitor the volume of referrals to other services to identify the impact on their services.

	The respective measures are included in the attached proposals.
These are set out in the attached.
	It is too early to state performance measures as these are yet to be discussed and agreed however the approach will likely be prioritisation of patients and the measure of performance against those prioritisations.  

A full set of measures and performance standards will be determined as the project and service model matures. However, in the initial stages the focus will be on:

•            Delivery against agreed standards
·             Measurement of patient outcomes
•            Demand on services post involvement with flow centre
•            Patient satisfaction/complaints
•            Monitoring of incidents

	The potential KPIs to use within the project will include the following:

1. Increased number of patients being seen within an SDEC/AEC unit
2. Reduced waiting times for patients to be reviewed by a Senior Clinician
3. Waiting time for patients in SDEC/AEC < 4 hours in line with current EDDS definitions
4. Reduction in inappropriate hospital admissions – potential to reduce admission by up to 30%
5. LoS for those admitted via SDEC/AEC to be a maximum of 72 hours where possible 
6. Increased usage of community pathways as an alternative to hospital admission
7. Patient and staff satisfaction surveys
8. Number of triaged to SDEC/AEC Unit by HDuHB local hub 


	· Activity-broken down by the various referral sources
· Triage outcome- broken down by self care/GP/alternative pathway
· Activity volumes – total/hour of day/age profile
· Call activity-response rates/abandon rates/call duration etc.
· Patient feedback – through friends and family process
Bespoke patient experience and feedback - ? telephone audits

	PROVIDE DETAILS OF THE PROPOSED STANDARDS OF CARE FOR THE SERVICE AND THE ENGAGEMENT WITH STAFF AND PATIENTS IN THEIR DEVELOPMENT
	There will be a clearly articulated clinical model of care provided which be designed around the scope of the project. This will include additional and new pathways to ensure patient safety is maintained at all times which will clearly articulate what patients are in scope and what patients are not. An example of this will include that anyone requiring time critical care and treatment will continue to be directed through to EU and will not be added to a flow/clinical hub

The 111 Clinical model will be extended to those using the 111 Phone First which is a well-established model for both the staff members who use the system and for patients.

The level of care and the clinical governance arrangements will continue to be along the same lines as that of 111.

A National/Health Board Clinical Governance collaboration document will be designed to ensure that there are robust governance arrangements in place for patients flowing through the system. This will identify key areas of responsibility and where duty of care lies with all patients.

There will be a readiness checklist to ensure that all clinical and safety measures are in place before the service can go live, this will include both WAST and the HBs agreeing what is required at both the frontend of the patient journey and robust arrangements in place at the back end.

Education and training of all new staff including clinicians and call handlers will have an extensive training and education package to ensure that they are skilled and competent undertake remote clinical decision making and can use the IT systems, particularly CAS>

The operational structure will have an underpinning clinical leadership structure to ensure that clinical and professional standards are maintained at all times.

 This will be underpinned by a patient safety, concerns and learning to ensure patient safety and any learning is identified and influence and changes in practice.
	CHC have been involved in development of plans. Service will work within clinical governance structures of the health board. Have asked for clarification around national plans for governance and standards of care for this once for Wales model
	We will use our internal Professional Standards of care. 
Engagement with Staff and Patients
The concept of these ideas have been discussed with existing staff over a long period of time. The need for funding has restricted the development of ideas. The way we intent to continue to engage with staff and patients in future is by the following means:-
· Face to face discussions – key discussions will be logged in the learning logs. 
· Questionnaires –We have recently conducted a staff survey to gather ideas for making improvements to the department. 
· Case Studies

	Described in the attached prpoosals.

These are set out in the attached.
	These are yet to be discussed and agreed. However, any agreed service standards will be routed the formal governance channels.
	SDEC/AEC will be one of the pathways forming part of our local enhanced model for managing those people with an ED/MIU outcome who have come through the 111 system or those who self-present to the ED/MIUs. As such it is anticipated the model will reduce unnecessary ED attendances and schedule those who need to attend, therefore support EDs across the sites in adhering to local and national policy in relation to social distancing. 
In line with evidenced outcomes SDEC/AEC will avoid unnecessary admission and will adhere to the principles of Home First.

