
MEETING OF THE OPEN FINANCE AND PERFORMANCE COMMITTEE
Held on 17 July 2023 from 09:30 to 12:35

Meeting held virtually via Microsoft Teams
AGENDA

No. Agenda Item Purpose Lead Format Time

OPENING ITEMS

1. Chair’s welcome, apologies, 
and confirmation of quorum

Information Kevin Davies Verbal

2. Declarations of Interest Information Kevin Davies Verbal
3. Minutes of last meeting – 15 

May 2023
Approval Kevin Davies Paper

4. Action Log and Matters 
Arising

Review Kevin Davies Paper

5 Mins

5. Operations Quarterly Report Information Judith Bryce Paper 10 Mins

ITEMS FOR APPROVAL, ASSURANCE AND DISCUSSION

6. Financial Position for Month 3 Assurance Chris Turley Presentation 20 Mins
7. Risk Management and Board 

Assurance Framework
Assurance Julie Boalch Paper 10 Mins

8. Integrated Medium Term Plan 
(IMTP) Delivery and Assurance 
Arrangements for 2023/24. 
(Includes Post Implementation 
Review Process)

Assurance Rachel Marsh Paper 30 Mins

9. MIQPR
9.1. Top Indicator dashboard
9.2. Review of Metrics

Endorsement
Assurance
Assurance

Rachel Marsh Paper 30 Mins

COMFORT BREAK – 10 MINUTES

10. Emergency Preparedness, 
Resilience and Response 
(EPRR) Annual Report: 
10.1. Manchester Arena 

Inquiry Volume 2
10.2. Review of Civil 
Contingencies in Wales 

Assurance Judith Bryce Paper 30 Mins

https://ambulance.nhs.wales/files/publications/annual-reports/2022/board-member-register-of-interests-2023/


No. Agenda Item Purpose Lead Format Time

(Sent separately to Members 
by e mail)
10.3. End of Year summary
10.4. WG Annual Emergency 
Planning report
10.5. UK Resilience 
Framework

11. Internal Audit Tracker Report 
and IA Reports:

11.1 Savings and Efficiency
11.2  Information 
Management 
&Technology (IM&T) 
Infrastructure

Assurance Julie Boalch

Chris Turley
Leanne Smith

Paper 15 Mins

12. Policy Report Assurance Julie Boalch Paper 10 Mins

CONSENT ITEMS

The items that follow are for information only.  Should a member wish to discuss any of these items 
they are requested to notify the Chair so that time may be allocated to do so.

13. May Committee AAA Report Information Trish Mills Paper

14. Cycle of Business Monitoring 
Report and Review of 
Committee Priorities – 

Information Trish Mills Paper

5 Mins

CLOSING ITEMS

15. Reflection & Summary of 
Decisions and Actions

Discussion Kevin Davies Verbal

16. Any Other Business Discussion Kevin Davies Verbal

17. Date and Time of Next 
Meeting; 18 September 2023 
09:30

Information Kevin Davies Verbal

10 Mins

Lead Presenters

Name Position 
Julie Boalch Head of Risk/Deputy Board Secretary
Judith Bryce Assistant Director of Operations
Kevin Davies Non-Executive Director (Chaired meeting)



Rachel Marsh Executive Director of Strategy, Planning and Performance
Trish Mills Board Secretary
Joga Singh Chair and Non-Executive Director
Leanne Smith Interim Director of Digital Services
Chris Turley Executive Director of Finance and Corporate Resources
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UNCONFIRMED MINUTES OF THE MEETING OF THE FINANCE AND PERFORMANCE 
COMMITTEE (OPEN SESSION) HELD ON 15 MAY 2023 VIA TEAMS

   Meeting started at 09:30

PRESENT:

Joga Singh
Bethan Evans
Kevin Davies
Ceri Jackson

Non-Executive Director and Chair of Committee 
Non-Executive Director
Non-Executive Director (left after item 32/23)
Non-Executive Director

IN ATTENDANCE:

Wendy Herbert
Fflur Jones
Navin Kalia
Osian Lloyd
Rachel Marsh
Trish Mills
Steve Owen
Hugh Parry
Alex Payne
Duncan Robertson
Liz Rogers
Leanne Smith
Sonia Thompson
Chris Turley
Damon Turner

APOLOGIES:

Lee Brooks
Angie Lewis
Liam Williams

Deputy Director of Quality and Nursing
Audit Wales
Deputy Director of Finance and Corporate Resources
Head of Internal Audit
Executive Director of Strategy, Planning and Performance
Board Secretary
Corporate Governance Officer 
Trade Union Partner
Corporate Governance Manager
Assistant Director of Clinical Development 
Deputy Director of People and Culture
Interim Director of Digital Services
Assistant Director of Operations
Executive Director of Finance and Corporate Resources
Trade Union Representative

Executive Director of Operations 
Director of People and Culture
Executive Director of Quality and Nursing
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27/23 PROCEDURAL MATTERS

The Chair welcomed all to the meeting and reminded attendees that the meeting was 
being audio recorded.   Members noted that any declarations of interest were contained 
within the Trust’s declarations of interest register. Apologies were received from Lee Brooks, 
Angie Lewis and Liam Williams. 

Minutes

The minutes of the open session held on 21 March 2023 were considered by the Committee 
and confirmed as a correct record.

Action Log

The Action log was considered and the following was recorded:

Action 17/23 – Committee to receive an update on risk 139 (Failure to Deliver our Statutory 
Financial Duties in accordance with legislation) – This was on the agenda under the finance 
update. Action closed.

Action 18/23 – IMTP updates to include specific narrative on the Red actions within the 
IMTP – This was on the agenda under IMTP update. Action closed.

Action 20/23 – Update on Staff and mandatory training to be included in future MIQPR 
reports. Rachel Marsh explained that the MIQPR contained details on this in the MIQPR.  
Action closed.

Action 20/23a – Deep dive on clinical call back times to be included in MIQPR.  Agreed to 
defer to 17 July 2023 meeting.  Action to remain open.

Action 21/23 – Cyber/Digital updates to be added to Committee cycle of business. Action 
Completed and closed.

RESOLVED: The minutes of the meeting held on 21 March 2023 were confirmed as a 
correct record and the action log was considered. 

28/23 OPERATIONS QUARTERLY REPORT

Sonia Thompson presented the update and drew the Committee’s attention to the 
following areas:

1. The Covid Mobile Testing Unit (CMTU) has now been closed since the end of March 
2023 when the contracts came to a natural close.  It was noted that the CMTU had 
carried out over 75k tests across Wales.
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2. Analgesia issued to volunteers – Approval has now been given for analgesia to be 
issued to Community First Responders (CFR) for them to administer to patients when 
appropriate; this includes the use of Penthrox.  WAST is the first UK ambulance 
service to issue Penthrox to CFRs.

3. A new Integrated Communication Control System (ICCS) has been fully implemented 
in collaboration with the Ambulance Radio Programme.  Feed back to date has been 
very positive.

4. The Committee were reminded on the impact of Industrial Action (IA) across the 
Emergency Medical Services (EMS), and noted that the RCN will take IA on 6 and 7 
June 2023.

Comments:

Members were keen to understand what the expected trajectory was in terms of Immediate 
Release Directives (IRD) going forward.  Sonia Thompson advised the Committee of the 
concerns with IRD, noting that Cardiff and Vale University Health Board were leading in 
reducing their tolerance for handover of patients.  There were measures in place for 
hospitals to set a four hour backstop; and it was hoped that there would be improvements 
going forward.  Rachel Marsh added that by the end of quarter two, it was anticipated that 
pan-Wales, the target was 15k lost hours, improving to 12k lost hours by quarter three.  This 
was the trajectory expected by the Minister of Health and Social Services.

Members noted there continued to be increasing system pressures and acknowledged the 
challenges associated with IA and asked to be kept updated on the situation going forward.  

Following a query in terms an update on actions following the Manchester Arena Inquiry, 
the Committee asked for future updates to include the recruitment of additional posts to be 
included in next Operations update.

The Committee discussed overall recruitment and how and when the Trust planned any 
recruitment drives to fill any gaps as they appeared.

RESOLVED:  That the Committee noted the report.

29/23 FINANCIAL POSITION MONTH 12 2022/23 AND MONTH ONE 2023/24

The Committee received an update from Chris Turley on the financial position for Month 12, 
2022/23.  Key highlights from the report included:

1. The Trust was reporting a small revenue surplus (£62k) for the 2022/23 financial year 
(subject to audit).

2. Capital expenditure was fully spent in line with updated plans.
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3. In line with the financial plans that support the IMTP, gross savings of £4.392m have 
been achieved against a target of £4.300m.

4. Public Sector Payment Policy was on track with performance, against a target of 95%, 
of 97.4% for the number, and 97.8% of the value of non NHS invoices paid within 30 
days.

Comments:

The Committee congratulated the finance team in achieving a small surplus and also all 
Directorates in achieving the gross savings target.

Month One

In terms of the financial position as at Month one the Committee were given a presentation 
by Chris Turley who drew their attention to the following areas:

1. The cumulative year to date (M1) revenue financial position reported was a small 
overspend against budget of £0.008m.

2. The forecast for 2023/24 was one of breakeven.

3. The capital plan was being worked through and expenditure was forecast to be fully 
spent.

4. In line with the financial plans that supported the IMTP, gross savings of £0.552m has 
been achieved against a year-to-date target of £0.573m.

 
5. Public Sector Payment Policy was on track with performance, against a target of 95%, 

of  97.8% for the number, and 99.7% of the value of non-NHS invoices paid within 30 
days.

6. There were several key assumptions which Members should be aware of in particular; 
agreement of funding for the 100 front line Whole Time Equivalent (WTE) and 
delivery of the £6m in savings.  It was noted that the current gap in savings had been 
reduced with further areas of savings identified.

7. In terms of financial performance by directorate, it was acknowledged that most 
directorates were broadly in line with the budget plan for Month one.  It was noted 
that savings were underachieved by £21k thus far.

8. In respect of the Financial Savings Programme (FSP), the Committee were updated 
on progress to date which included updates on recruitment and identification of 
further savings could be achieved in other areas across the Trust, specifically, the 
Operations Directorate has tasked itself to identify £2m worth of savings.



Page 5 of 13

9. The Committee were briefed on the overall financial risks which included the 
challenging savings targets for 23/24 financial year and the impact of any future 
Industrial Action.  Members were also updated on the actions being taken to 
mitigate risk 139 (Failure to deliver our Statutory Financial Duties in accordance with 
legislation).  Chris Turley added that the Board would continue to receive regular 
updates through the finance report.

10. Members were informed that the draft accounts for 2022/23 had been submitted to 
Welsh Government and Audit Wales on 5 May 2023; Audit Wales have confirmed the 
audit certification deadline of 31 July 2023. 

Comments:

1. Given the level of demand and service pressures, the Committee queried the 
confidence levels in terms of achieving the efficiencies which need to be seen. Chris 
Turley commented that it would be a challenge, however it was early in the year. .  

2. Acknowledging there were financial pressures across the whole NHS, the Committee 
were keen to understand whether Directors of Finance (DoF) of other Health Boards 
understood the impact on WAST, whilst appreciating their own challenges.  Chris 
Turley suggested that the DoF’s were cognisant of WAST’s challenges; however, in 
terms of their priorities, this was not a top one. He added that the key themes from 
DoF meetings have focussed on the financial deficits and how, across the whole 
system, this can be managed.

RESOLVED: The Committee:

(1) Noted and gained assurance in relation to the Month one revenue financial 
position and performance of the Trust as at 30th April 2023 along with current 
risks and mitigation plans;

(2) Noted the delivery of the 2023/24 savings plan as at Month 1, and the context 
of this within the overall financial position of the Trust;

(3) Noted the Audit Wales extended audit certification deadline to 31 July 2023 for 
2022/23 accounts;

(4) Noted a detailed paper on the financial position will be presented to the Board 
at the 25th May meeting.

30/23 RISK MANAGEMENT AND CORPORATE RISK REGISTER

Trish Mills presented the report which contained details of the nine risks relevant to the 
Committee’s remit, and additionally the Trust’s two highest scoring risks which were 
assigned to the Quality, Safety and Patient Experience (QuEST) Committee.
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The report included a new risk ‘The Trust’s inability to provide a civil contingency response 
in the event of a major incident and maintain business continuity causing patient harm and 
death’ with a score of 15 which was still in development.

Comments:

The Committee held a discussion in which they considered where risks were monitored and 
reviewed on a regular basis. 

Trish Mills commented that at each Committee agenda setting meeting, details of the 
highest rated risks were now included on the agenda as a reminder.

RESOLVED: The Committee accepted the status of the nine corporate risks which it has 
been assigned to oversee the management of. The Committee received the relevant 
sections of the Board Assurance Framework and noted the ongoing mitigating 
controls.

31/23 INTEGRATED MEDIUM TERM PLAN (IMTP) 2022-2025 AND END OF YEAR POSITION 
2022/23 

Rachel Marsh presented the report as read and noted that the Trust continued to progress 
on the conditions as set out in the Welsh Government accountability letter dated 22 July 
2022.  

In terms of the Financial year 2022/23 an IMTP delivery tracker had been put in place to 
map all the priorities and actions; details of those actions and their status were illustrated 
within the update report.

Comments:

The Committee acknowledged that some of the actions had not been achieved, however 
despite the ongoing challenges, a significant number had been completed.

In terms of the compassionate training for staff, the Committee noted this had been paused 
due to Industrial Action, and queried if there were any updates on recommencing the 
training. Liz Rogers advised the Committee that three sessions had been rescheduled in the 
next few months.  Following these sessions, it was estimated that 150 staff will have been 
trained face to face in the compassionate practices element.  There were virtual sessions 
planned later in the year and depending on attendance could boost those numbers up to 
250.

RESOLVED:  The Committee noted the update against WAST’s IMTP accountability 
conditions and the overall delivery of the IMTP.
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32/23 ANNUAL REVIEW OF KEY PERFORMANCE INDICATORS

Rachel Marsh gave a presentation which gave details on how the Trust measured its 
performance through the use of key metrics underpinned by the Quality and Performance 
Management Framework. 

The Monthly Integrated Quality Performance Report (MIQPR) provided a narrative on the 
metrics at Board level in which there were 37 headline metrics agreed at Board. The 
narrative sets out analysis of the data and the actions taken to continue to provide a good 
level of performance or how to improve that level.
 
Each metric was assigned to one or more of the committees and they then have primary 
and regular oversight of that quality or performance area.

The MIQPR also includes additional data on patient safety indicators and this sets out a 
series of more detailed measures on quality.

The Committee were then presented with slides which provided in more detail the 
dashboard metrics which had been agreed by Board; these metrics were contained under 
the headings of; Our patients, Our people, Value and Partnerships and system contribution.  
There were several metrics which were yet to be completed and processes were in place to 
report on these in the near future.  Rachel Marsh outlined each one of these in more detail.

In terms of the metrics listed under the four headings, the Committee were shown slides 
which set out the current and proposed new metrics to be added, replaced or removed.

The Committee was asked to consider whether there was the right balance, appropriateness 
and allocation of metrics and to note that the Executive Management Team (EMT) will 
review in early June.  A further review will be undertaken virtually by the People and Culture 
Committee and QuEST Committee with a final review by this Committee on 17 July in 
readiness for approval at Board on 27 July 2023.

Comments:

In terms of the process involved the Committee felt it would be useful for EMT to review the 
effects of the Duty of Quality and the Duty of Candour and how that could be measured.  
There were several other metrics which the Committee asked for to be reviewed at EMT and 
these included; Respect and resolution cases and Immediate Release Directives.  The 
Committee were apprehensive that consideration was being given for the IRD metric to be 
removed.

If possible, the Committee felt it would be beneficial to have a broader conversation on 
metrics at a future Board Development Day.  In the meantime it was agreed that Members 
would provide direct feedback on the presentation to Rachel Marsh. 

Wendy Herbert added that the national quality and safety advisory forum met on a 
quarterly basis and looked at standard metrics from a patient outcome and quality 
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measures perspective; which will include the Duty of Candour.  This information would be 
captured in the MIQPR.

A discussion ensued in which Members considered, and on the whole were very supportive 
of the new metrics as illustrated in the presentation.  They also were of the opinion that it 
was important to have metrics which measured the impact of the Duty of Candour and the 
Duty of Quality.  Other topics discussed included the requirement to have sufficient 
resource for example, to capture and respond to calls in welsh.

It was agreed that the presentation would be circulated to Members and any comments to 
be sent to Rachel Marsh in advance of the next meeting.

RESOLVED:  The Committee reviewed the metrics and it was agreed Members would 
provide feedback on the presentation prior to the next meeting.

33/23 MONTHLY INTEGRATED QUALITY AND PERFORMANCE DASHBOARD

The Monthly Integrated Quality and Performance Report (MIQPR) was received.

Rachel Marsh advised the Committee on the following areas for noting:

1. It was noted that the call answering times for the 111 service during April had 
improved slightly from previous months. Further work was still required to reduce 
capacity lost through sickness absence, and aligning capacity with demand and 
improving the efficient use of resource.  A priority now was to re-roster the 111 
service, which will involve a further consideration of the required number of staff to 
meet demand.

2. In terms of the ambulance response times, the Red 8 minute response for April was 
53% and whilst an improvement when compared to March was still below the target 
of 65%.  The Trust continued to deploy several actions to improve Red performance 
and this included the roll out of Cymru High Activity Response Units (CHARU).

3. One of the key factors in relation to response times was the capacity lost to handover 
outside Emergency Departments. 23,082 hours were lost in April 2023, a decrease 
compared to the 28,620 hours lost in March 2023.  The levels remain so extreme that 
all the actions within the Trust’s control cannot mitigate and offset this level of loss. 

4. Hours Produced: The emergency ambulance unit hours production (UHP) was 98% in 
April and was above the target of 95%.

5. Personal Appraisal Development Review (PADR) rates had fallen slightly in March to 
72.1%, still below the 85% target. Compliance for Statutory and Mandatory training 
had also fallen below the target and for March was 73.69%; the reason for this 
decline was under review.

Comments:
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The Committee, whilst acknowledging there were some positive trends in the report, 
expressed their concern with the staggeringly high number of hours lost due to hospital 
handover delays; and as a consequence avoidable harm to patients was occurring.t was 
similarly acknowledged that although Immediate Release Directives had improved for Red, 
there had been 72% declined for Amber one.

A Member raised a concern that the Trust was still not achieving the target for 111 call 
answering times; accepting the challenges and demands on the service.  Rachel Marsh 
outlined the efficiency measures the Trust had in place to improve these times which 
included reducing staff sickness and re-rostering with the aim being to re-align capacity at 
busier times.  

RESOLVED:  Noting the comments above, the report was considered and provided 
sufficient assurance of progress against the 26 key performance indicators detailed, 
which demonstrate how the Trust was performing against the following areas of 
focus: - Our Patients (Quality, Safety and Patient Experience); Our People; Finance and 
Value; and Partnerships and System Contribution.

34/23 DEMAND AND CAPACITY PLANS

At a previous meeting, Rachel Marsh advised that the Committee requested a report which 
detailed matters relating to demand and capacity.

Whilst the focus of the report was on forecasting and modelling, the Trust has also made 
significant progress in the workforce planning, recruitment & training and rostering.

It was noted that the Trust had undertaken strategic demand and capacity reviews for each 
of its three main patient pathways: Emergency Medical Services (EMS), Non-Emergency 
Patient Transfer Service (NEPTS) and the 111 service.

