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AMBULANCE RESPONSE MODELS and INITIATIVES

Rotational workforce models

TRUST: Scottish Ambulance Service (SAS)	
 
CONTACT NAME & EMAIL: 	Lauren O’Connor 
Clinical Lead for Advanced Practice – West Region 
laurenann.oconnor@nhs.scot


TITLE OF MODEL / RESPONSE INITIATIVE: Advanced Practitioner in Urgent & Primary Care – National Rotational Model.


BRIEF DESCRIPTION OF INITIATIVE: Advanced Practitioners in Urgent and Primary Care (APUPC) within the Scottish Ambulance Service are minimum Post Graduate Diploma (SQCF Level 11 including Independent Prescribing and a completed competency framework) qualified practitioners from paramedic and nursing backgrounds. The role is a rotational one where 33% of the practitioners’ time is spent on Remote Telephone Consultation (RTC), 43% of their time is spend responding on the APUPC response car, 20% of the clinicians’ time should be spent in an external rotation such as Primary Care (PC), Out of Hours (OOH), Hospital at Home or similar setting and 4% on CPD during protected development time. 
Whilst engaged in RTC clinicians call back a targeted subset of overall 999 demand to ensure patients get the right care, at the right time, in the right place. These consultations can be supported by video calling and there is access to remote prescribing capabilities and a variety of pathways and referral routes are available including, but not limited to, Hot Transfer to NHS24 for appropriate mental health presentations. APs also provide clinical decision-making support to trainee APs and other grades of clinical staff whilst engaged in RTC duties. Most RTC locations are outside of the ACC and take place in dedicated hubs to allow clinicians residing outside of realistic travel distance from an ACC to contribute. Remote Consultation comes under the governance umbrella of the Integrated Clinical Hub (ICH), which also houses clinical advisors and GP advisors. ICH Clinical Duty Managers conduct twice yearly audits on all clinicians engaged in RTC, providing TURAS feedback forms that can be used as evidence for yearly clinical appraisal and putting in support plans where appropriate. 
[bookmark: _Int_QssKmEUr]Around 43% of the practitioners’ time is spent responding on the APUPC response car to suitable calls identified by the ICH clinicians and dispatched by the APUPC desk. The APUPC car also responds to 999 demand, including ILT calls. This gives clinicians opportunity to maintain skills and retain a variety in working practices in addition to enabling clinicians to provide clinical leadership at scene. Year two trainee APs also staff the APUPC response car and can utilise a suite of PGD medications until such times as they are fully qualified and can independently prescribe. Year one trainees can also staff the car to the scope of practice of a paramedic and can access clinical decision-making support via the ICH or Flow Navigation Centre (FNC) where one exists locally. These are health board facilities managing local demand and flow that some APs contribute in the day to day running, but this is not nationwide.
Around 20% of the practitioners’ time is spent working in setting external to SAS such as Primary Care and Out of Hours services as well as small pockets of working with Hospital at Home. There are various models in place across the country to meet local needs such as a model financed by the HSCP where APs provide home visiting services to a cluster of GP practices. APs are not available to be tasked by SAS when engaged in this activity, but rosters are built so that an alternative staff member should be available to staff the APUPC response car in that geographical area. There is another model where a GP practice directly fund APs to provide appointments in clinic. The practice will target patients with ‘on the day’ presentations to the APs and these are managed in 15-minute appointments once the APs are fully inducted and confident in the setting. In another health board area, APs rotate into an Out of Hours (OOH) setting and provide home visiting, in clinic appointments and virtual consultations. 
In the more isolated pockets of FNC work, APs provide crew support for ‘Call Before You Convey’ models and contribute to RTC, focussing on local calls as opposed to the national picture to access the enhanced pathways available within the FNC. This is just a snapshot of some of the models in place across the country. This rotational model of working allows clinicians to take the learning and experience from each part of the rotation and utilise it while deployed in another. PC gives exposure to higher volumes of prescribing episodes in a supportive environment which builds confidence for the occasions when clinicians are single crewed in the APUPC car and making autonomous decisions. These rotations also give opportunities for placements for trainees and options for varying CPD. This model is ‘business as usual', but not without challenges in the current financial climate, as there is an expectation the partner agencies reimburse SAS for the time provided, usually after a negotiated period of induction and familiarisation. As per strategy, this money should be used to finance additional posts. 
 