Impact and Benefits:
· Number of triaged SDEC/AEC appointments delivered
· Enhance alternative pathways of provision in primary care and community to support unnecessary admissions 
· Enhance public cognisance and uptake of alternative primary care pathways of provision
· Respond to COVID social distancing policy and pressures for ED
· Test opportunities for ‘flow hub’ as part of wider primary care, community and acute unscheduled care system.
· Increase service user satisfaction measured through patient and staff satisfaction surveys
 
The Hywel Dda SDEC proposal is based on analysis and discussion with stakeholders across Hywel Dda University Health Board (HDdUHB) and wider partners / organisations and alongside the urgent primary care proposed model forms part of the health boards extended ‘Phone First ‘ solution. The model has been developed jointly by our integrated unscheduled care teams.

	· Call back response times to be agreed
· Same day redirection to secondary care pathways
· Same day access to a GP linked to the same day urgent primary care pilot
Use robust patient and staff feedback from the recent 2 perfect week pilot

	PROVIDE DETAILS OF THE DAY TO DAY OPERATIONAL MANAGEMENT FOR THE NEW MODEL
	Increased Call Handler Leadership based on a ratio 1:14 requires 4wte Band 5 team leaders. The posts provide general line management for a team of call handlers ensuring performance and quality standards are met and maintained and adequate supervision is provided. The post also provides a ‘floor walking’ and call flow function contributing directly to service delivery.

Increased Clinician management based on a ratio of 1:14 requires 2.5wte Band 7 team leaders. The posts provide management and clinical leadership for a team of clinicians ensuring clinical performance standards are maintained and staff receive the required levels of clinical supervision and development. The post also provides real time operational management of the all Wales 111 service which will require expansion to cover the 24/7 period to meet the growth in service demand associated with the Phone First model.

Increase of 2wte 8b clinical operation manager posts which are required to support and maintain operational leadership and line management of regional teams for the 5 Clinical Contact Centres. These posts are necessary to ensure sufficient management capacity to enable the successful development, implementation and provision of sustainable effective services in line with the agreed service model and clinical standards. The post has a key role in engaging with regional and national stakeholders to identify best practice and identify areas of joint learning to influence continuous improvement and development of services.

Provision of additional audit capability requiring 2 Band 3 non clinical auditors and 2 Band 6 clinical audit. The roles directly contribute to the quality assurance agenda by the provision of routine or targeted call audit to measure if call taking meets the identified standards, identifying areas of good practice or areas requiring improvement.
	Due to the cross divisional nature of such a service day to day operational structures and reporting lines are being developed. Clinical management will sit with parent divisions of clinicians involved.
	The Emergency Department is led by a Triumverate comprising of the following: An ED Clinical Lead, ED DGM, Head of Nursing. They are supported by an ED Lead Manager and EDQDF Project Manager.  
All three members of the Triumverate will be responsible for the development of the streaming hub model and will work closely with the Consultants within the department, the Hospital Management and BETSI wide Management structures. 
A framework document will be created for the scope and responsibilities of the ED Quad Team, led by the ED Clinical Lead.   
The Ambulance Team will be led by the Nurse in Charge. The DGM will have overall responsibility for the entirety of the project.

	CAV 24/7 is operationally managed by the PCIC Clinical Board
EU/MIU, Frequent Attenders and WECRU are all managed by the Emergency Care Directorate, within the Medicine Clinical Board
The AEC unit and the frailty service comes under the Medicine Clinical Board. The surgical clinicians are managed by the Surgery Clinical Board and the Paediatric consultant by the Children and Women's Clinical Board.
	Clinical
Clinical Flight Controller – oversee the flow of patients entering the Flow Centre pool. 
Senior Clinical Advisor – Senior advisory/team lead role
Clinical Advisor – assessing patients’ needs and signposting to appropriate service

Non-Clinical
Admin staff – booking in patients who have been directed to services, comfort calling, administrative duties (i.e. liaising with other departments)
Project & Service Management Team – operational delivery and management of the service

	At an operational level, the implementation of the model at each location will be led by appropriate General Manager for each hospital site. Progress will be overseen by a Weekly Steering / Working Group, chaired by the Director of Secondary Care.
The SDEC/AEC will be a workstream will be accountable to the Unscheduled Care Programme Board. This Board has representation from clinicians and managers across our ‘whole system.