The responsibility for forecasting and modelling in the Trust was discharged through the 
Forecasting & Modelling Group. The Group involved colleagues from across the Trust, but 
also the NHS Executive (Delivery Unit).  The Forecasting & Modelling Group was currently 
modelling the following areas; EMS strategic demand and capacity, unscheduled care 
service, proposed national discharge and transfer service, end of shift modelling and 
seasonal modelling.

Going forward the Trust would ideally like to record data in a formal forecasting and 
modelling framework which would provide the Committee with formal assurance of this 
business critical process; however, at this time, the Trust does not have the sufficient 
resource capacity to implement it.



Page 10 of 13

Comments:

In terms of the forecasting and modelling framework, the Committee asked if it would be 
possible to re-align resources to develop the framework.  Rachel Marsh commented that at 
this stage it was not realistic due to the paucity of current resource available within the 
team and the competing range of priorities.  She added that consideration would be given 
as to whether the framework could be aligned to the Quality Performance Management 
Framework. 

The Committee recognised that the 111 Demand & Capacity Review had a less successful 
outcome and queried whether the Trust had lost the opportunity to apply any lessons 
learned.  Rachel Marsh explained that the review had highlighted areas where the Trust can 
work differently and improve on.

RESOLVED:  The Committee noted the work being undertaken in relation to 
forecasting and modelling.

35/23 QUALITY AND PERFORMANCE MANAGEMENT FRAMEWORK (QPMF) UPDATE

A verbal briefing was provided by Trish Mills who advised that the QPMF would, as it was a 
framework for assurance it was suggested that it would be more appropriate for it to be 
reviewed and endorsed by the Audit Committee.   The Finance and Performance Committee 
would continue to monitor performance, however the Audit Committee will oversee the 
implementation of the Framework

Comments:

The Committee discussed the suggestion in more detail and it was agreed that Trish Mills 
would converse with the Chair of Audit Committee and speak with Committee Members 
offline prior to any formal decision being made.  In the meantime should there be any other 
comments it was requested they be circulated to Trish Mills.

RESOLVED: The Committee noted the update.

36/23 VALUE BASED HEALTHCARE (VBH) UPDATE

Chris Turley gave a verbal update in which it was noted a VBH workshop had been 
scheduled at which Non-Executive and Executive Directors will focus their attention on ideas 
for VBH. The workshop will also look at the wider engagement and education across WAST 
and to build a framework which outlines how to achieve VBH. 

RESOLVED: The update was noted.

37/23 DECARBONISATION UPDATE

Chris Turley presented the report as read and drew the Committee’s attention to the 
following areas:
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1. As part of the capital structure a Decarbonisation Programme Board has been 
established with one of its main tasks to review risks.

2. Going forward the Committee noted there would be more updates on waste 
management.

3. Members were advised that funding from the Welsh Government Estates Funding 
Advisory Board had been confirmed for 2023/24 and 2024/24; with a range of 
schemes receiving support. 

Comments:

It was queried how staff were being informed of any updates.  Chris Turley advised that the 
Decarbonisation Programme Board will see this as one of their priorities going forward.

RESOLVED:  The Committee:

(1) Noted this update, specifically in relation to the Decarbonisation Action Plan 
reporting and establishment of programme management arrangements;

(2) Noted annual waste reporting requirements, changes to waste policy & 
upcoming changes to waste legislation. 

38/23 ELECTRONIC PATIENT CARE RECORD (ePCR) BENEFITS REALISATION 

The report was presented by Duncan Robertson who drew the Committee’s attention to the 
following key points:

1. The aim of the benefits realisation process was to ensure that the ePCR system 
delivered and would continue to deliver tangible improvements in service efficiency, 
patient care, and operational cost savings. The process also provided a framework 
for learning and continuous improvement, informing future technology investments 
by WAST.

2. Following a review of the original benefits, 31, a change in the approach was 
undertaken to test each benefit and that resulted in reducing the number to 12.

3. The revised set of benefits were successfully mapped to the investment objectives and 
a final report was received in April 2022.

Comments:

With regards to benefit number one, ‘Improved Quality of Clinical Informatics’, the 
Committee noted that as the target had been missed queried the scope and timing into 
investigation.  Duncan Robertson explained that the investigation had already commenced 
which was looking into the auto-closure aspect of ePCR which may have led to the initial 
issue.
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Members queried why benefit number four ‘Improved Patient Experience’ had been 
postponed.  Duncan Robertson explained that as part of the ePCR closure this would be 
addressed through liaison with the Patient Experience and Community Involvement team.

RESOLVED:  The report was noted.

39/23 DIGIPEN CLOSURE REPORT

Duncan Robertson reminded the Committee that the Digital Pen was the means of collating 
the WAST PCRs from 2015 until the deployment of ePCR. An initial contract extension had 
been agreed in March 2021 via a Chair’s Action to enable the system to be used until such 
time as ePCR was ready for operational use.

The ePCR was deployed into operational practice in December 2021, and phased into each 
Health Board area, with the final Health Board becoming operational on 30 March 2022; 
work had commenced in summer 2021 to plan the decommissioning of the Digital Pens as 
part of the overall ePCR Programme.

Digital Pen docking systems were deactivated on 4 April 2022 with the exception of the 
Clinical Intelligence Team who required to retrieve Patient Clinical Records from returned 
Digital Pens.

A lessons learned exercise was held with members of the Clinical, Digital and Strategy & 
Planning Directorates where several key lessons were learned; these included the need to 
have improved reporting mechanisms between the Trust and the supplier and the late 
adoption of the ePCR by Health Boards as part of their Emergency Department handover 
processes. 

RESOLVED:  The Committee noted the report.

40/23 INTERNAL AUDIT TRACKER REPORT 

The report was presented by Trish Mills who informed the Committee there were 23 internal 
recommendations assigned to the Committee for oversight which were overdue. It was 
noted there were no external audit reports that were overdue.

Members noted that the Audit Tracker would undergo a revision in the next few months 
with a recommendation to the Audit Committee to approve a revised process and format.

Comments:

It was asked when there would be an update on the digital strategy.  Leanne Smith 
explained that the timelines were currently being worked through.

RESOLVED:  The update was noted.



Page 13 of 13

41/23 COMMITTEE CYCLE OF BUSINESS

Trish Mills presented the updated cycle of business as the final step in the 2023/24 
effectiveness review process.

The Committee noted that the cycle of business was a maturing document and would 
inevitably change throughout the year.

RESOLVED:  The Committee:

(1) Reviewed and approved the 2023-24 cycle of business; and

(2) Noted the cycle of business monitoring document.

42/23 MARCH COMMITTEE AAA REPORT

The report was presented for information.

43/23 REFLECTION: SUMMARY OF DECISIONS AND ACTIONS

The Committee acknowledged it was starting to see those areas reflected in the Committee 
terms of reference being presented, for example the demand and capacity review and the 
benefits realisation.

Members welcomed a varied agenda which gave a fuller picture of the overall situation.

Should there be a lengthy report on the agenda more time should be allocated to that 
particular item.

Meeting concluded at 12:45

 Date of Next Meeting: 17 July 2023



ACTION LOG - FROM NOVEMBER 2021
 FINANCE AND PERFORMANCE COMMITTEE

Minute Ref Date Agenda Item Action Note Responsible Due Date Progress/Comment Status
20/23a 21 March 2023 MIQPR Deep dive on 111 clinical call back times - To be

included in MIQPR
Rachel Marsh 17 July 2023 Update for 17 July 2023

On Agenda under Item 9
Complete

28/33
15 May 2023 Operations Update Update on actions following the Manchester Arena

Inquiry.  To be included in next Operations update
Sonia Thompson 17 July 2023 Update for 17 July 2023

Details included in Operations update on Agenda Item 5
Complete

33/23
15 May 2023 Annual Review of

Key Metrics
Circulate to Committee seeking comments in
readiness for next meeting

Rachel Marsh 17 July 2023 Update for 17 July 2023
On Agenda under Item 9

Complete

38/23 15 May 2023 ePCR Provide Comms Team with information on ePCR
for circulation to staff

Duncan Robertson 17 July 2023 Update for 17 July 2023
Details sent to Comms Team, see attached Item 4.1

Complete



DECISION LOG
FINANCE AND PERFORMANCE

Minute Ref Date Agenda Item Decision/Approval



Instructions for Action Log:

An action is marked as 'Complete' when the Committee Governance Officer is assured that the action has been done. If in doubt, leave the item 'Open'.

To save agenda time and be clear for the Board/Committee, all actions must have a position statement when presented at the meeting. Where it has not be possible to obtain a position
statement, leave the item 'Open' and add the words 'verbal update at [insert] meeting'.

Where it has been done, the action is marked as 'Complete' for the meeting at which it is due. Where the Board/Committee is satisfied that it has been completed and can be closed, the
Committee PA is to put a narrative in the progress/comment column to allow for an audit trail. That narrative should commence with something along the lines of 'Action agreed to be closed
at [date] meeting due to [add in here the action which completed the matter]'. The status is then changed to 'Closed'.

For each new meeting, the Committee PA will filter out the 'Closed' items, rather than 'hide' lines.

Each meeting will show actions 'Open', 'Complete' and 'Not due'.

Minutes narrative to indicate that the Committee reviewed the action log and the position statement updates for open items, noting the following items were closed:
Action xx/xx - [state the type of action ]: [state the verbal or position statement provided] and that 'The item was closed'. This will allow us to maintain an audit trail in the minutes.

Decision log on second tab enables us to keep a simple list of approvals in particular, making it simpler to keep track of these rather than going through minutes. This would not need to be
added to the meeting pack.
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An action is marked as 'Complete' when the Committee Governance Officer is assured that the action has been done. If in doubt, leave the item 'Open'.
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No: DATE RAISED MINUTE REFERENCE ACTION
51 10-Jan-19 15 QLIK SENSE Benefits Realisation update report

52 16-Sep-19 15/19 Financial
Performance

Formal update report on ESMCP delay

53 16-Sep-19 15/19 Financial
Performance

 A further update report on the ongoing NEPTS
financial position and outlook

53 16-Sep-19 24/19   NEPTS, third party
solution

Living Wage - Clarity whether providers were paying
this to staff

54 21-May-20 18/20 - Financial
Performance

Job vacancies - Savings process. Update at next
meeting

52 16-Sep-19 15/19 Financial
Performance

Formal update report on ESMCP delay

53 16-Sep-19 15/19 Financial
Performance

 A further update report on the ongoing NEPTS
financial position and outlook

56 16-Jul-20 31/20 To receive an update on the Committee Assurance
Framework report and rsiks relevant to the
Committee

57 16-Jul-20 32/20 To receive a report on IA actions from the Tracker

58 16-Jul-20 Closed Session 37/20 To receive an analysis report on Estates tenders
case study

59 16-Jul-20 Closed Session 38/20 To receive the ePCR FBC
60 37/20 15-Sep-20 IMTP

62 39/20 15 September 2020 and
19 November 2020

Operational Delivery Unity

and 14 January 2021

63 01-Apr-21 14-Jan-21 IMTP

64 May-21 14-Jan-21 Operational Update



65 01-May-21 14-Jan-21 Operations Update

61 38/20 15 September 2020 and
14 January 2021 and

MIPR

13-May-21

62 27/21 13-May-21 MIPR

63 27/21 13-May-21 MIPR

64 31/21 13-May-21 Committee Assurance report

65 33/21 13-May-21 Sustainability and Decarbonisation



61 35/21 22-Jul-21 MIPR - Refined report with more key metrics.

66 37/21 22-Jul-21 111 call abandonment rates

67 39/21 22-Jul-21 IMTP

68 39/21 22-Jul-21 IMTP



DATE DUE ASSIGNED TO
23/01/2020 Interim Director of Finance and ICT

24/10/2019 Assistant Director of Operations

24-Oct-19 Interim Deputy Director NEPTS

24/10/2019 Interim Director of Finance

16/07/2020 Chris Turley

24/10/2019 Assistant Director of Operations

24-Oct-19 Interim Deputy Director NEPTS

15-Sep-20 Chris Turley

15-Sep-20 Chris Turley

15-Sep-20 Chris Turley

15-Sep-20 Brendan Lloyd
A further update on final outcome of the
prioritisation with progress against the
priorities will be brought to the next
Finance and Performance Committee
meeting in November 2020.

Rachel Marsh

ODU, Details of Governance Procedure to be
reported at next meeting.  Agreed that
Jonathan Sweet would review in detail

Lee Brooks

Details on progress being made on
deliverables in the amber category to be
included in next report

Rachel Marsh

To provide and update on the Red Cross
evaluation.

Lee Brooks



Update on NEPTS experience survey Lee Brooks

Report to be more refined with a deep dive
on a subject to be decided offline with
Rachel Marsh and the NED’s and also to
consider Key metrics from other
Committees

Rachel Marsh

Rachel Marsh agreed to provide the
Committee with the Gant chart detailing
the recruitment timeline as shown at the
programme Board

Rachel Marsh

A report highlighting the actions being
taken to mitigate the deteriorating red
performance be presented at the next
meeting

Lee Brooks and Rachel Marsh

Risk ID 109, resource availability.  In terms
of the recruitment to 111 and the
additional frontline staff it would be useful
to understand further details and confirm
whether it was purely financial or was it a
resource issue

Julie Boalch

Action plan to be presented at the next
meeting

Chris Turley



Following an update by the Chair and
Rachel Marsh, the Committee noted that
the current metrics would be finalised by
the next meeting and continue until 31
March 2022 when a review would take
place to consider effectiveness and any
potential changes.

R Marsh

Deep dive in to reasons for high
abandonment rates

R Marsh

Development of other measures around
quality and patient safety outcomes in
terms of patient experience.  Update to be
provided at next meeting following liaison
with Claire Roche

R Marsh

Deep Dive on any foreseeable risks to the
delivery of the IMTP

R Marsh



UPDATE
Update provided by Chris Turley on 16 July , full report to be provided at
24 October meeting. Note:  Update report deferred to 23 January 2020
meeting
On Agenda

On Agenda

On Agenda        COMPLETED

On Agenda     COMPLETED

On Agenda

On Agenda

On Agenda

On Agenda
On Agenda

Update report due 11 March 2021

See attached Item 1.4a
Due 11 March 2021

Ops are establishing monitoring to cover what is set out below. This will
accompany some form of staff feedback. Hopefully from this, assurance
can be taken that there will be an evaluation for us to assess the merits.

No. of WAST crews supported per day per hospital being covered
The type of support provided to WAST crews i.e. practical support for
things like refreshments, emotional support, liaising between crews and
ED staff
No. of ambulance patients supported (on ambulances or indoors but
those who are still under ambulance crew responsibility)



Type of support provided to patients still under WAST care (refreshments,
liaison with families or nursing staff, emotional support, etc.)

No. of patients still under WAST care signposted/referred to other
services by BRC
No. of My Winter Plans completed for patients still under WAST care

No. of safeguarding referrals made for patients still under WAST care

We will also provide case studies to bring the support provided a bit more
to life.
The outputs will go to QUEST. Ops team is to meet with the PECI team
the week after next to work through how we pull our survey & their survey
together and the up and outwards reporting methods in more detail.

Report due 22 July 2021

By 22 July 2021

Report due 22 July 2021

This risk has been split into two separate risks, one for resource and one
for capital. The capital risk is currently being assessed for inclusion on the
Risk Register.

Report due 22 July 2021

On Agenda



Ongoing

On Agenda



Open
Complete
Closed
Not Due



ePCR Update

Scale

We have been live with the ePCR system across the whole of WAST since the end of 
March 2022. In that time, we have set up 3,248 application users as well as 3,169 web 
based portal users.  We have, to-date, created 424,843 individual ePCR records since 
the launch.

We have worked closely with 15 Emergency Department sites in Wales and 8 English 
Emergency Department sites, as well as our supplier Terrafix, Digital Health and Care 
Wales, GPC Wales and Corpuls to get to the point where we have an integrated 
system. However, there is still more to do! 

We are getting very positive feedback from clinicians across NHS Wales who are able 
to access the ePCR through the Welsh Clinical Portal. What we record at scene has an 
impact on decisions further into the care pathway and provides data that influences 
treatment and discharge.  This is only possible once the patient has been matched to 
their record on the ePCR. 

Scope

We continue to work to upgrade the application based on user feedback and have a 
number of planned upgrades coming later this year. These will include the linkage to 
the Corpuls defibrillators and the referral pathway for falls (which will remove the 
need to make a phone-call to refer an older adult who has fallen).

New pages have been designed specifically for the Advanced Paramedic 
Practitioners, who have had early access to the Welsh GP record (as have the Senior 
Paramedics). We are meeting with GPC Wales in July (2023), to provide them with an 
update and we are planning on then being able to release aspects of the GP record 
to all EMS users. 

Ambition

We now have a huge amount of clinical data derived from the ePCR.  Our five Clinical 
Indicators (which are publicly reported) are now re-established with ePCR data, which 
allows for monthly reports to be generated. You can access the results via the 
intranet here

We are working with DHCW to enable sharing of the clinical data set. This will enable 
our data to be linked and help us to explore patient pathways. With this intelligence, 
we can look to design better pathways and improve outcomes. 

https://app.powerbi.com/groups/me/reports/a5992c34-1276-442c-ac6a-227844ea0366/ReportSectionf1f5cb217a75826cd528?experience=power-bi


We are feeding ePCR data into work examining our response to particular MPDS 
codes and with this data we can really start to understand our patient population, 
how we respond to their needs and contribute to the transformation of services. 

In the future, we are looking at using data to understand where we may need to 
improve care. This is particularly so for under-represented communities.  ePCR data 
will allow us to look at how we provide care for example, through the lens of 
intersectionality as well as understanding the care we provide to black, Asian and 
minority ethnic communities, all of which are aimed at exploring how we can 
improve.

Thank you!

We are grateful for our team of early adopters and ePCR champions and to everyone 
who has submitted an idea to improve the system or who has spotted a problem 
that needed fixing.  We are still getting to grips with what ePCR can do for us and for 
that, we need good data, so please continue to input into every field and complete 
the demographic matching. 

ePCR Support Forms are available here

Submit your ideas for improvement via the WIIN portal here

Thank you to all EMS users of ePCR, your support and willingness to adopt a new 
way of working is greatly appreciated. This has been a significant change in practice 
to move a clinical record from Digital pen and paper to a fully digitised system and 
that is just the beginning.

https://forms.office.com/Pages/ResponsePage.aspx?id=uChWuyjjgkCoVkM8ntyPrlM4ILaCCMlGvdEzPpinTXRUMThDTjlZUUxZT0M4NTg5NEY2WUMxR1NNRi4u
https://forms.office.com/Pages/ResponsePage.aspx?id=uChWuyjjgkCoVkM8ntyPriELtD8mvUpBiV-qRUqfrJ5UNlpEN0JQQlBRMFNKMkNVSzhONjJQWlhKNy4u&wdLOR=c3B875384-0AFE-4465-AE9D-7806EACC6249
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OPERATIONS DIRECTORATE
QUARTERLY REPORT FOR COMMITTEES

2023-24 Q1 (Apr – Jun 2023)

EPRR Manchester Arena Inquiry Report (MAI)

The EPRR team has now recruited into the Operations Support Manager (MAI) role. Since 
this member of staff has been in post the 149 recommendations within Volume 2 of the 
report have been reviewed. WAST is currently progressing 71 of the recommendations, as 
these recommendations have been assessed as being relevant to the Trust. WAST is working 
closely with a number of groups to ensure the recommendations are implemented within 
the Trust; this includes UK health subgroups who report into Department of Health and 
Social Care, subgroup of the UK National Director of Operations Group (NDOG), subgroup 
of the Joint Emergency Services Group (JESG) within Wales, all four Local Resilience Forums 
(LRFs) within Wales and the UK Heads of EPRR group. 