DATE INITIATIVE WAS INTRODUCED IN TRUST: The transition to Advanced Practice from Specialist Paramedic Practice took place in 2019. This was to align SAS with Transforming Roles (Scottish Government, 2017) and to work towards having parity with Advanced Practitioners from nursing, midwifery and other health professions (NMaHP) in education and governance structures. Prior to 2019 there were various iterations on this theme in pockets across the country since the early 2000’s, including the Inverclyde, Hawick, and Kelso Projects referenced in the General Medical Services Contract in Scotland (Scottish Government, 2018) and Community Paramedics (CPs) in more rural locations. CPs were usually degree or post graduate certificate level qualified paramedics utilising PGDs as independent prescribing was not yet an option. 
The move to incorporate RTC happened at pace in response to the COVID19 pandemic and has been refined in the years that have followed. Prior to the pandemic, the vision had been clinician-led dispatch for the APUPC car from an ACC. Necessity showed that there was scope for a larger scale RTC model to be developed and that the IT infrastructure could support remote working away from an ACC location. 

BACKGROUND CONTEXT: These models of practice have been developed and refined to feed into corporate strategy such as the 2020 Vision: to treat more patients at home or in a homely setting, and more recently SAS 2030 strategy: to save more lives, reduce inequalities, improve health and wellbeing by making the best use of infrastructure, workforce and technology and connecting and collaborating with partner agencies to develop the most effective care pathways, provided locally in communities with specialist care in hospitals if needed. They were also developed to provide clinical education and placement opportunities for trainee and qualified staff, to build confidence and competence that is brought back to SAS when working in the other 2 areas of the rotations.






WHICH OTHER SECTORS/SYSTEM PARTNERS ARE INVOLVED IN THE MODEL? Health and Social Care Partnerships (HSCPs), Primary Care Practices, every health board in Scotland.



WHICH (if any) SPECIFIC PATIENT GROUP OR PRESENTING NEED IS THIS RESPONSE TARGETED AT? No specific patient group targeted, APUPC car response is generally as a result of clinician led additional consultation/triage to a wide variety of presentations. PC home visiting services are usually frailer, elderly patients with complex co-morbidities – data collected indicates a lot of respiratory, UTI, pain, general decline as common presenting complaints. PC in-clinic is targeted at ‘on the day’ presenting complaints, patients re-presenting with the same complaint are directed towards the GP, as are the more complex cases. 




GEOGRAPHICAL AREA/LOCATION COVERED BY THIS RESPONSE MODEL: Scotland has a population of around 5 million spread across vastly different geographical landscapes including urban, rural and island locations. This model is embedded across the span of Scotland, from city locations such as Glasgow, Edinburgh, Aberdeen and Inverness, to more remote and rural locations such as Melrose in the Scottish Borders, Killin in Perthshire, Lewis & Harris and Uist (Innovative Role Benefits Island Communities). AP teams vary in size from around 6 staff in smaller locations, to currently 23 in Glasgow city. There are 145 APs currently within the APUPC cohort. 141 from a paramedic background and 13 from a nursing background. 





KEY AIMS: Right Care, Right Time, Right Place, First Time. 



KEY BENEFITS FOR PATIENTS: 
· Better availability of appointments/home visit provision 
· Continuity in care for home visited patients
· Longer appointment times
· Early intervention in 999 calls results in presenting complaint being dealt with appropriately reducing number of times patient needs to ‘tell their story’
· Enhanced pathways available reducing need to attend at the ED, such as the Low Risk Chest Pain pathway within Greater Glasgow and Clyde Health Board, Virtual MIU, scheduled appointments at MIU
· Better availability of resources for ILT presentations


KEY BENEFITS FOR THE TRUSTS / SYSTEM: 
· Reduction in number of ambulances dispatched due to RTC
· Reduction in onward travel for those who have an ambulance attend due to ‘Call Before You Convey’ models, better availability of pathways, senior clinicians available for support
· Reduction in ED attendance 
· Enhanced opportunities for staff development 
· Better retention in role due to varied working practices enhancing staff experience 
· External rotations increase confidence levels in clinicians that can be brought into work for SAS
· Enhanced relationships with partner agencies. 