	Day to day management will sit under the Singleton Service Group and will be managed by the Service Group Manager for Medicine and unscheduled care

	IDENTIFY THE ANTICIPATED OUTCOMES, SUCH AS:
	a.    Mitigations to risk (e.g. including impact of proposal on specific demand and capacity)

 Provide alternative solutions for callers

-         Provide more efficient (quicker / more appropriate) outcome

-         Prevent unnecessary attendance at ED

Provide a safe service for the patient by using existing approaches from the 111 service (proven to be clinically sound)


b.    Improved clinical outcomes

 It is anticipated that patients will receive the right level of care by the right person and in the right place.

Those in greatest need and the sickest will be seen and assessed first, while other patients will flow through the system more efficiently and will be able to access the correct clinical pathway, reducing harm, waste and variation.

c.    Improved value for money

Potential to signpost / manage a greater proportion of patients away from an ED setting (where a more suitable care pathway is available e.g. Self-care / direct referral to a hot clinic / MIU attendance)

Improved patient flow across the USC system

Contribution towards reducing hospital handover delays, thus improving ambulance turn around and reducing non-productive time within the ambulance job cycle.

Better access and utilisation of alternative care services. 

d.    Enhanced patient experience

This is linked with the clinical outcomes described above.

e.    Enhanced staff experience

This is linked with the clinical outcomes described above.
	There are several risks associated with such a change to services.
Any new service in medicine tends to create its own demand and as such a phone first model may well increase the number of patients dealt with by urgent and emergency care in ABUHB. Numbers will be monitored and reviewed to try and mitigate risk that this model creates an easier route for patients to access healthcare.
80% of ED attendances currently self present in ED - including critically unwell patients. It is therefore inevitable that moving towards a total phone first model will increase demand on 999 services. There is also risk of adding confusion to other public health messages such as those around chest pain and stroke that may result in delays to definitive treatment. Clear public messaging is required at a national level to ensure that this model works as public do not necessarily recognise health board boundaries when accessing healthcare. 70% of patients do attend appropriately. It is hoped that by following a 'soft launch' approach the model can demonstrate a benefit to patients and that choosing or thinking phone first leads to that becoming preferred route of access for urgent or emergency care. 
It is hoped that getting patient to right place at right time will improve clinical outcomes and result in more prudent healthcare. It is not clear if current data available in Wales is mature enough to be able to demonstrate such clinical outcomes or value for money due to current inability to link WAST/111/health board and primary care data. It is hoped that as a result of this project these data linkages can be made to help ascertain if this project is showing any benefits for patients. 
There is scope to using PROMs to evaluate patient experience however again there are issues around maturity of baseline data to be confident of any change
Staff satisfaction can be measured in formal surveys such as annual survey as well as informal reporting regarding change to service

	
Anticipated Outcomes for each project element have been split into the following categories:-
1. Reduced demand for ED 
2. Improved clinical outcomes 
3. Improved value for money 
4. Enhanced patient experience 
5. Enhanced staff experience
 
· ED Quad Team 
1. Reduced demand for ED – Less time spend in the Emergency Department
2. Lower admission rates (quicker turnaround and faster referral to specialty / community and primary care. Assists with Social Distancing and crowding control as less patients will be waiting. 
3. Development of Specialty Pathways will lower ED attendance rates. 
4. Patient experience is increased as they are waiting less time to see a clinician, they are seen by the most appropriate clinician, they are referred quickly to support required in primary, secondary care and in the community. 
5. Staff experience is enhanced as there are opportunities to gain experience, training. Staff well-being will be improved and they will be less stressed, they will be able to access the full range of support services for their patients much quicker. 
 
· Network Development
1. Development of a directory of services will ensure staff and patients are informed about what services are available, thereby reducing Emergency Department demand.
2. Patients can access support quicker which will improve clinical outcomes. 
3. Resources can focus on patients that need the emergency department if other patients are supported elsewhere.
4. Support is available in the right place at the right time improving patient experience. 
5. Staff will have more time to treat more specific cohorts of patients. 

· Frequent Attenders Team
1. Care plans for frequent attenders will mean that less time is taken up in the ED. 
2. Clinical outcomes will improve as patients have specific care plans appropriate to their needs. 
3. Less ED time is taken up by this cohort of patient 
4. Patients are seen quicker
5. Staff are empowered to care for these patients in a structured way. 