EPRR

A programme of work is in place across EPRR to quantify and improve our culture, and make 
our work environment the best it can possibly be; to date, this has included allyship training, 
drop in EDI sessions and manager training. In order to raise awareness of the functionality 
of HART and promote opportunities, two open days for HART have taken place in June, 
including a women’s open day. 

EPRR 

Exercise Dollhouse. Exercise Dollhouse is a Tier One national Counter Terrorism exercise 
that is being undertaken in July. This exercise will allow the Trust to test and exercise our 
multiagency response to a Manchester Arena style incident. We will have members of staff 
from our frontline and from our specialist assets taking part in the exercise. The exercise is 
affording the Trust an opportunity to test the new patient triage system, which is a direct 
outcome from the Manchester Arena Inquiry recommendations.

National Operations & Support

Challenges

IMTP

General Update
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Annual Report. The EPRR annual report is being submitted to the Finance and Performance 
Committee in July. This report provides Committee with a strategic update on the main areas 
of work that the Trust’s EPRR team are undertaking. Content includes the Review of the Civil 
Contingencies in Wales report where the team has been working with partners, including 
Welsh Government, to look at the future of Civil Contingencies within Wales. The UK 
Resilience Framework which describes the vision the UK government has for Civil 
Contingencies. The report highlights the annual HART/SORT Key Performance Indictors 
Report and the Welsh Government Annual Emergency Planning Report that have been 
submitted to Welsh Government and give assurance on the Trust’s preparedness for and 
ability to respond to incidents. The report describes the updates that have been made to the 
Trust Incident Response Plan and the areas that will be updated within the plan. Lastly the 
report introduces the intension to review the Trust’s business continuity structures with the 
aim to strengthen business continuity within the organisation. 

Volunteering

A grant of £315,000 across two years has been secured from NHS Charities Together. This 
funding will be used to develop a Community Welfare Responder role within phase one of 
the Connected Support Cymru project. An adaptation form will be submitted to NHSCT with 
slight amendments to proposed spends.

Roll-out of analgesia (paracetamol and Penthrox) to CFR volunteers is on track. All volunteer 
training has now been completed and volunteers are able to go live within their respective 
locality.

Community First Responder numbers are currently around 600 volunteers. The number of 
active CFRs is currently circa 450. The newly appointed Support Officer (Compliance) is 
working with colleagues to ensure swift re-activation. However, Volunteer Car Service 
recruitment has remained flat during 2023. The current recruitment for the Operations 
Manager (VCS) post will develop this service and grow VCS volunteers by 25% across Q2-4.

EMSC
Recruitment and Retention within EMS Coordination remains a concern with the attrition 
rate for the rolling 12-month period (July 22 to June 23) at 17.54% peaking at 24.16% in 
September 22 and remaining above 22% until May 23. This attrition figure only relates to 
external attrition and does not account for internal moves to other departments, which 
account for a further 31 staff moves during the same period. Significant recruitment 
initiatives have been implemented since September 2022 with 100 staff being recruited in 
the last 12 months (29% of the total workforce for EMSC). Despite this we continue to see 

Resourcing & EMS Coordination

Challenges
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withdrawals during the recruitment process, during induction and during training which 
further impacts our establishment position. Workforce plans are in place for the year based 
on our attrition rate, however due to the 3-month lead in time for recruitment and 1 month 
notice period for these staff groups we are often in an under-established position. Intentions 
to recruit to levels above attrition rates have not been realised due to high levels of attrition, 
withdrawals from cohorts and new recruits being unable to meet the appropriate standard 
leading to redeployment and/or resignation. This continues to be an area of focus but 
remains a risk and challenge. 

Concerns
The workload for the Operations Quality Concerns Team remains high at 257 outstanding 
tasks. This is however a reduction from 283 at end of Q4. The Operations Quality Team 
continues to work closely with the Putting Things Right (PTR) Team to prioritise work to meet 
deadlines and requests. There continues to be sustained improvement in the status of 
outstanding concerns investigations, with 68% of concerns within the agreed timeframe to 
return to PTR. The outstanding coroner statements remain high at 29, however, 7 of these 
have been delegated to wider Ops to complete and 17 remain unallocated. It is anticipated 
that more outstanding statements will be delegated outside of Operations Quality and EMS 
Coordination in Q2. 

Resourcing
The workload for the Resourcing function remains high, although abstraction trajectory 
(sickness) is reducing across ADO portfolios. Abstractions overall remain above funded relief 
capacity. Operations establishment (vacancies) and skill mix also a contributing factor to 
production.  This in turn reduces capacity within the resource function to develop and 
improve aligned with IMTP ambitions.    

Resource team are pivotal in the trust financial savings plan for pay and workload for the 
team is envisaged to increase further whilst overseeing the overtime considerations process 
aligned to the financial savings plan, with the introduction of daily overtime time 
considerations meetings.

EMSC
On 25th April 2023 WAST implemented a new national Control Room Solution for Integrated 
Communications Control Systems (ICCS).   The Control Room Solution (CRS) project is a UK 
wide programme, overseen by the UK Ambulance Radio Programme (ARP) which started in 
2018 to replace the current DS2000 ICCS with a new solution developed by software 
designer Frequenits and known as LifeX.  The Emergency Services Network (ESN) will replace 
the current Airwave network and once fully built all Emergency Services in the UK will 
transition onto ESN.  LifeX is compatible with both the current Airwave network and ESN. 
Transition to the LifeX system now is a step towards full ESN transition.  

IMTP
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The new Life X system is now in operation across all EMS Coordination Centres (ECCs), NEPTS 
Journey Coordination Centres (JCC) as well as Emergency Medical Retrieval and Transfer 
Service (EMRTS) Critical Care Hub (ECCH). Following extensive development, testing and 
training collaboratively across multiple directorates and organisations WAST was the first 
large scale Ambulance Service to implement the new LifeX solution sharing knowledge and 
strategic approaches with other UK ambulance services to support future transitions 
successfully. 

Resourcing
Resourcing continues to support discussions and data requests in support of “inverting the 
triangle”, EMT3 expansion, CHARU expansion, APP expansion and subsequent skill mix and 
rightsizing requirements aligned to funding. 

Engagement with trade union partners on 6-week relief planning continues with an options 
appraisal shared with partners and regular meetings taking place to work through a mutually 
agreeable way forward. 

MPDS Audits
WAST is required to reaccredit with the International Academy of Emergency Dispatch (IAED) 
every 3 years, and this is due in September 2023. To do this, the Trust must follow the 
reaccreditation process set out by the IAED. Work is ongoing to meet deadlines and the 
required standards to reaccredit as a recognised centre of excellence.

Industrial Action and WAST Non-Pay Annex
Three of our four unions have voted to accept the revised pay offer from Welsh Government 
in response to the dispute over pay and conditions which has led to the industrial action 
which started last year. The RCN has rejected the offer, and two industrial action days took 
place on 6th and 7th June. The industrial action planning team reconvened and planned 
sufficient mitigation across the Trust. Consequently, there were no adverse impacts on 
patient safety across these two days. The further two days of industrial action at the time of 
preparing this report are expected not to take place as discussions continue. 
Relevant unions have also accepted the terms of the WAST specific non pay annex as part 
of the pay dispute and specific action relating to EMS: -

General Update

Emergency Medical Service

Challenges
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- Start and End of Shift arrangements to reduce overruns – this amendment to the 
Standard Operating Procedure sets out that relieving off going crews is to be a high 
priority. EMS and UCS crews in the last hour of their shift that are not already deployed 
to an incident will begin to return to base as a matter of course. The nature of calls they 
can be despatched to in this last hour is also set out, thus reducing the likelihood of an 
overrun occurring. Two pilot schemes for handover crews at Morriston Hospital and 
Ysbyty Glan Clwyd will also commence. We have agreed this position for so long as more 
than 9,000 hours a month are lost to extended handover delays as these delays inhibit 
our people from ending work on time. 

WAST Facilitation of Extended Transfer of Care
As reported at the WAST Trust Board in March, the Executive Director of Operations raised 
concerns focussed on two risks being exacerbated by a worsening position on the time taken 
for transfer of care at emergency departments with Chief Operating Officers. At the face-to-
face COO Peer Group meeting in April, the Executive Director of Operations spoke about 
several issues emanating because of extended transfer of care times (including WAST staff 
exposure to diesel fumes) and informed COO colleagues that local management teams 
would be mobilised to discuss with local emergency department teams. Local WAST 
management teams were mobilised on the issues of ED Swaps (the practice of one patient 
taken into the ED provided one patient is taken out and returned home – discharge 
transport), the use of WAST equipment inside the ED and the use of WAST staff for the 
purpose of portering. The purpose being to achieve an improved transfer of care time so 
that emergency crews can respond to undifferentiated patients at greatest clinical risk in the 
community. Following local engagement, the Executive Director of Operations wrote again 
to health board colleagues in June to share the dates of the cessation of these issues. The 
response across the system has been mixed. There has been no response from some health 
boards, where others have lodged reports with external partners without engaging with the 
author of correspondence. 

WAST has never supported its staff being used for portering and neither have health boards 
engaged WAST on pre-hospital clinicians undertaking extended duties following arrival at 
the emergency department. WAST has facilitated some patients requiring diagnostics by 
allowing the pre-hospital ambulance paramedic/EMT to provide clinical escort to a 
diagnostic test with a hospital porter, particularly where the diagnostic is time critical to the 
patient outcome. With regret, this position has been taken advantage of, and it appears that 
the pathway has systematised use of WAST staff not only to provide clinical escort for a 
broader range of diagnostic tests, but also to fulfil the portering role. It is of concern that 
transfer of care improvements at some hospital sites appear to depend on this being done 
by WAST, without engaging us first or fully assessing the broader consequences. This is said 
in the context of feedback that WAST not undertaking these in-hospital tasks will extend the 
transfer of care time. 

In coming to this position, the following points have also been considered:
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• WAST is not licensed for systematic care delivery inside the hospital and while the 
Welsh Risk Pool would likely support WAST where there was an exceptional clinical 
requirement for us to act, the current situation is not exceptional any longer. 

• We must also be cognisant of the recent challenging period of industrial action.  The 
use of WAST staff in a way for which they are not trained or commissioned specifically 
creates bad will and this has come through from our people during picket line visits 
by members of the WAST Executive. The WAST staff experience has been negatively 
impacted due to hospital handover delays including prolonged exposure to vehicle 
diesel fumes outside the emergency department (for which health boards have been 
asked to consider the health and safety implications and mitigations that can be put 
in place), late shift finishes, delayed access to periods of rest, and skill degradation as 
patient contact reduces for which there is additional clinical risk.

• From a safeguarding perspective there are two considerations; first for the patient 
waiting outside the emergency department and secondly, for the patient seeking 
WAST care but to whom we are unable to respond.  As already stated, the latter 
patient is at highest risk as no healthcare is being made available to them and so 
action that promotes an earlier transfer of care for patients from an ambulance would 
improve the quality, safety, and safeguarding risks for all patients within our care, or 
to whom we have a duty of care. It is important to note that an inhibited emergency 
ambulance response to patients with acute medical conditions has led to self-
conveyance and patients dying en-route, in hospital car parks, or waiting for 
ambulance attendance. Not to mention the unknown consequences for patients we 
do not attend either due to the Clinical Safety Plan or those who cancel the ambulance 
in favour of making their own arrangements. 

• The ratio of two WAST pre-hospital clinicians to one patient demonstrates poor value 
for money. In staff cost alone, in December 2022 and March 2023, more than £4.5m 
of staff cost was lost to extended transfer of care times. 

EMT2/EMT 3
There are currently 55 WTE staff (64 people) who are Band 5 out of a current total EMT 
funded establishment of around 660 WTEs. At present, the EMT3 role is a closed role which 
means that as these staff leave their position, they are not replaced on a like for like basis. 
We have previously given a commitment to change this as part of the agreement on the 
UCA role (later known as ACA2). We have been in discussion with lead Trade Union Partner 
reps over the last few months to discuss how this could be taken forward, and a proposal 
has been shaped through these positive and progressive collective discussions.

In broad terms, the proposal we have been working closely with our Trade Union partners 
is:

IMTP
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• EMT3s will continue to be recognised as a valued and important part of the workforce 
• The EMT3 role will be part of a broader career offer and opportunity for staff, continuing 

to strengthen and grow the career structure we offer for our people beyond other roles 
we have added in the last couple of years such as Senior Paramedics 

• We will initially grow the number of EMT3s from the current number to a total of around 
255 WTEs. This will mean that around 35% (a little more than 1 in 3) of the technician 
workforce will then be an EMT3 at band 5.

A Task and Finish Group has been established to take forward this piece of work which has 
focused on developing: -

• Scope of Practice for the EMT3 role
• Recruitment and selection process
• Frequently Asked Questions

The position currently is that Trade Union Partners have declared that they intend to consult 
with their members on the package and have offered to advise Management on the 
associated timelines. Unfortunately, that does push back the selection process with the first 
cohort scheduled to enter training in October 23.

Mobile Data Vehicle Solution

Emergency Services Mobile Communication Programme (ESMCP) is a Home Office led cross-
government programme delivering a new critical communication system for Great Britain’s 
emergency responders; the Emergency Services Network (ESN).

ESN will transmit fast, safe and secure voice, video and data across the 4G network and give 
first responders immediate access to life-saving data, images and information in live 
situations and emergencies. It will provide total end to end critical communication system 
for UK Ambulance Services; the Ambulance Radio Programme (ARP) are working with Trusts 
to deliver the total solution.

A project Board has been established since February 2022 will oversee the delivery of the 
Mobile Data Vehicle Solution (MDVS) project in accordance with the agreed project 
documentation and plans.

On the 29th July 2023 the Project Board sanctioned the commencement the MDVS Pilot is 
due to begin w/c 3rd July 2023 using 3 EMS vehicles in North Wales.

General Update
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Performance Standards Refresh
The service has implemented a refreshed set of performance standards from April 23. These 
were agreed in conjunction with the commissioner and all Health Boards. The new standards 
reflect our funded capacity much more accurately, in particular on oncology transport where 
ORH, in the NEPTS demand and Capacity review, identified a funding gap equivalent to 148 
WTE . 

To support the roll out of the new standards, an implementation plan has been developed 
focusing on improving process, data, reporting, performance management and most 
importantly the culture of the service.

NEPTS Eligibility

A review of how the service applies national eligibility criteria has begun and a proposal has 
been developed for an improved process, which should improve patient experience and 
reduce late notice cancellations of transport. These improvements will be supported by a 
review of alternative options available to patients across Wales. 

Quality Assurance
The service continues to drive through the quality assurance agenda as per the IMTP. A 
revised patient survey is now live with QR codes to link to it being rolled out across the 
NEPTS fleet and hospital based estate. The results of the survey support the service’s move 
to a balanced scorecard of reporting on service delivery. They also inform the NEPTS QA 
dashboard, elements of which are reported onward to trust committees. 

CAD Upgrade

Following the upgrade of the NEPTS CAD in Quarter 4 22/23, work has begun on 
implementing the additional functionality that the new hosted platform allows. The first step 
on this journey will be the launch of a ‘Patient Zone’ which will allow patients to initially 
check and cancel journeys as well as see online where their transport is. The next phase of 

Ambulance Care
Challenges

IMTP
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this rollout will be online booking functionality. It is anticipated that the patient zone will be 
active in late 2023.

Urgent Care Service Strategic Review

The service has been conducting a review of the Urgent Care Service, focusing on identifying 
the current case mix for the service and developing options for a tighter case mix in the 
future.

The review has been supported by modelling from ORH and the final meeting of the steering 
group is planned for July 2023. The outcomes of the review, once agreed, will then be 
discussed with colleagues within their team prior to being presented for formal approval. 

111 SALUS Operations Implementation

The teams have started to prepare to implement SALUS into the 111 operation. Following 
product specification testing scheduled in July we can begin to train trainers and later staff. 
There are several groups within WAST and with the 111 Programme team to understand 
more about the new bespoke system and to prepare for its implementation in November. 

CSD Community Welfare Responder / Connected Support Cymru

The CSD Operations and Clinical team have been busy working on supporting the pilot 
scheme for the Community Welfare Responder and have created new processes and working 
practices to enable the efficient use of the available St John CWR crews. Positive results have 
been returned where the crews have been able to be on scene and take observations for the 
CSD Clinicians, enabling consult and close, protection of vulnerable callers, welfare checks 
and calling on failed contacts. The pilot continues for several more weeks and more positive 
results are expected.

Red Review in CSD

The existing process of remotely reviewing calls continues and the SOP has been updated 
to refresh and make the process more robust. This will also include tracking to identify where 
the red call has been reviewed but was not able to be downgraded allowing for improved 
reporting.  

General Update

Integrated Care

Challenges

IMTP
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Industrial Activity in 111 and CSD

The Royal College of Nursing staged two days of action in June. Collaborative discussions 
took place with the RCN industrial action management team on derogations and cover for 
the two days which allowed for measured action in WAST with little or no impact on service 
delivery across the two days. Both days were managed within the Integrated Care leadership 
team without need for wider operational structures. 

General Update
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RISK MANAGEMENT & BOARD ASSURANCE 
FRAMEWORK REPORT

MEETING Finance & Performance Committee
DATE 17th July 2023
EXECUTIVE Trish Mills, Board Secretary
AUTHOR Julie Boalch, Head of Risk/Deputy Board Secretary
CONTACT Julie.Boalch@wales.nhs.uk

EXECUTIVE SUMMARY

1. The purpose of the report is to provide assurance in respect of the management 
of the Trust’s principal risks, specifically the 9 risks that are relevant to Committee’s 
remit for oversight and additionally the Trust’s 2 highest scoring risks which are 
assigned to the Quality, Safety & Patient Experience Committee (QuEST) for 
oversight.

2. A summary of these risks is set out in Annex 1 with a detailed description contained 
within the Board Assurance Framework (BAF) in Annex 4.

3. The more detailed description contained within the BAF provides the Committee 
with an opportunity to review the controls in place against each principal risk and 
the assurance provided against those controls where applicable. This will assist 
Members in evaluating current risk ratings supported by the frameworks in Annex 
2.

4. The principal risks were presented to the Trust Board on 25th May 2023 and are 
updated as at 6th July 2023. The high rated risks have been reviewed during this 
reporting period in line with the agreed schedule detailed at Annex 3. Focus has 
been given to the risk ratings and the mitigating actions identified and taken to 
ensure risks achieve their target score. This is in addition to the review of controls, 
assurances, and any gaps.

5. Specifically, The Trust’s highest rated Risks 223 and ID 224, scoring 25, remain 
unchanged despite a series of mitigating actions being in place. These risks 
continue to be closely monitored by management, Board Committees, and the 
Trust Board. 

AGENDA ITEM No 7
OPEN or CLOSED Open
No of ANNEXES ATTACHED 5

mailto:Julie.Boalch@wales.nhs.uk
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6. All current mitigating actions within WAST’s control have been completed or 
superseded in relation to Risk 223. The Trust will continue to challenge itself that 
all possible mitigations are in place or planned, this includes considering a 
potential breakdown of risk score by Health Board.