IMPLEMENTATION:
· How long has this initiative been operational? 2019 in current form, see above for longer description. 

· Days / Hours of operation: 24/7, 365 days per year.

· Which clinicians are involved in the response and how many WTEs (if a specific cohort)? 145, current aim is for around 150.


· Which other partners are involved in providing the response? Health boards, HSCP, Primary Care Improvement.



· What other key resources are needed for this response to work? (vehicles, specific equipment etc) Response cars, PC cars (cost built into MOU), IT infrastructure, clinical governance and leadership teams (National Advanced Practice and Independent Prescribing Lead, Education Lead for Advanced Practice, 4 Clinical Leads for Advanced Practice, Project Officer, Administration Support, 5 Clinical Supervisors (seconded), separate governance team for RTC comprising of one Clinical Hub Manager and 3 Clinical Duty Managers back by the whole ACC network) staff are still managed on a day to day basis by the operational teams in line with the rest of the clinical workforce (sickness, uniforms etc)




· How is the initiative funded? Core SAS funding, additional renumeration through MOUs with partner agencies for external rotations. 


· What were the main facilitators when introducing this model? The Clinical Lead Team drive the strategy forward consulting with operational managers throughout the process, engaging stakeholders where necessary and appropriate. 


· What were the main blockers / hurdles when introducing this model? 
· Hesitancy over the concept of paramedics as APs/prescribers with external agencies – overcoming the expectations that they deal with trauma/cardiac arrest etc mainly. 
· Finance – expecting renumeration in the current financial climate is challenging. 
· Cohesion between operations and clinical leadership where majority of operational leaders have limited advanced practice knowledge and experience




· Has an equality impact assessment undertaken for this model? yes





EVALUATION / MONITORING:
1. What are the key success measures?
Non-conveyance/conveyance figures, referral to alternative pathways, calls passed through ICH, data collection from rotations, development in clinical practice/confidence in clinicians.


2. How are these being measured / collated / monitored?  (frequency / who reported to etc) through ICH, external partners, staff surveys. Discussed at regular groups as appropriate (e.g. Advanced Practice Strategic Group, Advanced Practice Operational Delivery Group, review meetings with HB, HSCP etc), development in clinical practice/confidence monitored through Clinical Supervision, Clinical Appraisal, and qualitative data from a cohort wide survey. 



3. Has a formal evaluation process been undertaken (independent / inhouse)? Ongoing processes in place within SAS, continuous evaluation. 




4. What are the current findings in terms of the success measures? APUPC cohort report increased confidence where a rotation is available to them, figures from ICH APUPC car dispatch desk indicate higher non-conveyance figures in APs engaged in a regular rotation (more in-depth analysis required to establish if directly linked, very recent figures)



SUSTAINABILITY:

1. Does the trust intend to continue with this response for the foreseeable future? yes

2. What long-term resourcing requirements are there, and are these likely to be met? Further engagement in areas where a rotation is not currently in place, maintaining engagement where they already do. No indication that this is not achievable. 


3. What risks have been identified (for patients / trust / system) in providing this service and how have these been mitigated? Risk of parts of the rotation not being staffed (RTC, APUPC car) as rotation is prioritised due to MOU commitments. Mitigated by further recruitment and roster redesign to balance rosters better. 


4. Is there potential to expand this response model? yes








SHARING / LEARNING:
1. What has the trust learnt most from introducing this process? APs have a pivotal role to play in managing overall demand away from hospital sites. If AP numbers are low, the effect is felt across the system. External rotations enhance clinical acumen and confidence which can be measured in staff surveys and seen in conveyance rates. 



2. What might be done differently with the benefit of hindsight if implementing again? (in another part of the trust for example) Being able to take the topic of finance off the table for external rotations can increase the chances of getting ‘a foot in the door’, once partner agencies can see what APs can bring to their clinical setting, they are keen to retain our services and reimburse SAS for that. 





ADDITIONAL INFORMATION:
Please provide any further comments. We would be happy to provide further information if required. 
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