· Ambulance Handover Team
1. Speeding up ambulance handover means that patients can quickly be directed to the appropriate ED Clinician. This will reduce the staffing resource levels required for Welsh Ambulance Staff and BCUHB staff. 
2. Patients will spend less time on the ambulance and can be seen and treated quicker by an appropriate clinician, thereby improving clinical outcomes. 
3. Patients are seen and treated quicker meaning less resource is taken up, increasing value for money. 
4. Quicker handover will improve patient experience
5. Quicker handovers will reduce pressure on the nurse in charge, and reduce staff workload in general . 

	Described in the attached proposals.

These are set out in the attached.
	•            Mitigation to risk
•            Improved clinical outcomes
•            Value for money
•            Enhanced patient experience
•            Enhanced staff experience

	As reflected above, the anticipated Impact and Benefits are as follows:
Mitigations to RISK
· Number of triaged SDEC/AEC appointments delivered
· Respond to COVID social distancing policy and pressures for ED
Improved Clinical Outcomes
· Enhance public cognisance and uptake of alternative primary care pathways of provision
Improved Value for Money
· Enhance alternative pathways of provision in primary care and community to support unnecessary admissions
Enhanced Patient Experience
· Increase service user satisfaction measured through patient and staff satisfaction surveys
· Reduced waiting times
· Reduced overcrowding whilst waiting to access care
Enhanced Staff Experience
· Test opportunities for ‘flow hub’ as part of wider primary care, community and acute unscheduled care system.
· Improved management of patient expectations and more coordinated flow of patients 

	· 20% uptake of ‘Phone first’ from point of national launch supported by local communications
· Reduced ED demand
· Reduced ED crowding
· Reduced ED referrals to specialty teams
· Increased direct access to specialty team pathways
· High demand for same day urgent primary care
Redirection of patients from the triage step in ED into alternative pathways through introduction of a GP navigation role in ED.

	PROVIDE YOUR PROPOSED APPROACH FOR LEARNING ABOUT THE OUTCOMES AND EXPERIENCES OF PATIENTS AND STAFF
	There will be a requirement throughout this time that WAST will use the four quadrants of patient experience as identified in the national service framework. This will therefore include some of the following;

o Surveys

o Real time feedback

o Retrospective feedback

o Patient Stories

o Concerns/complaints/adverse incidents/ compliments

o Have your say
	Engagement with CHC and exploring use of PROMs and surveys to engage with public and patients. Aware that nationally there are plans to explore public views around the Welsh Access Model and when this work is available for health boards to use would be keen to see how our model fits with public view of WAM.

Monitor staff feedback both informally and via staff satisfaction survey
	Each team will keep a learning log containing the following details:-
· A brief description of the project
· The project name and named persons responsible for entering information
· A brief description of a new situation, way of working or idea carried out.
· Summary of challenges encountered
· Summary of benefits gained
· Recommendations for the future

	CAV 24/7 has developed a QSE framework which includes patient and staff surveys. Further details available if required.


Each year the UHB reviews winter schemes, including requesting feedback from staff. In addition the UHB routinely seeks patient experience feedback.
	Using data gathered from the service and other services, learning will inform improvements that can be made within the service and to enhance patients experience and value for money. 

Patient and staff experience will be a core measurement within the service standards.

	Monitoring of progress and KPIs via weekly Steering Group
Regular progress reports to Unscheduled Care Board
Service user satisfaction measured through patient and staff satisfaction surveys

	Regular team meetings and activity reports for the service.
Review of monthly patient feedback as part of existing governance arrangements
Performance reporting into the Delivery Unit and to the Unscheduled Care Board

	PLEASE PROVIDE THE NAME & CONTACT DETAILS FOR YOUR ORGANISATIONAL LEAD TO PROGRESS THE MODELLING AND STOCKTAKING
	Steve Clinton Stephen.clinton@wales.nhs.uk
James Houston james.houston@wales.nhs.uk
 Richard Bowen Richard.bowen@wales.nhs.uk
	Kath Smith deputy chief operating officer Kathryn.Smith2@wales.nhs.uk

	Andrea Rimmer
EDQDF Project Manager
Email: andrea.rimmer@wales.nhs.uk
Guto Gwyn
guto.gwyn@wales.nhs.uk