7. A deep dive in relation to Risk 224 was undertaken by the Quality & Nursing 
Directorate and it was agreed that the score should remain at 25 (5x5) given recent 
cases of patients deteriorating outside of Emergency Departments.

8. Risks 139 and 458 remain at a score of 16 4x4) given the current financial climate. 
Monthly detailed finance reports will continue to provide key information to 
Committee as to the level of risk the organisation is experiencing including 
elements of non-recurrent as opposed to recurrent funding and how this is being 
managed financially and operationally.    

9. The risk score has increased on Risk 424 from 12 (3x4) to 16 (4x4) given the level 
of risk the organisation is experiencing in the current financial climate and with no 
further recurrent funding agreed to deliver the Trust’s transformational plans. This 
score is aligned to the Trust’s financial Risk 139.

10. Risk 245 was approved by the EMT for closure from the Corporate Risk Register as 
this has achieved the target score of 8 (2x4) having reduced from 16 (4x4). The 
Control Room Solution implementation is complete across all 3 Emergency 
Medical Services Clinical Contact Centres which has increased dispatch capability 
in all areas and the risk has reduced from 16 (4x4) and reached the target score of 
8 (2x4). The remaining risk in relation to the ability to accommodate call handling 
functionality will be managed at a directorate level and reviewed when the 
telephony capacity in the new Vantage Point House resilient suite is identified. The 
risk of not being able to meet civil contingencies has now significantly reduced.

11. All original actions are now complete in relation to Risk 260; however, a review of 
the recent CRU assessment is to be undertaken to identify any further actions. On 
this basis the score remains the same given continued activity by cyber actors due 
to wider world events. There is a general heightened alert for government and 
public sector bodies although no specific threat has been identified against NHS 
bodies. 

12. The majority of mitigating actions complete on Risk 543 and so the score remains 
unchanged as further reviews of the CE assessor and CRU reports are required to 
identify any further actions that need to be undertaken. 

13. Risk 594 – The risk score remains at 15 following review. While the Health Boards 
have responded to the original letter sent from the Chief Executive highlighting 
this risk the responses have provided limited assurance. To this end the Trust is 
working with the Welsh Government NHS Executive to provide further assurances 
that the response from Health Boards is sufficient to reduce this risk. A Mass 
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Casualty Exercise is being arranged for October 2023 to test the response and this 
will provide a further opportunity to review this risk and score at that time.

14. Risks 100 and 283 are not due for review until August 2023. 

15. Updates made in respect of actions, controls and assurances are highlighted in 
blue on the BAF.

RECOMMENDATION:
16. Members are asked to consider the contents of the report.

KEY ISSUES/IMPLICATIONS

17. The key issues are set out in the Executive Summary above.

 REPORT APPROVAL ROUTE

18. The BAF was considered by:

• EMT – 5th July 2023
• ADLT – 26th June 2023

REPORT ANNEXES

• Annex 1 - Summary table describing the Trust’s Corporate Risks.
• Annex 2 – Scoring Matrix
• Annex 3 – Frequency of Risk review
• Annex 4 - Board Assurance Framework
• Appendix 1 - Guidance on Interpreting the Board Assurance Framework

REPORT CHECKLIST

Confirm that the issues below have been 
considered and addressed

Confirm that the issues below have 
been considered and addressed

EQIA (Inc. Welsh language) NA Financial Implications NA
Environmental/Sustainability NA Legal Implications NA
Estate NA Patient Safety/Safeguarding NA
Ethical Matters NA Risks (Inc. Reputational) NA
Health Improvement NA Socio Economic Duty NA
Health and Safety NA TU Partner Consultation NA
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Annex 1 – Corporate Risk Register Summary

CORPORATE RISK REGISTER

RISK ID NEW RISK TITLE NEW SUMMARY DESCRIPTION EXECUTIVE 
OWNER

RISK 
SCORE

223

QuEST

The Trust’s inability to 
reach patients in the 
community causing 
patient harm and death

IF significant internal and external 
system pressures continue
 
THEN there is a risk of an inability 
and/or a delay in ambulances 
reaching patients in the community
 
RESULTING IN patient harm and 
death 

Director of 
Operations

25
(5x5)

224

QuEST

Significant handover 
delays outside A&E 
departments impacts 
on access to definitive 
care being delayed and 
affects the trust’s ability 
to provide a safe and 
effective service

IF patients are significantly delayed 
in ambulances outside A&E 
departments
 
THEN there is a risk that access to 
definitive care is delayed, the 
environment of care will 
deteriorate, and standards of 
patient care are compromised
 
RESULTING IN patients potentially 
coming to harm and a poor patient 
experience

Director of 
Quality & 
Nursing

25
(5x5)

139

FPC

Failure to Deliver our 
Statutory Financial 
Duties in accordance 
with legislation

IF the Trust does:
• not achieve financial breakeven 

and/or 
• does not meet the planning 

framework requirements and/or 
• does not work within the EFL 

and/or 
• fails to meet the 95% PSPP 

target and/or
• does not receive an agreement 

with commissioners on funding 
(linked to 458)

THEN there is a risk that the Trust 
will fail to achieve all its statutory 
financial obligations and the 
requirements as set out within the 
Standing Financial Instructions 
(SFIs)

Director of 
Finance & 
Corporate 
Resources

16
(4x4)
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CORPORATE RISK REGISTER

RISK ID NEW RISK TITLE NEW SUMMARY DESCRIPTION EXECUTIVE 
OWNER

RISK 
SCORE

RESULTING IN potential 
interventions by the regulators, 
qualified accounts and impact on 
delivery of services and 
reputational damage

245

FPC

CLOSED

Failure to have 
sufficient capacity at an 
alternative site for EMS 
Clinical Contact Centres 
(CCCs) which could 
cause a breach of 
Statutory Business 
Continuity regulations

IF CCCs are unable to 
accommodate additional core 
functions and do not have 
alternative site arrangements in 
place in the event of a business 
continuity incident

THEN there is a risk that EMS CCCs 
cannot utilise other CCC’s space, 
accommodation and facilities

RESULTING IN potential patient 
harm and a breach of the 
requirements of the Civil 
Contingencies Act (2004) and 
Contingency Planning Regulations 
(2005)

Director of 
Operations

8
(2x4)

16
(4x4)

424

FPC

Prioritisation or 
Availability of 
Resources to Deliver 
the Trust’s IMTP

IF resources are not forthcoming 
within the funding envelope 
available to WAST (link to risk 139)

THEN there is a risk that there is 
insufficient capacity to deliver the 
IMTP

RESULTING IN delay or non-
delivery of IMTP deliverables which 
will adversely impact on the Trust’s 
ability to deliver its strategic 
objectives and improvement in 
patient safety and staff wellbeing

Director of 
Strategy 
Planning and 
Performance

16
(4x4)

12
(3x4)
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CORPORATE RISK REGISTER

RISK ID NEW RISK TITLE NEW SUMMARY DESCRIPTION EXECUTIVE 
OWNER

RISK 
SCORE

458

FPC

A confirmed 
commitment from 
EASC and/or Welsh 
Government is required 
in relation to funding 
for recurrent costs of 
commissioning

IF sufficient recurrent funding is 
not forthcoming there is a risk that 
the Trust will be committed to 
additional expenditure through 
delivery of the IMTP and in year 
developments which are only 
recognised by commissioners on a 
cost recovery basis

THEN there is a risk that the Trust 
may not be able to deliver services 
and there will be a lack of funding 
certainty when making recurrent 
cost commitments. Any potential 
‘exit strategies’ from developed 
services could be challenging and 
harmful to patients. 

RESULTING IN patients not 
receiving services, the Trust not 
achieving financial balance and a 
potential failure to meet statutory 
obligations causing reputational 
damage

Director of 
Finance & 
Corporate 
Resources

16
(4x4)

260

FPC

A significant and 
sustained cyber-attack 
on WAST, NHS Wales 
and interdependent 
networks resulting in 
denial of service and 
loss of critical systems

IF there is a large-scale cyber-
attack on WAST, NHS Wales and 
interdependent networks which 
shuts down the IT network and 
there are insufficient information 
security arrangements in place
 
THEN there is a risk of a significant 
information security incident
 
RESULTING IN a partial or total 
interruption in WAST’s ability to 
deliver essential services, loss or 
theft of personal/patient data and 
patient harm or loss of life

Director of 
Digital Services

15
(3x5)
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CORPORATE RISK REGISTER

RISK ID NEW RISK TITLE NEW SUMMARY DESCRIPTION EXECUTIVE 
OWNER

RISK 
SCORE

543

FPC

Major disruptive 
incident resulting in a 
loss of critical IT 
systems

IF there is an unexpected or 
uncontrolled event e.g. flood, fire, 
security incident, power failure, 
network failure in WAST, NHS 
Wales or interdependent systems
 
THEN there is a risk of a loss of 
critical IT systems

RESULTING IN a partial or total 
interruption in WAST’s effective 
ability to deliver essential services

Director of 
Digital Services

15
(3x5)

594

FPC

The Trust’s inability to 
provide a civil 
contingency response 
in the event of a major 
incident and maintain 
business continuity 
causing patient harm 
and death

IF a major incident or mass 
casualty incident is declared 

THEN there is a risk that the Trust 
cannot provide its pre-determined 
attendance as set out in the 
Incident Response Plan and 
provide an effective, timely or safe 
response to patients

RESULTING IN catastrophic harm 
(death) and a breach of the Trust’s 
legal obligation as a Category 1 
responder under the Civil 
Contingency Act 2004

Director of 
Operations

15
(3x5)

100

FPC

Failure to persuade 
EASC/Health Boards 
about WAST’s 
ambitions and reach 
agreement on actions 
to deliver appropriate 
levels of patient safety 
and experience 

IF WAST fails to persuade 
EASC/Health Boards about WAST 
ambitions

THEN there is a risk of a delay or 
failure to receive funding and 
support 

RESULTING IN a catastrophic 
impact on services to patients and 
staff and key outcomes within the 
IMTP not being delivered 

Director of 
Strategy 
Planning & 
Performance

12
(3x4)
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CORPORATE RISK REGISTER

RISK ID NEW RISK TITLE NEW SUMMARY DESCRIPTION EXECUTIVE 
OWNER

RISK 
SCORE

283

FPC

Failure to implement 
the EMS Operational 
Transformation 
Programme

IF there are issues and delays in 
the planning and organisation of 
the EMS Demand & Capacity 
Review Implementation 
Programme

THEN there is a risk that WAST will 
fail to implement the EMS 
Operational Transformation 
Programme to the agreed 
performance parameters

RESULTING IN potential patient 
harm, deterioration in staff 
wellbeing and reputational 
damage

Director of 
Strategy 
Planning & 
Performance

12
(3x4)
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Annex 2 - Risk Scoring Matrix
Consequence: 1 Negligible 2 Minor 3 Moderate 4 Major 5 Catastrophic

Safety &
Well-being - 
Patients/ 
Staff/Public

Minimal injury requiring no/minimal 
intervention or treatment.
No time off work.
Physical injury to self/others that 
requires no treatment or first aid.
Minimum psychological impact 
requiring no support.
Low vulnerability to abuse or 
exploitation - needs no intervention. 
Category 1 pressure ulcer.

Minor injury or illness, requiring minor 
intervention.
Requires time off work for >3 days 
Increased hospital stay 1-3 days.
Slight physical injury to self/others that 
may require first aid.
Emotional distress requiring minimal 
intervention.
Increased vulnerability to abuse or 
exploitation, low level intervention.
Category 2 pressure ulcer.

Moderate injury/professional intervention.
Requires time off work 4-14 days.
Increased hospital stay 4-15 days.
RIDDOR/Agency reportable incident.
Impacts on a small number of patients.
Physical injury to self/others requiring medical 
treatment.
Psychological distress requiring formal 
intervention by MH professionals.
Vulnerability to abuse or exploitation requiring 
increased intervention.
Category 3 pressure ulcer.

Major injury leading to long-term disability.
Requires time off work >14 days.
Increased hospital stay >15 days.
RIDDOR Reportable. 
Regulation 4 Specified Injuries to Workers.
Patient mismanagement, long-term effects.
Significant physical harm to self or others.
Significant psychological distress needing 
specialist intervention.
Vulnerability to abuse or exploitation 
requiring high levels of intervention.
Category 4 pressure ulcer.

Incident leading to death.
RIDDOR Reportable.
Multiple permanent injuries or 
irreversible health effects.
An event which impacts on a large 
number of patients.

Quality/ 
Complaints/  
Assurance/ 
Patient Outcomes

Peripheral element of treatment or 
service suboptimal.
Informal complaint/inquiry.

Overall treatment/service suboptimal.
Formal complaint (Stage 1).
Local resolution.
Single failure of internal standards.
Minor implications for patient safety.
Reduced performance.

Treatment/service has significantly reduced 
effectiveness.
Formal complaint (Stage 2). Escalation.

Local resolution (poss. independent review).
Repeated failure of internal standards.
Major patient safety implications.

Non-compliance with national standards 
with significant risk to patients.
Multiple complaints/independent review.
Low achievement of performance/delivery 
requirements.
Critical report.

Totally unacceptable level or quality of 
treatment/service.
Gross failure of patient safety.

Inquest/ombudsman/inquiry.
Gross failure to meet national 
standards/requirements.

Workforce/ 
Organisational 
Development/ 
Staffing/ 
Competence

Short-term low staffing level that 
temporarily reduces service quality 
(< 1 day).

Low staffing level that reduces the 
service quality.

Late delivery of key objective/service due to 
lack of staff.

Unsafe staffing level (>1 day)/competence.
Low staff morale.
Poor staff attendance for mandatory/key 
professional training.

Uncertain delivery of key objective/ service 
due to lack/loss of staff.

Unsafe staffing level (>5 days)/competence.
Very low staff morale.
Significant numbers of staff not attending 
mandatory/key professional training.

Non-delivery of key objective/service due 
to loss of several key staff.
Ongoing unsafe staffing levels or 
competence/skill mix.
No staff attending 
mandatory/professional training.

   Statutory Duty, 
Regulation, Mandatory 
Requirements

No or minimal impact or breach of 
guidance/statutory duty.

Breach of statutory legislation.
Reduced performance levels if 
unresolved.

Single breach in statutory duty.
Challenging external 
recommendations/improvement notice.

Enforcement action. Multiple breaches in 
statutory duty. Improvement notices.
Low achievement of performance/ delivery 
requirements. Critical report.

Multiple breaches in statutory duty.
Zero performance rating. Prosecution. 

Severely critical report. Total system 
change needed.

Adverse Publicity 
or Reputation

Rumours.
Low level negative social media.
Potential for public concern.

Local media coverage - short-term reduction 
in public confidence/trust.

Short-term negative social media.
Public expectations not met.

Local media coverage - long-term reduction 
in public confidence & trust.
Prolonged negative social media. Reported in 
local media.

National media coverage <3 days, service well 
below reasonable public expectation.

Prolonged negative social media, reported in 
national media, long-term reduction in public 
confidence & trust.

Increased scrutiny: inspectorates, regulatory 
bodies and WG.

National/social media coverage >3 days, 
service well below reasonable public 
expectation. Extensive, prolonged 
social media. MP/MS questions in 
House/Senedd.

Total loss of public confidence/trust.
Escalation of scrutiny status by WG.

Business 
Objectives or 
Projects

Insignificant cost increase/ schedule 
slippage.

<5 per cent over project budget.
Schedule slippage.

5–10 per cent over project budget.
Schedule slippage.

Non-compliance with national targets.10-25 
per cent over project budget. Schedule 
slippage. Key objectives not met.

>25 per cent over project budget.
Schedule slippage.
Key objectives not met.

Financial Stability 
& Impact of 
Litigation

Small loss.
Risk of claim remote.

Loss of 0.1–0.25% of budget
Claim less than £10,000.

Loss of 0.25–0.5% of budget.
Claim(s) between £10,000 and £100,000.

Uncertain delivery of key objective. Loss of 
0.5-1.0% of budget. Claim(s) between 
£100,000 and £1 million.
Purchasers failing to pay on time.

Non-delivery of key objective. Loss of >1 
per cent of budget. Failure to meet 
specification. Claim(s) >£1 million. Loss 
of contract/payment by results.

Service/ Business  
Interruption

Loss/interruption of >1 hour.
Minor disruption.

Loss/interruption of >8 hours.
Some disruption manageable by 
altered operational routine.

Loss/interruption of >1 day. Disruption to a 
number of operational areas in a location, 
possible flow to other locations.

Loss/interruption of >1 week. All operational 
areas of a location compromised, other 
locations may be affected.

Permanent loss of service or facility.
Total shutdown of operations.

Environment/Estate/ 
Infrastructure

Minimal or no impact on 
environment/service/property.

Minor impact on environment/ 
service/property.

Moderate impact on environment/ 
service/property.

Major impact on environment/ 
service/property.

Catastrophic impact on 
environment/service/property.

Health 
Inequalities/ 
Equity

Minimal or no impact on attempts to 
reduce health inequalities/improve 
health equity.

Minor impact on attempts to reduce health 
inequalities or lack of clarity on the 
impact on health equity.

Lack of sufficient information to demonstrate 
reducing equity gap, no positive impact on 
health improvement or health equity.

Validated data suggests no improvement in 
the health of the most disadvantaged, whilst 
supporting the least disadvantaged, no impact 
on health improvement and/or equity.

Validated data demonstrates a 
disproportionate widening of health 
inequalities, or negative impact on 
health improvement and/or equity.

Risk Scoring Matrix (Likelihood x Consequence = Risk Score) Consequence:
Likelihood: Frequency: 1 Negligible 2 Minor 3 Moderate 4 Major 5 Catastrophic

1 Highly Unlikely: Will probably never happen/recur Not for years 1 2 3 4 5
2 Unlikely: Do not expect it to happen/recur but it is possible At least annually 2 4 6 8 10
3 Likely: It might happen/recur occasionally At least monthly 3 6 9 12 15
4 Highly Likely: Will probably happen/recur, but not a persisting issue At least weekly 4 8 12 16 20
5 Almost Certain: Will undoubtedly happen/recur, maybe frequently At least daily 5 10 15 20 25
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Annex 3 - Frequency of Risk Review

Risk Score Review Frequency Risk Rating

15 – 25
Red

Review monthly High

8 – 12
Amber

Review quarterly Medium

1 – 6
Green

Review every 6 months Low
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Annex 4 – Board Assurance Framework

Date of Review: 26/06/2023 TRENDRisk ID
223 The Trust’s inability to reach patients in the community causing patient harm and death Date of Next Review: 25/07/2023

25
(5x5)

Likelihood Consequence Score
Inherent 4 5 20
Current 5 5 25

IF significant internal and external 
system pressures continue

THEN there is a risk of an inability and/or a 
delay in ambulances reaching patients in the 
community

RESULTING IN patient harm and 
death 

Target 2 5 10
IMTP Deliverable Numbers: 3, 7,9,11, 12, 14,16, 18, 21, 22, 26
EXECUTIVE OWNER Director of Operations ASSURANCE COMMITTEE Quality, Safety and Patient Experience Committee
Risk Commentary Q4 2022/23
The risk score remains constant at 25 (almost certain & catastrophic). Internal and external assurances remain weak as there remains a daily risk of actual patient harm and death as a result of the Trust not being able to reach patients in the 
community. 

There were over 28,000 hours lost outside EDs in March 2023, a comparable figure to the pre Christmas delays. Whilst there has been improvement in some Health Board areas (Cardiff and Vale where there has been a corresponding 
improvement in red performance), other Health Board continue to experience protracted delays. The impacts on patients waiting for extended periods of time both in the community and then outside emergency departments is well 
documented (AACE Delayed Hospital Handovers: Impact assessment of patient harm, 2021) and includes pressure damage, acute kidney injury, deconditioning, poorer outcomes and extended recovery times.  Delays across the system 
continue to be the main focus of patient safety incidents, complaints, Coronial enquires and redress / claims. The effectiveness of our controls in many areas are dependent on external partners acknowledging and having ownership of the 
risk across the urgent and emergency care system. Key to moving the position is to continue to work in collaboration influencing system partners, being present and engaging in key conversations, whilst continually seeking opportunities 
internally to swiftly identify and mitigate the risks within our control and share those with relevant system partners that we cannot control. 

Improvement actions led by Welsh Government and system partners include: - 

a) Audit Wales’s investigation of Urgent and Emergency Care System. Does NHS Wales and its partners have effective arrangements for unscheduled care to ensure patients have access to the right care at the right time? (E)
b) Consideration of additional WAST schemes to support risk mitigation through winter (I)
c) NHS Wales educes emergency department handover lost hours by 25% (E)
d) NHS Wales eradicates all emergency department handover delays in excess of 4 hours (E) 
e) Alterative capacity equivalent to 1000 beds (E) 
f) Implement nationwide approach to emergency department ‘Fit 2 Sit’ (E)
g) Implementation of Same Day Emergency Care services in each Health Board (E) 
h) National Six Goals programme for Urgent and Emergency Car (E) 

CONTROLS ASSURANCES
Internal
Management (1st Line of Assurance)

1. Regional Escalation Protocol 1. Daily conference calls to agree RE levels in conjunction with Health Boards

2. Immediate release protocol 2. The Immediate Release Protocol is a Nationally agreed NHS Wales protocol. Refusals by Health Boards are Datixed by 
WAST and compliance report shared weekly with the Health Board Chief Operating Officers (COOs)

3. Resource Escalation Action Plan (REAP) 3. Weekly review by Senior Operations team with assessment of action compliance. The Senior Leadership Team convenes 
every Tuesday as the Weekly Performance Meeting to review performance and demand data, and review/assign REAP 
Levels as appropriate. Dynamic escalation via Strategic Command structure.

4. 24/7 Operational Delivery Unit (ODU) 4. Shift reports from ODU & ODU Dashboard received by Exec, SOT and On-Call Team at start/end. Provides operational 
oversight with dynamic CSP review and system escalation as required.

5. Gold/Strategic, Silver/Tactical and Bronze/Operational 24 hour/ 7 day per week system to manage escalation 
plans

5. Same as 5 - Shift reports from ODU & ODU Dashboard received by Exec, SOT and On-Call Team at start/end. Provides 
operational oversight with dynamic CSP review and system escalation as required.

6. Limited Alternative Care Pathways in place 6. Limited Assurance - Health Informatics reports, APP dashboard monitors, reports on app use by Consultant Connect, 
APP development and expansion, and bids for additional prescribing APPs.

7. Consult and Close (previously Hear and Treat) 7. Monitoring CSD rates through AQIs. Consult and Close volumes form part of EMS CCC weekly reports to SLT. Regular 
reporting of incident volumes to Operational Review Groups. Summary level information about Consult and Close 
volumes, targets, trends and recontact rates reported to TB and sub-committees. Metrics relating to Ambulance Quality 
Indicators (AQI) published on a quarterly basis by EASC. Bi-monthly EASC Provider reports. Consult and Close 
performance reported in Joint Executive Team meeting every 6 months with Welsh Government. NWSSP Information 
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Date of Review: 26/06/2023 TRENDRisk ID
223 The Trust’s inability to reach patients in the community causing patient harm and death Date of Next Review: 25/07/2023

25
(5x5)

Likelihood Consequence Score
Inherent 4 5 20
Current 5 5 25

IF significant internal and external 
system pressures continue

THEN there is a risk of an inability and/or a 
delay in ambulances reaching patients in the 
community

RESULTING IN patient harm and 
death 

Target 2 5 10
Management Internal Audit report February 2022 (External Assurance). Consult and Close rate has increased from 12% 
to circa 15% March 2023.

8. Advanced Paramedic Practitioner (APP) deployment model / APP Navigation 8. Qlik sense APP dashboard monitors performance and provides assurance that APPs are flowing patients into 
alternatives to emergency department. Qlik sense is a national report and can drill down into regional, local and 
individual performance as required. APP Navigation – Test of Change Framework (Swansea Bay & Hywel Dda). Review 
of despatch criteria for APPs.
EMT have agreed to offer contracts to the 22 APPs who are about to complete their Masters programme.  This 
will take our APP headcount to 88.7FTE.
An investment proposal has been submitted to Welsh Government AHP in primary and community care pot.  I 
think that there is low expectation that the bid will be successful. We are currently workforce planning to 
increase our APP headcount by 40 per year.

9. Clinical Safety Plan 9. Clinical agreement – agreeing escalation to higher levels, ODU dashboard, AACE paper through National Director of 
Operations group 

10. Recruitment and deployment of CFRs 10. Volunteers are another resource for response, Volunteer 
11. ETA scripting 11. The ETA Dashboard is a tactic that was signed off by EMT – there is a dashboard that supports scripting analysed by 

comparing with real time data
12. Clinical Contact Centre (CCC) emergency rule 12. CCC Emergency Rule is policy that has been signed off by Execs.

13. National Risk Huddle 13. This is a tactic contained in REAP ratified through SPT and EPT. Daily risk huddles are recorded, and documented 
actions are shared with stakeholders and progress monitored via the ODU.

14. 14.
15. Summer/Winter initiatives 15. Monitoring through SLT and STB

16. CHARU implementation 16. Monitored via the EMS project Board

17. National Transfer & Discharge Model 17.

18. Conveyance Reduction 18. This is part of the weekly performance review and aligned to Care Closer to Home Programme

19. Access to Same Day Emergency Care (SDEC) for paramedic referrals 19. This forms part of the handover improvement plans in place with Health Boards, however assurance is limited given 
that the acceptance of paramedic referrals is low ( less than 1%) and inconsistent.

20. Mental Health Practitioners in cars 20.

21. Roll out of ECNS 21. Reported through QuEST

22. Clinical Model and clinical review of code sets 22. Reported through QuEST

23. Remote Clinical Support Strategy 23. Strategic Transformation Board – IMTP deliverable

24. Trust Board paper (28/07/22) detailing actions being taken to mitigate the risks (see actions section for 
details of specific work streams being progressed to mitigate this risk)

24. Formally documented action plan – actions captured are contained within and monitored via the Performance 
Improvement Plan (PIP)

25. Information sharing 25. Information Sharing: Patient Safety Reports, Chief Operating Officer (COO) Data Pack, Immediate Release Declined 
(IRD) Reports.

26.  Completed EMS Roster Review 26. Helps to ensure that we have the maximum available capacity to respond to dispatch to 999 calls received in a 
timely manner

27. Work underway to reduce the number of multiple attendances dispatched to red calls 27. This will increase vehicle availability generally across the Trust

28. Transfer of Care 28. WAST has clearly articulated to the Health Board COOs the risk associated with delayed handovers. 
Consequently work has commenced to withdraw WAST staff from portering duties on hospital premises, cease 
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Date of Review: 26/06/2023 TRENDRisk ID
223 The Trust’s inability to reach patients in the community causing patient harm and death Date of Next Review: 25/07/2023

25
(5x5)

Likelihood Consequence Score
Inherent 4 5 20
Current 5 5 25

IF significant internal and external 
system pressures continue

THEN there is a risk of an inability and/or a 
delay in ambulances reaching patients in the 
community

RESULTING IN patient harm and 
death 

Target 2 5 10
the practice of ED swaps and cease the use of WAST equipment in EDs across Wales.  Please refer to the 
following documents:
i) Letter to COO Handover Delays 30.03.2023
ii) Letter to COO Handover Delays
iii) WAST – Transfer of Care Brief

GAPS IN CONTROLS GAPS IN ASSURANCE

1. Acknowledgement and acceptance of risk by Health Boards and balancing the risks across the whole system 1. Improvement in handover delays across Cardiff and Vale and more latterly across AB have led to improved 
handovers at Eds. This has now been sustained for some months across C&V in a phased programme of 
improvement with no delays in excess of 2 hours. Programme of improvement underway in AB, commencing 
at 4hour tolerance with a plan to reduce over time. In other Health Boards, there remains little or no controls, 
with variation in both handovers and risk levels across Health Boards

2. Blockages in system e.g. internal capacity within Health Boards which affect patient flow

3. Covid capacity streaming

4. Transition Plan/Inverted Triangle – bid for transition plan has been put in and is now subject to funding

5. Local delivery units mirroring WAST ODU

6. Handover delays link to risk 224

7.

8. During industrial action days, Health Boards demonstrated compliance with reducing handover delays in 
order to maximise WAST resources. Despite a reduced volume of conveyance as a result of the industrial 
action, there is however a demonstration that reduced handover delays are achievable, and this therefore 
warrants a triangulation of data.

9. There is an ambition that no handover should exceed 4 hours and for lost hours to handover to be reduced 
by 25% but given the track record over last 6 months there is a low confidence in attaining this.

10. Outputs from the NHS System Reset – it is a closer collaboration to address some of the system blockages 
and reduce system pressures. This is the aspiration

11.

12. Handover Improvement Plans agreed between WAST and Health Boards 12. Handover Improvement Plans have been replaced by Integrated Commissioning Action Plans (ICAPS) and are subject 
to review with EASC; However, it is noted that previous plans did not demonstrate sufficient improvement in reducing 
handover delays

18. National Transfer & Discharge Model 18. National Transfer & Discharge model is yet to be determined. A task and finish has been established to progress this 
piece of work

21. Mental Health Practitioners 21. Mental Health Practitioners – not yet implemented but part of the Care Closer to Home workstream

Please note that the gaps listed are not WAST’s and are therefore outside of the control of WAST

Actions to reduce risk score or address gaps in controls and assurances Action Owner By 
When/Milestone

Progress Notes:

1. Exploring Rural model options (Paused during Pandemic Response) – subject to funding through IMTP. Now 
refreshed to wider rural model opportunities to include recruitment of CFRs. Additional funding has been 
sourced to increase posts within the volunteer function.

Assistant Director of Operations EMS / 
Assistant Director of Operations – National 
Operations & Support

Superseded Rural model superseded by Action 9 below (Recruitment 
and deployment of CFRs)

2. Leading Change Together (forum to progress workforce related work streams jointly with TUPs) ADLT Sub-Group 30.09.22 - 
Superseded

Work stream paused

3. EMS Demand & Capacity i.e. review and implementation of new EMS rosters Assistant Director of Operations EMS Complete Majority of EMS rosters complete and implemented
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Date of Review: 26/06/2023 TRENDRisk ID
223 The Trust’s inability to reach patients in the community causing patient harm and death Date of Next Review: 25/07/2023

25
(5x5)

Likelihood Consequence Score
Inherent 4 5 20
Current 5 5 25

IF significant internal and external 
system pressures continue

THEN there is a risk of an inability and/or a 
delay in ambulances reaching patients in the 
community

RESULTING IN patient harm and 
death 

Target 2 5 10
4. Transition arrangements post pandemic Executive Pandemic Team / Assistant 

Director of Strategic Planning (BCRT Chair)
Complete 
30/08/22

Transition complete

5. Recruit and train more Advanced Paramedic Practitioners – Value Based Healthcare Fund bid for up to 50 
WTE (I) 
[Source: Action Plan presented to Trust Board 28/07/22]

Director of Paramedicine / Director of 
Workforce & OD

30.07.23 
Checkpoint

Offers to 22 in July 2023. 13.33 FTE uplift. Continue to 
seek opportunities for funding APPs to improve service 
delivery.

6. Maximise the opportunity from Consult and Close – stretch to 15% and beyond (I)
[Source: Action Plan presented to Trust Board 28/07/22]

Assistant Director of Operations, 
Integrated Care

31.03.23
Complete

Work undertaken to map influences and progress 
towards each. Current % of Consult and Close increased 
from 12% to 15% at March 2023.

7. 24/7 operational oversight by ODU with dynamic CSP review and system escalation as required (I)
[Source: Action Plan presented to Trust Board 28/07/22]

Assistant Director of Operations, National 
Operations & Support

Complete System in place and ongoing.

8. Weekly REAP review by senior Operations Directorate team with assessment of action compliance (I)
Source: Action Plan presented to Trust Board 28/07/22]

Director of Operations / Operations Senior 
Leadership Team

Complete In place and ongoing - Weekly Performance Meetings 
occur every Tuesday lunchtime to review performance, 
etc. and determine REAP level.

9. Recruitment and deployment of new CFRs (I)
[Source: Action Plan presented to Trust Board 28/07/22]

Assistant Director of Operations, National 
Operations & Support / National Volunteer 
Manager

Complete 
21.03.23

Additional CFR Trainers and Operations Assistants 
appointed to support recruitment and training of new 
CFRs.  Volunteer Management Team, supported by the 
Volunteer Steering Group, now embarking on volunteer 
recruitment programme and increasing public 
engagement to raise awareness about volunteering 
opportunities available within WAST. Volunteer team has 
recruited and trained 173 additional volunteers between 
November and March 2023.

10. Transition Plan (I) [Source: Action Plan presented to Trust Board 28/07/22] Superseded 
11. Overnight Falls Service extension (I)

[Source: Action Plan presented to Trust Board 28/07/22]
Assistant Director of Quality & Governance 
/ Head of Quality Improvement

Ended March 
2023

The temporary extension of the SJAC contract for 
overnight provision was evaluated, demonstrating on 
available evidence a positive performance impact over 
the period of operation (Jan-April 2023). The evaluation 
report was presented to EMT on 5 April 2023. The 
contract extension (as a temporary arrangement) ceased 
on 5 April 2023. Falls service enhanced day and night 
provision remains in place and utilisation of resources is 
reviewed at weekly performance meetings by Operations 
SLT.
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Date of Review: 27/06/2023 TRENDRisk ID
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Significant Handover of Care Delays Outside Accident and Emergency Departments Impacts on Access to 
Definitive Care Being Delayed and Affects the Trust’s Ability to Provide a Safe & Effective Service for Patients Date of Next Review: 27/07/2023

25
(5x5)

Likelihood Consequence Score
Inherent 5 5 25
Current 5 5 25

IF patients continue to be significantly 
delayed in ambulances outside Accident 
and Emergency Departments

THEN there is a continued risk that access to 
definitive care is delayed, the environment of care 
will deteriorate, and standards of patient care are 
compromised 

RESULTING IN patients 
coming to significant harm and 
a poor patient experience

Target 3 2 6

IMTP Deliverable Numbers: 7,9, 10, 11, 12, 13, 14, 15, 16, 23, 24, 25, 26, 33, 35
EXECUTIVE OWNER Director of Quality & Nursing ASSURANCE COMMITTEE Quality, Safety and Patient Experience Committee
Risk Commentary Q1 2023/24
The risk score remains constant at 25 (almost certain & catastrophic). Internal and external assurances remain weak as there remains a daily risk of actual patient harm due to handover of care delays. There were over 2,000 +4 hour patient 
handovers in April 2023; the target being 0 from September 2022 has now moved to the end of 2023/24. Currently < 0.014% of the Trust’s demand is going into Same Day Emergency Care currently is <0.025% (modelling 4%).  The 
impacts on patients waiting for extended periods of time both in the community and then outside emergency departments is well documented (AACE Delayed Hospital Handovers: Impact assessment of patient harm, 2021) and includes 
pressure damage, acute kidney injury, deconditioning, poorer outcomes and extended recovery times.  Delays across the system continue to be the main focus of patient safety incidents, complaints, coronial enquires and redress / claims. 
The effectiveness of our controls in many areas are dependent on external partners acknowledging and having ownership of the risk across the urgent and emergency care system. Key to moving the position is to continue to work in 
collaboration influencing system partners, being present and engaging in key conversations, whilst continually seeking opportunities internally to swiftly identify and mitigate the risks within our control and share those with relevant system 
partners that we cannot control. WAST CEO and Directors have ensured that system safety and avoidable harm remain a live topic of discussion in all relevant forums and continue to seize opportunities as they emerge that can 
contribute to mitigating avoidable harm. The Joint Investigation Framework in place to review incidents across the system is now approved and included in the recently published National Policy on Patient Safety Incident 
Reporting & Management (May 2023).

Improvement actions led by Welsh Government and system partners include:

a) Right care, right place, first time Six Goals for Urgent and Emergency Care - A policy handbook 2021–2026. Goal 4 ‘Improving ambulance patient handover, ensuring no one arriving by ambulance at an Emergency Department waits 
more than 60 minutes from arrival to handover to a clinician – (Welsh Government) by the end of April 2025

b) NHS Wales eradicates all emergency department handover delays in excess of 4 hours (LHB CEOs) by revised to March 2023/24.
c) Alternative capacity equivalent to 1,000 beds project (LHB CEOs)
d) Investigation of Urgent and Emergency Care System: Does NHS Wales and its partners have effective arrangements for unscheduled care to ensure patients have access to the right care at the right time? (Audit Wales)
e) Implement nationwide approach to emergency department ‘Fit 2 Sit’ (Welsh Government: Chief Medical Officer and Chief Nursing Officer)

CONTROLS ASSURANCES
Internal 
Management (1st Line of Assurance)

1. WAST Serious Clinical Incident Forum (SCIF) is in place to discuss patient safety incidents, learning and improvement 
actions to prevent future harm, working in collaboration with Health Boards / NHS Wales Executive Delivery Unit 
under the Joint Investigation Framework which is currently in pilot phase and an evaluation is to be undertaken in 
quarter 1 2023/24 by EASC. Sharing of potential case of serious avoidable harm/death with Health Boards for 
investigation when response delay associated with system congestion is the primary cause. CNO and CMO plus peer 
group and COOs regularly updated on patient safety incidents.

1. Patient safety reporting and escalation through the Serious Clinical Incident Panel (SCIF), Patient Safety 
Highlight Reports, Health Board specific reports in place with escalation through WAST governance 
framework.

2. WAST membership of the working group (Executive Director of Quality & Nursing) to reform the Framework for the 
Investigation of Patient Safety Serious Incidents (SIs) national investigation framework with system partners. Chaired 
by the Deputy Chief Ambulance Commissioner and commenced in August 2022.

2. Workshop with system partners in place with executive directors of nursing attendance and to date is working 
well with good engagement from health board colleagues. Following the last meeting on 25.01.2023 it was 
agreed that sub groups would be formed to meet more frequently to gather themes / evaluation / develop 
more consistency which would include aligning the outputs / outcomes with the ‘Six Goals for Urgent and 
Emergency Care’ work. 

3. WAST and system compliance with National Standards - 15-minute handover (NHS Wales Hospital Handover 
Guidance v2 (May 2016) 

3. Monthly Integrated Quality and Performance Report, Health Informatics reports, APP dashboard monitors, 
reports on app use by Consultant Connect and shared at local and corporate meetings regarding patient 
safety and handover of care position across NHS Wales and NHS England. 

4. WAST Clinical Notice in place - Escalating a clinical concern with a deteriorating patient outside the Emergency 
Department (11.02.2021). National Early Warning Score (NEWS) trigger of 5 or above for escalation to hospital 
clinicians. NEWS data available via EPCR (electronic patient care record).