	Sam Barrett
	Martine Randall - Head of Urgent Primary Care, CTMUHB
Martine.Randall@wales.nhs.uk

	Keith Jones, Director of Secondary Care
Keith.Jones4@wales.nhs.uk

	Alison Gallagher-Service Group Manager Patient Flow
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Appendix 7: Professor Ceri Phillips Biography
Ceri Phillips is Head of the College of Human and Health Sciences at Swansea University and Professor of Health Economics at Swansea Centre for Health Economics. 
He was formerly a member of the Bevan Commission and co-authored the initial publication that initiated the notion of Prudent Healthcare in relation to the health system in Wales. 
He was also a member of the All Wales Medicines Strategy Group and a member of NICE Programme Development Groups on a range of public health issues.  
He has undertaken commissioned work on the evaluation of programmes and interventions for a range of organisations, including government departments, health and social care authorities and pharmaceutical companies. He has authored well over 200 publications and has secured career grant income of over £25 million. Professor Phillips’ expertise is diverse and his publications are too long to list here, but a short selection of publications that are relevant to this project can be seen below:   
Nelson, K., McKinnon, A., Farr, A., Rance, J., & Phillips, C. (2018). The development of a collaborative framework for commissioning health and social care. Journal of Integrated Care
https://doi.org/10.1108/JICA-01-2018-0001, SU Repository: https://cronfa.swan.ac.uk/Record/cronfa39898
Hale, J., Phillips, C., & Jewell, T. (2012). Making the economic case for prevention - a view from Wales. BMC Public Health, 12(1), 460
https://doi.org/10.1186/1471-2458-12-460, SU Repository: https://cronfa.swan.ac.uk/Record/cronfa12239
Roukas, C., Quayyum, Z., Patel, A., Fitzsimmons, D., Phillips, C., & Hounsome, N. (2020). Developing core economic parameter sets for asthma studies: a realist review and an analytical framework. BMJ Open, 10(10), e037889
https://doi.org/10.1136/bmjopen-2020-037889, SU Repository: https://cronfa.swan.ac.uk/Record/cronfa55529
Deluca, P., Coulton, S., Alam, M., Boniface, S., Donoghue, K., Gilvarry, E., Kaner, E., Lynch, E., Maconochie, I., McArdle, P., McGovern, R., Newbury-Birch, D., Patton, R., Pellatt-Higgins, T., Phillips, C., Phillips, T., Pockett, R., Russell, I., Strang, J., & Drummond, C. (2020). Screening and brief interventions for adolescent alcohol use disorders presenting through emergency departments: a research programme including two RCTs. Programme Grants for Applied Research, 8(2), 1-144.
https://doi.org/10.3310/pgfar08020, SU Repository: https://cronfa.swan.ac.uk/Record/cronfa49175
http://dx.doi.org/10.3310/pgfar08020
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Worksheet in C  Users al001666 Desktop Phone First Phone First for ED SBAR (Sept 20) CW.xlsx
Costing

				Phone First triage hub costing updated 27 August 2020



				AGPU		WTE Required		Annual		Month

				1 GP Session M-F (08.00-20.00)				269,152		22,429

				2 GPOOH Sessions S-S (08.00-18.00)				239,316		19,943

				2 GPOOH Sessions S-S (18.00-20.00)				55,401		4,617

				Medical		2.88		563,869		46,989



				Band 5 Nurse (Weekend 08.00-20.00 Early/Late)		1.02		55,985		4,665

				Band 2 Nurse (7 Days 08.00-16.00) 		1.78		49,305		4,109

				Nursing		2.80		105,290		8,774



				Band 4 1.00wte		1.00		29,754		2,480

				Band 2 (Weekend 08.00-20.00)		0.81		31,019		2,585

				Admin  		1.81		60,773		5,064



				Total		7.49		729,932		60,828



				ED GP Service		WTE Required		Annual		Month

				1.5 GP Session M-F (08.00-20.00)		1.44		164708		13,726

				1.5 GPOOH Sessions S-S (08.00-20.00)		0.6		181139		15,095

				Medical		2.04		345,847		28,821





				Total		2.04		345,847		28,821



				Grand Total		9.53		1,075,779		89,648
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