4. NEWS data now available via ePCR and escalation system in place via local managers and the Operational 
Delivery Unit. 
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224

Significant Handover of Care Delays Outside Accident and Emergency Departments Impacts on Access to 
Definitive Care Being Delayed and Affects the Trust’s Ability to Provide a Safe & Effective Service for Patients Date of Next Review: 27/07/2023

25
(5x5)

Likelihood Consequence Score
Inherent 5 5 25
Current 5 5 25

IF patients continue to be significantly 
delayed in ambulances outside Accident 
and Emergency Departments

THEN there is a continued risk that access to 
definitive care is delayed, the environment of care 
will deteriorate, and standards of patient care are 
compromised 

RESULTING IN patients 
coming to significant harm and 
a poor patient experience

Target 3 2 6
5. Workstreams put in place to meet requirements of Right care, right place, first time Six Goals for Urgent and 

Emergency Care A policy handbook 2021–2026. Goal 4 incorporates the reduction of handover of care delays through 
collective system partnership.
WAST membership at system workshops supported by Commissioners looking at handover of care delays which 
includes the implementation of the Fit2Sit programme and handover of care checklist pan NHS Wales. Learning from 
NWAS shared that indicates up to 20% of ambulance arrivals may be suitable for Fit 2 Sit Additionally, the Emergency 
Ambulance Services Committee (EASC) have stated that no delay should exceed 4 hours.

5. Monthly Integrated Quality and Performance Report

6. Hospital Ambulance Liaison Officer (HALO) (Some Health Boards). 6.
7. Regional Escalation Protocol and Resource Escalation Action Plan (REAP). Proactive and forward-looking weekly review 

of predicted capacity and forecast demand. Deployment of predetermined actions dependant on assessed level of 
pressure. Consideration of any bespoke response/actions plans in the light of what is expected in the coming week. 
WAST has updated the REAP in advance of winter, including revised triggers (higher) for handover lost hours.

7. The Senior Leadership Team convenes every Tuesday as the Weekly Performance Meeting to review 
performance and demand data, and review/assign REAP Levels as appropriate. Dynamic escalation is via the 
Strategic Command structure.

8. Staff from WAST, Health Boards and third sector organisations assisting to meet patient’s Fundamentals of Care as 
best they can in the circumstances.

8. Confirmed through Healthcare Inspectorate Wales (HIW) workshops and Health & Care Standards self-
assessment process.

9. 24/7 operational oversight by ODU with dynamic CSP review and system escalation as required. Realtime 
management and escalation of risks and harm with system partners. Triggering and escalation levels within CSP to 
best manage patient safety in the context of prevailing demand and available response capacity. Monitoring, 
escalation and reporting of extreme response or handover delays.

9. Shift reports from ODU & ODU Dashboard received by Executive Management Team (EMT), Senior 
Operations Team (SOT) and On-Call Team at start/end. Realtime management and escalation of risks and 
harm with system partners. Triggering and escalation levels within CSP to best manage patient safety in the 
context of prevailing demand and available response capacity. Monitoring, escalation and reporting of 
extreme response or handover delays

10. Gold/Strategic, Silver/Tactical and Bronze/Operational 24 hour/ 7 day per week system to manage escalation plans. 10. Shift reports from ODU & ODU Dashboard received by EMT, SOT and On-Call Team at start/end.

11. Escalation forums to discuss reducing and mitigating system pressures. 11. Daily risk huddles are recorded, and documented actions are shared with stakeholders and progress 
monitored via the ODU.

12. WAST Education and training programmes include deteriorating patient (NEWs), tissue viability and pressure damage 
prevention, dementia awareness, mental health.

12. Monthly Integrated Quality and Performance Report (April 2023 overall 75% - Safeguarding and dementia 
over 90%. 

13. Clinical audit programme in place. 13. Clinical audit programme in place (dynamic document) with oversight from the Clinical Quality Governance 
Group and QuEST.

14. Workshop set up by the Deputy Chief Ambulance Commissioner to respond to the findings in the Health Care 
Inspectorate Wales (HIW) Report Review of Patient Safety, Privacy, Dignity and Experience whilst Waiting in 
Ambulances during Delayed Handover (undertaken 2021). WAST has senior representation at this meeting. – assurance 
is that HIW approve and sign off WAST elements and Health Board elements of recommendations.

14. Workshop set up by the Deputy Chief Ambulance Commissioner to respond to the findings in the Health 
Care Inspectorate Wales (HIW) Report Review of Patient Safety, Privacy, Dignity and Experience whilst Waiting 
in Ambulances during Delayed Handover (undertaken 2021). WAST has senior representation at this meeting. 
A collective response from WAST and Health Boards is being overseen by EASC.

15. Escalation of patient safety concerns by Trust Board: featured in provider reports to the Emergency Ambulance 
Committee (EASC); been the subject of Accountable Officer correspondence to the NHS Wales Chief Executive; 
numerous escalations to professional peer groups initiated by WAST Directors; and coverage at Joint Executive 
Meetings with Welsh Government.

Evidence submission to Senedd Health and Social Care Committee. Written evidence submitted during Q4 21/22 to 
the committee to assist their inquiry into Hospital Discharge and its impact on patient flow through hospitals
Report published in June 2022 containing 25 recommendations with recommendation six specifically WAST related 
stating “The Welsh Government should explain how the targets outlined in the Minister for Health and Social Service’s 
statement of 19 May 2022 on urgent and emergency care and the Six Goals Programme to eradicate ambulance 
patient handover delays of more than four hours and reduce the average ambulance time lost per arrival by 25 per 
cent (from the October 2021 level) have been set. It should also confirm the target dates for the achievement of these 
targets.”

15. Monthly Integrated Quality and Performance Report, CEO Reports to Trust Board including ‘Actions to 
Mitigate Avoidable Patient Harm Report’ (last presented to Trust Board May 2023 and Board sub-committee 
oversight and escalation through ‘Alert, Advise and Assure’ reports.
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25
(5x5)

Likelihood Consequence Score
Inherent 5 5 25
Current 5 5 25

IF patients continue to be significantly 
delayed in ambulances outside Accident 
and Emergency Departments

THEN there is a continued risk that access to 
definitive care is delayed, the environment of care 
will deteriorate, and standards of patient care are 
compromised 

RESULTING IN patients 
coming to significant harm and 
a poor patient experience

Target 3 2 6
16. Implementation of Duty of Quality, Duty of Candour and new Quality Standards requirements in April 2023. 16. Welsh Government Road Map in place (soft launch) with milestones for organisations – baseline assessment 

and monthly updates (RAG ratings) in place with Trust Board oversight. The current internal assessment 
overall as of February 2023 is ‘Implementing and operationalising’. The Trust has representation on the All 
Wales Duty of Candour Implementation Group and is actively engaged in developing resources.

External Sources of Assurance
Management (1st Line of Assurance)
1. Monitoring and oversight of the Ambulance Quality Indicators (AQIs) including handover of care timeliness 

and Commissioning Framework by the Chief Ambulance Services Commissioner (CASC) and Joint Executive 
Team (JET) meeting Welsh Government (I&E).

2. Healthcare Inspectorate Wales (HIW) ‘Review of Patient Safety, Privacy, Dignity and Experience whilst waiting 
in Ambulances during Delayed Handover’ Report and system wide improvement plan with working group in 
place with WAST senior representation. Oversight by HIW and EASC

3. Duty of Quality and Duty of Candour readiness returns assessment by Welsh Government.
GAPS IN CONTROLS GAPS IN ASSURANCE

1. Lack of capacity in the Putting Things Right Team to deliver across the functions due to competing priorities 
resulting from sustained system pressures.

1.

2. 2. Implementation of the revised Joint Investigation process remains in pilot stage with good engagement seen 
by system partners. A number of overdue patient safety investigations remain presenting a risk to patient 
safety across the system. The Trust has 30 (as of 07.03.2023) overdue nationally reportable incident 
investigations.

3. Lack of implementation and holding to account regarding the NHS Wales of the Handover Guidance v2 and 
recognition of the patient safety risks pan NHS Wales*.

3. 15-minute handover target is not being achieved pan-Wales consistently and has led to a substantial growth 
in emergency ambulance handover lost hours. 23,082 hours were lost in April 2023 with 2021 +4 hour 
patient handovers in April 2023.

4. Variation in responsiveness at Emergency Departments to the escalating concerns regarding patients’ NEWS*. 4. Strengthening of patient safety reports and audit processes as e PCR system embeds.

5. 5.

6. Variation pan Wales / England as position not implemented across all emergency departments*. 6.

7. 7.
8. Variation pan Wales / England as position not implemented across all emergency departments*. 8. New Quality Management System in development which will include monitoring of the new Quality 

Standards & Enablers and underpinning governance structure.
9. Variable response pan Wales / England. WAST have minimal control on this at patient level*. 9.

10. 10.

11.Variable response pan Wales / England. WAST have minimal control on this at patient level*. 11.

12. 12.

13.Transition to ePCR impacting on data temporarily 13.

14.National steer required to confirm the accountability arrangements regarding patients in ambulances outside of the 
emergency departments. The seven Local Health Boards (LHBs) in Wales are responsible for planning and securing 
delivery of primary, community, secondary care services, and also the specialist services for their areas*.

14. HIW approve and sign off WAST elements of recommendations.

15. 15.

External Gaps in Assurance
1. Lack of escalation and response to AQIs by the wider urgent care system and regulators
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25
(5x5)

Likelihood Consequence Score
Inherent 5 5 25
Current 5 5 25

IF patients continue to be significantly 
delayed in ambulances outside Accident 
and Emergency Departments

THEN there is a continued risk that access to 
definitive care is delayed, the environment of care 
will deteriorate, and standards of patient care are 
compromised 

RESULTING IN patients 
coming to significant harm and 
a poor patient experience

Target 3 2 6
Actions to reduce risk score or address gaps in controls and assurances Action Owner By 

When/Milestone
Progress Notes:

1. Handover checklist implementation – Nationally WAST Quality Improvement (QI) 
Project 

WAST QI Team (QSPE) • TBC - Paused • Timeframes awaited via Emergency Department Quality & Delivery Framework (EDQDF).

2. Implement patient safety dashboards (live and look back data) triangulating quality 
metrics / KPIs and performance data sourcing health informatics resource. 

Assistant Director of 
Quality & Nursing

• Q4 2023/24 • Incremental improvements to quality and safety data and information to enable triangulation / 
collective intelligence at Trust and system level. 

• Access to ePCR data (NEWS) now available. Work on-going with Health Informatics regarding 
patient safety dashboards.

3. Continued Health Board interactions – my next patient (boarding), patient safety 
team dialogue – proactive conversations with Health Board Directors of Quality & 
Nursing.

Executive Director of 
Quality & Nursing 

• Monthly and 
as required.

• Monthly meetings continue to be held and networking through EDoNS.

4. Recruit and train more Advanced Paramedic Practitioners – Value Based Healthcare 
Fund bid for up to 50 WTE

Director of 
Paramedicine

• Q4 2023/24 • Bid not successful. However, Trust decision to proceed with 18 MSC places. 10 started in 
September (North) with the balance (eight) on target for March 2023 start.

• 22 trainee APPs expected to complete training in Jun-23.
• EMT has agreed to offer places to these 22 trainee APPs funded from a reduction in technician 

posts 1/2s i.e. internal movement.
• The Trust has recently submitted a bid to increase AHPs in Primary and Community Care (WG 

fund) for more APPs.
5. Overnight falls service extension Executive Director of 

Quality & Nursing
• June 2023 • Night Car Scheme extension agreed to 31 March 2023 (2 regional resources)

• Aim to achieve 60% utilisation of Falls Assistant resources, by December 2022 and achieve 
consistent utilisation of 60% + through Jan-Mar 2023. Good progress has been made on this.

• Falls level 1 and 2 impact evaluation report completed - presenting to Clinical Quality Governance 
Group (CQGG) 18 Jan-2023.

6. Duty of Quality, Duty of Candour and new Quality Standards implementation from 
April 2023 with development of a Quality Monitoring System supporting 
monitoring and oversight systems in place and embedded.

Executive Director of 
Quality & Nursing

• Q3 2023/24 • Monthly updates to progress against actions following the baseline assessment and readiness 
returns.

• Key policies updated and approved.
• Participation in the All Wales Duty of Candour implementation group by Patient Safety Team – 

monthly.
• Quality Management System workshop to be held 12 June 2023.

7. Virtual Ward now Connected Support Cymru Executive Director of 
Quality & Nursing

• Q2 2023/24 • Commencing Test of Change deployments with SJAC – two vehicles at present have been 
utilised, 2 to follow.

• Arrangements – CSD selecting cases for SJAC to respond and take patient observation. To 
date, the small number of cases have negated any EA attendance to the scene.

• Funding – CASC have awarded SJAC a direct commission for circa 20 weeks provision.
• Small Business Research Initiative – has ‘kicked off’ phase one, with a virtual warding 

technology platform in development for the pre-hospital/community used (within WAST).
8. Organisational change process of Putting Things Right Team (PTR) to enable 

increased capacity across all functions to manage increasing complexity and 
demands.

Executive Director of 
Quality & Nursing

• Q2 2023/24 • Informal consultation phase commenced May 2023.

9. Connect with All Wales Tissue Viability Network to explore strengthening the 
current investigations into harm from pressure damage across the whole 
patient pathway.

Assistant Director 
Quality & Nursing

• Q2 2023/24

10. Audit Wales investigation of Urgent and Emergency Care System: Does NHS 
Wales and its partners have effective arrangements for unscheduled care to 
ensure patients have access to the right care at the right time?

CEO • Q4 2023/24 • Conducted in three phases Audit Wales will independently investigate and report on patient 
flow out of hospital; access to unscheduled care services and national arrangements 
(structure, governance, and support)
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25
(5x5)

Likelihood Consequence Score
Inherent 5 5 25
Current 5 5 25

IF patients continue to be significantly 
delayed in ambulances outside Accident 
and Emergency Departments

THEN there is a continued risk that access to 
definitive care is delayed, the environment of care 
will deteriorate, and standards of patient care are 
compromised 

RESULTING IN patients 
coming to significant harm and 
a poor patient experience

Target 3 2 6
• WAST will proactively support this work and offer best practice examples from other 

jurisdictions that can support benchmarking and improvement activities.
• Expected outcomes in 2023/24.

Completed Actions Action Owner When 
/Milestone

Progress Notes:

1. HIW Improvement Plan / Workshop – WAST inputs / influencing improvements. 
Response and improvement actions to Healthcare Inspectorate Wales Inspection 
report (2021) ‘Review of Patient Safety, Privacy, Dignity and Experience whilst 
Waiting in Ambulances during Delayed Handover’ which links to Fundamentals of 
Care.

Assistant Director of 
Quality & Nursing

Completed 

2. Representation at the Right care, right place, first time Six Goals for Urgent and 
Emergency Care Delivery Boards and Clinical Advisory Board.

Chief Executive Officer Completed • Led by the NHS Wales Deputy Chief Executive this programme seeks to modernise access to and 
the provision of Urgent and Emergency Care across Wales

• WAST will be represented on the Clinical Reference Group by Andy Swinburn with first meeting 
now held.

• The Trust recently reported to EASC that is has further updated how it maps into six goals 
programmes. The programme structure nationally is being embedded and the Trust now has 
presence on goals 2, 5 & 6 at delivery board level and on the clinical advisory board.

3. Participation in the CASC led workshop to reform the Framework for the 
Investigation of Patient Safety Serious Incidents (SIs) V2.2, dated July 2019.

Executive Director of 
Quality & Nursing

Completed • Revised joint investigation approach agreed and now formalised. 

4. Recruit additional frontline capacity – additional £3m non recurrent 22/23 
allocation

Director of Workforce 
& Organisational 
Development

Completed • Strong focus from Executives with detailed updates to EMT every two weeks.
• Year-end position is +85 FTEs, with a vacancy factor of just 1%, rather than the often used 5%, 

which would produce a figure of -88 FTEs rather than the estimated - 15 FTEs.
• Further non recurrent funding has been secured for 2023/24

5. Transition Plan Chief Executive Officer Completed • Action complete, but the Trust will continue to undertake strategic and technical workforce 
planning in support of the Trust’s ambition e.g. inverting the triangle etc.

6. Consideration of additional WAST schemes to support overall risk mitigation 
through winter

Director of Operations Completed • Winter ended. Focus now on forecasting and modelling for the summer, but Trust not aiming to 
produce specific Summer Plan (the Trust did during the pandemic linked to travel restrictions).

• The Trust needs to determine whether there is value in producing a specific winter plan, 
particularly, within the context of the financial constraints NHS Wales is not operating in.

7. National 111 awareness campaign Director of 
Partnerships and 
Engagement
Director of Digital

Completed • The national awareness campaign was undertaken as planned and ended in March 2023. An 
evaluation will be provided to the 111 Board.
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Date of Review: 20/06/2023 TRENDRisk ID
139 Failure to deliver our Statutory Financial Duties in accordance with Legislation Date of Next Review: 20/07/2023

16
(4x4)

Likelihood Consequence Score
Inherent 3 4 12
Current 4 4 16
Target 2 4 8

IF the Trust does:
• not achieve financial breakeven and/or 
• does not meet the planning framework requirements and/or 
• does not work within the EFL and/or 
• fails to meet the 95% PSPP target and/or
• does not receive an agreement with commissioners on funding 

(linked to 458)

THEN there is a risk that the 
Trust will fail to achieve all of its 
statutory financial obligations 
and the requirements as set out 
within the Standing Financial 
Instructions (SFIs)

RESULTING IN potential interventions by 
the regulators, qualified accounts and 
impact on delivery of services and 
reputational damage

IMTP Deliverable Numbers: 10, 18, 28, 30, 34. 35, 37,38
EXECUTIVE OWNER Executive Director of Finance and Corporate 

Resources
ASSURANCE COMMITTEE Finance and Performance Committee

CONTROLS ASSURANCES
Internal
Management (1st Line of Assurance)

1. Financial governance and reporting structures in place 1. Risk is reviewed quarterly at F&P and a report is submitted bi-monthly to Trust Board

2. Financial policies and procedures in place 2.

3. Budget management meetings 3. Diarised dates for budget management meetings

4. Regular financial reporting to ADLT, EFG, EMT, FPC and Trust Board in place 4. Diarised dates for EFG and FPC and monthly reports

5. Welsh government reporting 5.

6. Monthly review of savings targets 6. ADLT monthly review 

7. Regular review monitoring and challenge via WAST and CASC quality and delivery meeting with commissioners. 7.

8. Monthly ICMB (Internal Capital Monitoring Board) meetings to monitor and review progress against capital 
programme and engagement with WG and capital leads.

8. Diarised dates for ICMB meetings with regular monthly report

9. PSPP monthly reporting and regular engagement with P2P colleagues and periodic Trust Wide communications 9. Regular PSPP communications (Trust wide) on Siren

10. Forecasting of revenue and capital budgets 10. (a) Monthly monitoring returns to ADLT, EFG, EMT and FPC 
(b) Reliance on available intelligence to inform future forecasting.

11. Business cases and benefits realisation (both revenue and capital) 11. Business cases – scrutiny and approval at senior management team which are submitted to ADLT, EMT, FPC prior 
to Trust Board for approval as appropriate according to value.

External Assurances
Management (1st Line of Assurance)
5. Monthly Monitoring Returns to Welsh Government

7. EASC management meetings. Monthly meetings with EASC and DAG for NEPTS.

8. Bi-monthly Capital CRL meetings with Trust and WG capital leads 

9. Regular P2P meetings diarised (bi-monthly)

10. Monthly monitoring returns into Welsh Government

Independent Assurances
(3rd Line of Assurance)
1-10 Internal audit reviews covering 

1-10 External audit reviews 

GAPS IN CONTROLS GAPS IN ASSURANCE

• Lack of formalised service contracts between Commissioner and WAST as a commissioned body None identified.
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Date of Review: 20/06/2023 TRENDRisk ID
139 Failure to deliver our Statutory Financial Duties in accordance with Legislation Date of Next Review: 20/07/2023

16
(4x4)

Likelihood Consequence Score
Inherent 3 4 12
Current 4 4 16
Target 2 4 8

IF the Trust does:
• not achieve financial breakeven and/or 
• does not meet the planning framework requirements and/or 
• does not work within the EFL and/or 
• fails to meet the 95% PSPP target and/or
• does not receive an agreement with commissioners on funding 

(linked to 458)

THEN there is a risk that the 
Trust will fail to achieve all of its 
statutory financial obligations 
and the requirements as set out 
within the Standing Financial 
Instructions (SFIs)

RESULTING IN potential interventions by 
the regulators, qualified accounts and 
impact on delivery of services and 
reputational damage

Actions to reduce risk score or address gaps in 
controls and assurances

Action Owner By 
When/Milestone

Progress Notes:

1. Continuing negotiations with Commissioners Director of Finance and Corporate 
Resources/ Director of Strategy Planning 
and Performance

31/03/24 – 
Checkpoint Date

22/23 Finances have been agreed as part of year end agreement of balances. Issue currently around the 100 
WTE £6m funding and negotiations continue. 

2. Embed a transformative savings plan and ensure 
organisational buy in

ADLT and Savings subgroup 31/03/24 – 
Checkpoint Date

The Financial Sustainability workstreams that were launched in May 2023 have now been rebranded as the 
Financial Sustainability Program (FSP) and the work of the program underpins the need of the organisation 
to deliver transformative savings via the Achieving Efficiencies and Income Generation subgroups. 

3. Embed value-based healthcare working through the 
organisation

Executive Management Team and Value 
Based Healthcare Group

31/03/24 – 
Checkpoint Date

Work to identify the PROMS & PREMS evaluation criteria for Emergency based services via the Value-Based 
Healthcare working group continues.  

4. WIIN support for procurement, savings and 
efficiencies 

WAST Improvement and Innovation 
Network group

31/03/24 – 
Checkpoint Date

WIIN ideas are regularly communicated across to the Achieving Efficiencies subgroup of the FSP.   

5. Foundational economy, Decommissioning and 
procurement to mitigate social and economic 
wellbeing of Wales 

Estates, Capital and Fleet Groups, NHS 
Wales Shared Services Partnership

31/03/24 – 
Checkpoint Date

The organisation utilises the NWSSP Shared Services Procurement framework to ensure contracts tendered 
provide best vfm while ensuring criteria within the tender docs ask bidders to highlight their ability to serve 
the aims of FE, Decommissioning, Decarbonisation and social as well as the economic wellbeing of Wales.   
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Date of Review: 23/06/2023 TRENDRisk ID
424 Resource availability (capital) to deliver the organisation’s Integrated Medium-Term Plan (IMTP) Date of Next Review: 23/09/2023

16
(4x)

Likelihood Consequence Score

Inherent 4 4 16

Current 4 4 16

IF resources are not forthcoming within 
the funding envelope available to WAST 
(link to risk 139)

THEN there is a risk that there is 
insufficient capacity to deliver the IMTP

RESULTING IN delay or non-delivery of 
IMTP deliverables which will adversely 
impact on the Trust’s ability to deliver 
its strategic objectives and 
improvement in patient safety and staff 
wellbeing

Target 1 4 4

IMTP Deliverable Numbers: 5,9,10, 17, 28
EXECUTIVE OWNER Director of Strategy, Planning & Performance ASSURANCE COMMITTEE Strategic Transformation Board and 

Finance and Performance Committee
CONTROLS ASSURANCES

Internal
Management (1st Line of Assurance)

1. Prioritisation of IMTP deliverables 1. Prioritisation detailed in IMTP and reviewed and agreed at Strategic Transformation Board

2. Financial policy and procedures 2.

3. Governance and reporting structures e.g. Strategic Transformation Board (STB) 3. IMTP sets out delivery structures and meeting minutes are available

4. Assurance meetings with Welsh Government and Commissioners 4. Agendas, minutes and slide decks available

5. Transformation Support Office (TSO) which supports the major delivery programmes 5. Paper on TSO to Strategic Transformation Board

6. Project and programme management framework 6. PowerPoint pack detailing PPM

7. Regular engagement with key stakeholders 7. Stakeholder Engagement Framework

8. Financial Sustainability Programme – savings and income work streams 8. FSP programme highlight reports

Independent Assurance (3rd Line of Assurance)
2.   Subject to Internal Audit

GAPS IN CONTROLS GAPS IN ASSURANCE

1. Project and programme management (PPM) framework to be reviewed 1. PPM needs to be reviewed and approved through STB

2. Head of Transformation vacancy 2. Benefits have not been fully linked to benefits realisation

3. Lack of a commercial contractual relationship with Commissioners (link to risk 458)

Actions to reduce risk score or address gaps in controls and assurances Action Owner By When/Milestone Progress Notes:
1. Recruit a Head of Transformation Assistant Director of 

Planning
30.09.22 complete Recruited 02.08.22 in post on 01.11.22

2. Review the PPM Head of Transformation Extended from 31.03.23 – To 
31.06.23 and then to 30.09.23 in 
line with milestone for delivery

Currently (January 2023) working through delivery structures for 2023-26 which will inform 
the PPM review – changed checkpoint date to 31.06.23.
Workshop held in Q1 and Q2 to develop new Project Path Framework. Milestone for 
delivery in Q3.

1. Develop Benefits Realisation plans in line with Quality and Performance 
Management framework

Assistant Director of 
Planning/Assistant 
Director, 
Commissioning & 
Performance

Extended from 30.09.22 – to 
31.03.23. Further extend to 
31.06.23 and then to 30.09.23 in 
line with milestone for delivery

Reviewed action and extended checkpoint date further as approach being developed for 
next iteration of IMTP. Work ongoing.
Workshop held in Q1 and Q2 to develop new Project Path Framework. Milestone for 
delivery in Q3 as part of Project Path Framework.

2. A formal approach to service change to be developed providing secure 
recurrent funding with commissioners (link to risk 458)

Director of Finance 31.12.22 – checkpoint date 
31.06.23 and then to 30.09.23

Extend checkpoint date to 31.03.2023 on basis of new financial allocations for 2023 to be 
worked through with Commissioner
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Date of Review: 20/06/2023 TRENDRisk ID
458

A confirmed commitment from EASC and/or Welsh Government is required in relation to funding of 
recurrent costs of commissioning services to deliver the IMTP and/or any additional services Date of Next Review: 20/07/2023

16
(4x4)

Likelihood Consequence Score
Inherent 3 4 12
Current 4 4 16
Target 2 4 8

IF sufficient recurrent funding is not 
forthcoming there is a risk that the Trust 
will be committed to additional 
expenditure through delivery of the IMTP 
and in year developments which are only 
recognised by commissioners on a cost 
recovery basis. 

THEN there is a risk that the Trust may not be 
able to deliver services and there will be a lack of 
funding certainty when making recurrent cost 
commitments. Any potential ‘exit strategies’ 
from developed services could be challenging 
and harmful to patients. 

RESULTING IN patients not 
receiving services, the Trust not 
achieving financial balance and a 
potential failure to meet statutory 
obligations causing reputational 
damage

IMTP Deliverable Numbers: 2, 12, 16, 18, 23, 24, 25, 26, 28,30, 34, 37, 38
EXECUTIVE OWNER Director of Finance and Corporate Resources ASSURANCE COMMITTEE Finance and Performance Committee

CONTROLS ASSURANCES
Internal 
Management (1st Line of Assurance)

1. Financial governance and reporting structures in place 1.  Risk is reviewed quarterly at F&P and a report is submitted bimonthly to Trust Board

2. Financial policies and procedures in place 2.

3. Setting and agreement of recurrent resources 3.

4. Budget management meetings 4. Diarised dates for budget management meetings. If an area is in financial deficit, the meeting would be at least 
once a month. If the area is in balance or surplus, the meeting would be quarterly.

5. Budget holder training 5. Diarised dates for budget holder training

6. Annual Financial Plan 6. Submission to Trust Board in March annually

7. Regular financial reporting to EFG & FPC in place 7. Diarised dates for EFG and FPC with full financial reports

8. Regular engagement with commissioners of Trust’s services External 
Management (1st Line of Assurance)
1. Accountability Officer letter to Welsh Government e.g. November 2021
3 and 8 EASC management meetings. Monthly meetings with EASC and DAG meetings for NEPTS. Meetings are 
diarised.
9. Monthly monitoring returns

9. Welsh Government reporting on a monthly basis Independent Assurance (3rd Line of Assurance)
2.  Internal Audit reviews of financial policies & procedures as part of their audit plan

GAPS IN CONTROLS GAPS IN ASSURANCE

• Lack of clarity regarding EASC/Welsh Government commitments with respect to recurrent funding 1. Dialogue with EASC and DAG does not always result in recurrent arrangements (outside of WAST control)

Actions to reduce risk score or address gaps in controls and assurances Action Owner By When/Milestone Progress Notes:
1. A formal approach to service change to be developed providing secure recurrent 

funding with commissioners.
Executive Management 
Team

31.12.23 Update: 22/23 Recurrent & non-recurrent Finances have been agreed as part of year end 
agreement of balances. Issue currently around the 100 WTE £6m funding and negotiations 
continue.

3. Develop a Value Based Healthcare system approach with commissioners. This would 
mean that funding would flow more seamlessly between organisations and would go 
some way to mitigating the risk of not receiving recurrent funding.

Deputy Director of 
Finance

31.12.23 Update: Work to identify the PROMS & PREMS evaluation criteria for Emergency based 
services via the Value-Based Healthcare working group continues.
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Date of Review: 25/06/2023 TRENDRisk ID
260

Significant and Sustained Cyber Attack on WAST, NHS Wales and interdependent networks 
resulting in denial of service and loss of critical systems Date of Next Review: 25/07/2023

15
(3x5)

Likelihood Consequence Score
Inherent 4 5 20
Current 3 5 15
Target 2 5 10

IF there is a large-scale cyber-attack on 
WAST, NHS Wales and interdependent 
networks which shuts down the IT 
network and there are insufficient 
information security arrangements in 
place

THEN there is a risk of a significant information 
security incident

RESULTING IN a partial or total 
interruption in WAST’s ability to 
deliver essential services, loss or 
theft of personal/patient data and 
patient harm or loss of life

IMTP Deliverable Numbers: 7,8,9,10,12, 16,18,21,23, 24,25, 26, 38
EXECUTIVE OWNER Director of Digital Services ASSURANCE COMMITTEE Finance and Performance Committee

CONTROLS ASSURANCES
Internal
Management (1st Line of Assurance)

1. Appropriate policy and procedures in place for Information/Cyber Security 1. Information Security Policy reviewed every 3 years (currently due for renewal). Incident Policy and Procedure put 
in place in February 2022 – renewed annually.

2. Trust Business Continuity Procedure and Incident Response Plan 2. Debrief from significant business continuity incidents captured within organisational learning spreadsheet. 
Governance with respect to this goes through SOTs. Full review of Incident Response plan every 3 years - currently 
undergoing a partial review. BCPs and BIAs should be reviewed annually by their owners. Annual schedule of 
testing 

3. IT Disaster Recovery Plan 3. Organisation-wide tabletop exercise undertaken in March 2022 with all BC leads and Digital teams. 

4. Relevant expertise in Trust with respect to information security 4. Staff undertake relevant training courses e.g. CISSP to increase knowledge and expertise

5. Data Protection Officer in post 5. In job description of Head of ICT

6. Cyber and information security training and awareness 6. Training statistics are available on ESR and from Phish threat module

7. Mandatory Information Governance training which includes GDPR 7. Training statistics reported on by Information Governance department

8. ICT tests and monitoring on networks & servers 8. Any issues would be identified and flagged and actioned

9. Information Governance framework 9. WAST self-assesses its Information Governance Framework against the Welsh Information Governance toolkit.

10. Internal and NHS Wales governance reporting structures in place 10. Internal WAST Information Governance Steering Group & All Wales Information Governance Management 
Advisory Group (IGMAG) meets quarterly, National Ambulance Information Governance Group (NIAG) meets every 
2 weeks, Operational Security and Service Management Board (OSSMB) (national) – daily/weekly meetings and 
minuted meetings every 2 months. Minutes and actions logs available for meetings.

11. Checks undertaken on inactive user accounts 11. Software in place to run check on inactive accounts as and when

12. Business Continuity exercises 12. Annual schedule of testing

13. Operational ICT controls e.g. penetration testing, firewalls, patching 13. Monthly scans on infrastructure. Penetration testing has occurred for different systems. 2 physical firewalls on 
networks to monitor traffic. Monthly patching occurs or as and when. 

14. Security alerts 14. Daily alerts are received. Anti-virus alerts received as and when threat discovered

External
Independent Assurance
NHS Wales Cyber Response Unit independent view of Network and Information Systems (NIS) Directive compliance 
within last 4 – 5 months (covering controls 1 -,3 – 11, 13 – 14

GAPS IN CONTROLS GAPS IN ASSURANCE

1. Not all information security procedures are documented 1. No regular Cyber/Info Security KPIs are reported to senior management committees

2. Lack of understanding and compliance with policy and procedures by all staff members 2. Cyber awareness campaigns could be undertaken more regularly e.g. bi-monthly

3. No organisational information security management system in place
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Date of Review: 25/06/2023 TRENDRisk ID
260

Significant and Sustained Cyber Attack on WAST, NHS Wales and interdependent networks 
resulting in denial of service and loss of critical systems Date of Next Review: 25/07/2023

15
(3x5)

Likelihood Consequence Score
Inherent 4 5 20
Current 3 5 15
Target 2 5 10

IF there is a large-scale cyber-attack on 
WAST, NHS Wales and interdependent 
networks which shuts down the IT 
network and there are insufficient 
information security arrangements in 
place

THEN there is a risk of a significant information 
security incident

RESULTING IN a partial or total 
interruption in WAST’s ability to 
deliver essential services, loss or 
theft of personal/patient data and 
patient harm or loss of life

4. IT Disaster Recovery Plan does not include a cyber response

5. Departments do not communicate in a timely manner with Digital Services around putting in new processes, new 
projects and procurement and this has a cyber security, information governance and resource impact

Actions to reduce risk score or address gaps in controls and assurances Action Owner By When/Milestone Progress Notes:
1. Establish Cyber and Information Security KPIs Director of Digital Services 31.03.23 complete KPI format agreed and will be produced from Q1 2023-24 with a retrospective 

annual report produced for 2022-23.
2. Discuss how cyber risk is reviewed and frequency of review Director of Digital Services 28.10.22

Close – now Business as 
Usual

a. The ongoing cyber threat to the organisation is continually monitored using daily 
comms feeds and automated alerts from various external sources. 
b. The corporate cyber risk assessment will be reviewed monthly at the Digital 
Leadership Group informed by the threat and intelligence monitoring and national 
strategic trends.

3. Suite of business continuity exercises that departments can undertake to test their 
plans to be provided.

North Resilience Manager 28.10.22
Complete

The Trust has run two exercise Joshua & Joshua 2 to test departments readiness 

4. Exercise template report which shows recommendations to be created North Resilience Manager 31.12.22 - Ongoing Exercise reports being drafted.
5. Formalise Cyber Incident Response Plan Head of ICT 30.06.23 – Checkpoint Date Cyber Incident Response Plan adopted, and CRU Assessment conducted 

during May 2023 with report expected by end June 2023.
6. Implement Meta Compliance Policy Solution Senior ICT Security 

Specialist
30.06.23 – Checkpoint Date Additional learning modules purchased, and both will be rolled out from Q1 2023-

24.
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Date of Review: 25/06/2023 TRENDRisk ID
543 Major disruptive incident resulting in a loss of critical IT systems Date of Next Review: 25/07/2023

15
(3x5)

Likelihood Consequence Score
Inherent 4 5 20
Current 3 5 15

IF there is an unexpected or 
uncontrolled event e.g. flood, fire, 
security incident, power failure, network 
failure in WAST, NHS Wales or 
interdependent systems

THEN there is a risk of a loss of critical IT 
systems

RESULTING IN a partial or total 
interruption in WAST’s ability to deliver 
essential services, loss or theft of 
personal/patient data and patient harm 
or loss of life

Target 2 5 10

IMTP Deliverable Numbers: TBC
EXECUTIVE OWNER Director of Digital Services ASSURANCE COMMITTEE Finance and Performance Committee

CONTROLS ASSURANCES
Internal
Management (1st Line of Assurance)

1. Trust Incident Response Plan and Department Business Continuity Plans 1. Full review of Incident Response plan every 3 years and partial review annually unless there is a major learning point. Annual 
schedule of testing of BCPs.

2. IT Disaster Recovery Plan 2. Recent ICT tabletop exercise undertaken

3. Recovery/contingency plans for critical systems 3. Reports from tabletop exercises

4. Service management processes in place 4. Documented and approved service management processes in place

5. Incident Management Policy, Procedure and Process 5. Incident Policy and Procedure put in place in February 2022. This would be required annually and if there is a system change, 
the review would be earlier

6. Regular data back ups 6. Daily report on status of backup and fully automated process. Log kept of where restores are undertaken

7. Resilient and high availability ICT infrastructure in place 7.

8. Robust security architecture and protocols 8.

9. Diverse IT network (both data and voice) delivery at key operational sites 9.

10. Regular routine maintenance and patching 10.

11. Environmental controls 11.

12. Intelligence gathered from suppliers with respect to future tool sets and enhancements 12. Via email and webinars

External
Independent Assurance
• 2021_16 Internal Audit review of IM&T Control Assessment – baseline exercise
• 2021_19 Internal Audit review of ICT Disaster Recovery – Limited Assurance
• NIS Directive internal audit report 2022 – Reasonable Assurance (covering controls 1-12)

GAPS IN CONTROLS GAPS IN ASSURANCE

Non identified Undertaking Cyber Essentials assessment

Actions to reduce risk score or address gaps in controls and assurances Action Owner By 
When/Milestone

Progress Notes:

1. Suite of business continuity exercises that departments can undertake to test their plans to be 
provided.

North Resilience Manager 31.12.22 extend 
to 30.06.23 now 
complete

Suite of exercise available via BC teams channel.

2. Exercise template report which shows recommendations to be created North Resilience Manager 31.12.22 extend 
to 30.06.23 now 
complete

Joshua and Joshua 2 reports produced and 
circulated.

3. Cyber Essentials assessment to be completed Head of ICT 30.06.23
Extend to 
30.12.23

Evidence submitted to assessor – awaiting feedback.
CRU Assessment conducted during May 2023 with 
report expected by end June 2023.
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Date of Review: 11/07/2023 TRENDRISK ID
594

The Trust’s inability to provide a civil contingency response in the event of a major incident and 
maintain business continuity causing patient harm and death Date of Next Review: 11/08/2023

15
(3x5)

Likelihood Consequence Score
Inherent 4 5 20
Current 3 5 15

IF a major incident or mass casualty incident is 
declared

THEN there is a risk that the Trust cannot provide its 
pre-determined attendance as set out in the 
Incident Response Plan and provide an effective, 
timely or safe response to patients due to vehicles 
not being released from hospital sites

RESULTING IN catastrophic harm (death) 
and a breach of the Trust’s legal obligation 
as a Category 1 responder under the Civil 
Contingency Act 2004 Target 2 5 10

IMTP Deliverable Numbers: TBC
EXECUTIVE OWNER Director of Operations ASSURANCE COMMITTEE Finance & Performance Committee

CONTROLS ASSURANCES
Internal 
Management (1st Line of Assurance)

1. Immediate release protocol 1. The Immediate Release Protocol is a Nationally agreed NHS Wales protocol. Refusals by Health Boards are Datixed by 
WAST and compliance report provided weekly to the DG for Health & Social Services. 

2. Resource Escalation Action Plan (REAP) 2. The Senior Leadership Team convenes every Tuesday as the Weekly Performance Meeting to review performance and 
demand data, and review/assign REAP Levels as appropriate. Dynamic escalation via Strategic Command structure.

3. Regional Escalation Protocol 3. Daily conference calls to agree RES levels in conjunction with Health Boards 

4. Incident Response Plan 4. The Incident Response Plan has been ratified via EMT

5. Mutual Aid arrangement with NARU 5. AACE National Policy on mutual aid in place

6. Clinical Safety Plan 6. CSP adopted by EMT and operational; reviewed annually by SLT

7. Operational Delivery Unit 24/7 cover 7. Shift reports from ODU & ODU Dashboard received by Exec, SOT and On-Call Team at start/end of shift

8. In hours and Out of hours command cover 8. Civil Contingency requirement as set out in the Command Policy and Incident Response Plan

9. Notification and Escalation Procedure 9. Published procedure in operation, reviewed 3 yearly by SLT

10. Continued escalation of risk to partners and stakeholders 10. Referenced by the Executive Director of Operations in correspondence sent to health board Chief Operating Officers 
dated 30 March 2023. It was further emphasises at the face to face COO Peer Group meeting on 14 April 2023.

External Independent Assurance
N/A

GAPS IN CONTROLS GAPS IN ASSURANCE

Despite the controls listed, the single most limiting factor in providing a pre-determined response in line with 
the Incident Response Plan is the lost capacity due to hospital handover delays. In this area, WAST has no 
control. – link to CRR 223 on CRR.

The Trust is not assured that Hospital sites have plans in place that are trained and tested to release ambulances effectively 
and immediately in the event of an incident declaration.

Following two incidents (Pembroke Dock Ferry fire on 11th February 2023 and the Swansea gas explosion on 13 March 
2023), The Trust is not assured by the effectiveness of assurances given by Health Boards (responses provided following 
correspondence from WAST CEO – formal returns received from LHBs except BCU). Despite these two incidents being 
lower level incident declarations where the pre-determined attendance was met, the experience does not add confidence 
to the ability to release all resources from hospitals which would support assurance.

Actions to reduce risk score or address gaps in controls and assurances Action Owner By When/Milestone Progress Notes:
1. CEO letter to Health Boards dated 3 Jan 2023, and DOO letter to Chief 

Operating Officers dated 30 March 2023 to seek assurance on plans
CEO/DOO 3 Jan 2023 

Complete
Acknowledgement and acceptance of risk by HBs and balancing the risk across the whole 
system. Improvement in handovers in C&VHB and ABUHB. This has been sustained form 
some months across C&V in a phased programme of improvement with no delays in excess 
of 2 hours. Programme of improvement underway in ABUHB commencing at 4 hour 
tolerance with a plan to reduce over time. In other HBs there remains little or no controls 
with variation in both handovers and risk levels across HBs.

2. Multi Agency Exercise to be arranged 4 x LRF Dec 2023
3. Review of Manchester Arena Inquiry EPRR Team Dec 2023
4. Health boards are asked to provide assurance of existing and tested plans 

to immediately reduce emergency ambulances on incident declaration
DOO Feb 2023

Complete
All Health Boards responded with assurance of plans except BCU and HDUHB.
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Date of Review: 05/05/2023 TRENDRisk ID
100

Failure to persuade EASC/Health Boards about WAST’s ambitions and reach agreement on actions 
to deliver appropriate levels of patient safety and experience Date of Next Review: 03/08/2023

12
(3x4)

Likelihood Consequence Score
Inherent 4 4 16
Current 3 4 12

IF WAST fails to persuade EASC/Health 
Boards about WAST ambitions

THEN there is a risk of a delay or failure to 
receive funding and support

RESULTING IN a catastrophic impact 
on services to patients & staff and key 
outcomes in the IMTP not being 
delivered Target 2 4 8

IMTP Deliverable Numbers: 2, 3, 4, 6, 11, 14, 29, 34
EXECUTIVE OWNER Director of Strategy, Planning & Performance ASSURANCE COMMITTEE Finance and Performance Committee

CONTROLS ASSURANCES
Internal & External Management (1st Line of Assurance)

1. EASC/WAST Forward Plan for EMS and NEPTS in place and monitored at EASC meetings 1. Minutes of meetings and a standard agenda item

2. EASC and its 2 sub-committees established as a forum to discuss WAST’s strategy 2. Minutes of meetings and a standard agenda item

3. Weekly catch up between CASC/CEO 3. Meetings are diarised every week 

4. Collaboration between EASC and WAST on specific projects e.g. Amber Review, EMS Operational 
Transformation Programme, Ambulance Care Programme

4. Representatives are co-opted onto meetings and frequency is between 3–6 weeks. Set agendas with NCCU reps co-
opted.

5. Monthly CASC Quality and Delivery Meeting established 5. Formal meeting with agendas, minutes and action logs available.

6. Patient Safety information e.g. Appendix B incidents, weekly/monthly patient safety reports produced 6. These reports supplied to Director of Quality and Nursing in Health Boards and other senior stakeholders fortnightly

7. Programme structure has been established for ‘inverting the triangles’ including EASC 7. It exists and has had its first meeting

External Management (1st Line of Assurance)
1. Plans go to every bi-monthly meeting
2. Meet bi-monthly and agendas, minutes and action logs available

GAPS IN CONTROLS GAPS IN ASSURANCE

1. EASC meetings focus largely on EMS and cursory note of NEPTS 1.

2. Governance coordination between NCCU and WAST to be improved. 2. Identified need for a governance meeting between NCCU and WAST to manage the overall commissioner/provider 
interface. Actioned but has lapsed due to capacity and resourcing in NCCU team. HB to reboot.

3. 7. This is a new structure that has been established and is yet to be embedded and tested for assurance

Xx WAST’s ability to influence hospital handover delays (this is outside of the Trust’s control and a Health Board 
responsibility)
Xx Funding does not flow in a manner to balance demand with capacity (this is outside of WAST’s control)

Actions to reduce risk score or address gaps in controls and assurances Action Owner By 
When/Milestone

Progress Notes:

1. Agree and influence EASC/Health Boards that sufficient funding to be provided to WAST CEO WAST 02/08/23
Checkpoint Date

30.09.22 Additional £3m provided for +100 FTEs into Response by 
23/01/23. 12/01/23 Recurrent funding for the +100 not secure. 
02.05.23 Recurrent funding still not secure.

2. Agree and influence EASC/Health Board of the need for significant reduction in hospital handover hours CEO WAST 02/08/23
Checkpoint Date

30.09.22 4 hour handover backstop agreed and -25% reduction in 
handover from October 2021 baseline. 12/01/23 There has been a 
significant worsening picture. 02.05.23 Continued worsening picture 
with almost 29,000 lost in March 2023.

3. Increased understanding of NEPTS by EASC Director of Strategy 
Planning and Performance 

02/08/23
Checkpoint Date

30.09.22 “Focus on” session at May 2022 EASC and NCCU 
represented on Ambulance Care Programme Board. 12/01/23 F&P 
Deep Dive made available to NCCU. 02.05.23 Continued attendance 
by NCCU at Ambulance Care Transformation Programme.
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Date of Review: 05/05/2023 TRENDRisk ID
100

Failure to persuade EASC/Health Boards about WAST’s ambitions and reach agreement on actions 
to deliver appropriate levels of patient safety and experience Date of Next Review: 03/08/2023

12
(3x4)

Likelihood Consequence Score
Inherent 4 4 16
Current 3 4 12

IF WAST fails to persuade EASC/Health 
Boards about WAST ambitions

THEN there is a risk of a delay or failure to 
receive funding and support

RESULTING IN a catastrophic impact 
on services to patients & staff and key 
outcomes in the IMTP not being 
delivered Target 2 4 8

4. Governance meeting between NCCU and WAST to manage the commissioner provider interface Assistant Director 
Commissioning & 
Performance

02/08/23
Checkpoint Date

30.09.22 Meeting in place and meeting regularly.  12/01/23 Meetings 
continue. 02.05.23 These have lapsed due to pressures and sickness 
absence in the NCCU. HB to reboot, subject to ability ofNCCU to 
undertake.

5. Utilising the engagement framework to engage with the stakeholders Director of Partnerships & 
Engagement
AD Planning & 
Transformation

02/08/23
Checkpoint Date

30.09.22 Significant engagement through roster review briefings. 
12/01/23 Engagement on roster review largely concluded, with some 
political interest continuing in a few areas. 02.05.23 Continued 
interest from various stakeholders as the roster review concludes.
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Date of Review: 02/05/2023 TRENDRisk ID
283 Failure to implement the EMS Operational Transformation Programme Date of Next Review: 03/08/2023

12
(3x4)

Likelihood Consequence Score
Inherent 4 4 16
Current 3 4 12

IF there are issues and delays in the 
planning and organisation of the EMS 
Demand & Capacity Review 
Implementation Programme

THEN there is a risk that WAST will fail to 
implement the EMS Operational Transformation 
Programme to the agreed performance 
parameters

RESULTING IN potential patient 
harm, deterioration in staff 
wellbeing and reputational 
damage Target 2 4 8

IMTP Deliverable Numbers: 3, 7, 17, 18, 19, 20, 27
EXECUTIVE OWNER Director of Strategy Planning & Performance ASSURANCE COMMITTEE Finance and Performance Committee

CONTROLS ASSURANCES
Internal
Management (1st Line of Assurance)

1. Implementation Programme Board in place – meetings held every 3 weeks with the DASC and TU reps on the 
membership

1. Minutes and papers of Implementation Programme Board

2. Executive sponsor and Senior Responsible Owner (SRO) for programme in place 2. Project Initiation Document (PID) detailing structure and minutes of Implementation Programme Board

3. Programme Manager and Programme support office in place (for delivery of the programme) 3. Same as 2

4. Programme risk register 4. Highlight reports showing key risks reported to STB every 6 weeks

5. Assurance meetings held with Strategic Transformation Board (STB) every 6 weeks and with CEO every 3 weeks 5. Highlight reports presented to STB every 6 weeks

6. Programme budget in place (including additional £3m funding for 22/23) 6. Programme budget monitoring report is provided to the Implementation Programme Board – every 6 weeks and 
letter received from CASC on £3m funding for 22/23

7. Programme documentation and reporting is in place to Programme Board every 3 weeks and STB receives 
highlight report

7. PID and Programme Plan Summary kept up to date. PID is presented to the STB if there is a significant change in 
the programme deliverables. Programme Plan Summary reported to the Implementation Programme Board every 
3 weeks.

8. Regular engagement with the Commissioner and Trade Unions and representation 8. Commissioner and TU participation at the Implementation Programme Board

9. Management of external stakeholder and political concerns 9. Communications and Engagement Plan sets out WAST’s arrangements for engagement with stakeholders

10. Secured specialist consultancy to support decision making 10. Reports and contractual compliance

External 
Management (1st Line of Assurance)
a. Deputy Ambulance Services Commissioner sits on the Implementation Programme Board

b. Emergency Ambulance Service Committee Management Group receives a highlight report every two months

c.    EASC receives an update every 2 months on the programme as part of the WAST Provider Report

GAPS IN CONTROLS GAPS IN ASSURANCE

1. Current controls on workforce buy in are not sufficient due to changes in working practices 1. Project Initiation Document (PID) needs to be updated to reflect 22/23 budget position. The PID has been updated 
for 2023/24 and reflects the budget, commissioning intentions and IMTP.

2. System pressures – patient handover delays at hospitals (link to risks 223 & 224) 2. No prompts from STB for programme PID or risk register updates. The SRO continues to provide the HLR, but the 
PID needs to be signed off by the Executive Sponsors. This can be done outside of STB.

Actions to reduce risk score or address gaps in controls and assurances Action Owner By When/Milestone Progress Notes:
1. Increase in engagement on the specifics of change through facilitation 

mechanisms
Assistant Director – 
Commissioning & 
Performance

02.08.23 Checkpoint 
Date

30.09.22 Significant engagement through roster review project. 12/01/23 Largely 
complete. 02.05.23 There remains some minor engagement as the project concludes.

2. More capacity requested (transition plan) Assistant Director of Planning 
& Transformation

02.08.23 – Checkpoint 
Date

30.09.22 Transition plan not funded, but +100 FTE agreed. 12/01/23 Recurrent funding not 
secure. 02.05.23 this has not been forthcoming and handover lost hours are offsetting all 
of the gains that the Trust has made.

3. Engage with key stakeholders to reduce handover delays CASC 02.08.23 – Checkpoint 
Date

30.09.22 Reduction commitments agreed, but trend is still upwards. 12/01/23 Extreme and 
upward trend. 02.05.23 handover hours remain extreme.
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Date of Review: 02/05/2023 TRENDRisk ID
283 Failure to implement the EMS Operational Transformation Programme Date of Next Review: 03/08/2023

12
(3x4)

Likelihood Consequence Score
Inherent 4 4 16
Current 3 4 12

IF there are issues and delays in the 
planning and organisation of the EMS 
Demand & Capacity Review 
Implementation Programme

THEN there is a risk that WAST will fail to 
implement the EMS Operational Transformation 
Programme to the agreed performance 
parameters

RESULTING IN potential patient 
harm, deterioration in staff 
wellbeing and reputational 
damage Target 2 4 8

4. Reduce abstractions in particular sickness absence Deputy Director of Workforce 
& OD

02.08.23 Checkpoint 
Date

30.09.22 Sickness absence reducing, but abstractions high linked to sickness, but also 
training abstraction linked to the +100. 
12/01/23 Abstractions have reduced, but still very high. Sickness is reducing and on trend 
to achieving the 10% Mar-23 target. High abstractions linked to internal movements 
caused by internal recruitment. 02.025.23 the Trust achieved 7.99% in Feb-23 but levels are 
higher in Operations. Continued focus into 2023/24 to reach 6% by 31/03/23.

5. Engage with Assistant Director of Planning and Transformation on process for 
PID updates

Assistant Director – 
Commissioning & 
Performance

02.08.23 Checkpoint 
Date

30.09.22 HoT recruited and now started. Initial contact made with HoT. PID is up to date.
12/01/23 PID has been further updated but requires sign off by the SRO and STB. 02.05.23 
PID has been updated but nees to be signed off by Executive Sponsors.
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IMTP Deliverable Key

No. IMTP Deliverable
1 We will recover our systems of working and implement new ways of working developed during the pandemic as we learn to live with COVID-19
2 We will engage with a range of stakeholders, developing genuine Pan-Wales representation on partnership structures and delivering strong political and 

media relationships across the spectrum
3 We will develop and deliver a collaborative programme of work to design and implement new models within EMS (Inverting the Triangles)
4 We will work with partners to promote and expand use of 111 across Wales
5 We will increase the capacity and capability of the clinical teams for 111 and 999 callers, increasing clinical information available to them and we will 

create one integrated national team
6 We will work with partners to increase the number of seamless 24/7 pathways from the 111 clinical team to appropriate face to face consultations
7 We will take steps to continuously improve the safety and quality of the service and provide an improved patient experience
8 We will increase accessibility, content and user experience of the 111 Digital front end, which can offer increasingly personalised advice
9 We will increase and balance response capacity and capability across urban and rural area of Wales
10 We will increase skill levels and resources (information, equipment and technology) available to clinicians on scene to allow them to most effectively 

assess and treat patients
11 We will work with partners to increase number of seamless 24/7 referral pathways as alternatives to ED conveyance and improve hospital handover
12 We will take steps to continuously improve the safety and quality of the service and provide an improved patient experience
13 We will develop and deliver an improvement plan for NEPTS and increase capacity where required to meet demand
14 We will develop and implement with partners an-All Wales transfer and discharge service
15 We will continue to deliver against our Transport Solutions Programme to embed as a business-as-usual approach to service delivery
16 We will take steps to continuously improve the safety and quality of the service and provide an improved patient experience
17 We will improve resource availability, tackling absence and recruitment challenges to deliver improved performance
18 We will effectively manage risk, governance and compliance to promote and protect colleague and patient safety, and ensure a safe, productive and fair 

work environment 
19 We will purposefully shape our future People and Culture Strategy to equip our people to thrive in a changing environment
20 We will foster a culture of belonging and wellbeing where our people can engage, feel supported and represented
21 We will improve access to, and availability of services via the 111 Wales website and other digital channels (NHS Wales app)
22 Improved signposting to the most appropriate service
23 Improved digital tools and services to empower our teams to do their best
24 We will use modern technology to reduce repeat tasks and improve processes
25 Standardised information architecture and common approach to data and analytics across the organisation
26 We will deliver greater insights to WAST and NHS Wales, through improved data sharing, analytics and visualisation
27 Improved resilience, flexibility and interoperability for the 999-call platform
28 We will provide an improved financial plan to support our ambitions
29 Finalise our organisational position on achieving University Trust Status (UTS) in collaboration with WG, embracing a culture of learning, research and 

innovation
30 We will deliver the Estates Strategic Outline Plan
31 We will implement the Environmental and Sustainability Strategy
32 Deliver the Fleet SOP
33 We will secure and implement Quality Management and control systems
No. IMTP Deliverable
34 We will transform the way we work and engage with people
35 We will revisit and implement the Public Health Plan
36 We will implement the Clinical Strategy to support developments across our service ambitions
37 We will deliver a values-based approach 
38 We will deliver strong risk management processes and embed a Trust-wide risk culture that embeds the principles of good governance
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Integrated Medium Term Plan (IMTP) 2023 – 2026
FY23/24 Delivery & Assurance Arrangements (incorporating Post Implementation Review)

MEETING Finance & Performance Committee

DATE 17th July 2023

EXECUTIVE Rachel Marsh - Executive Director of Strategy, Planning and Performance

AUTHOR Alexander Crawford - Assistant Director of Planning and Transformation
Heather Holden – Head of Transformation

CONTACT Heather.holden@wales.nhs.uk

EXECUTIVE SUMMARY

1. The purpose of this paper is to provide Finance & Performance Committee with an 
overview of the agreed structure and governance/reporting arrangements for Strategic 
Transformation Board (STB) and the programmes it will oversee in its dual role:

2. Delivery of the Trust’s IMTP to realise its strategic ambitions, with an oversight of the 
benefits of delivery.

3. Continually reviewing the strategic viability of the Trust’s IMTP and driving forward the 
development of the Trust’s strategic ambition.

4. The paper also sets out the development of an Evaluation Framework within a new 
Project Path Framework which will be the assurance mechanism for the Committee in 
ensuring project Post Implementation Reviews are being undertaken in a consistent and 
effective manner.

5. An assurance report reflecting on delivery during FY22/23 and confirming the forward 
view for FY23/24 is included as an appendix to this paper, alongside a detailed assurance 
report in relation to the Inverting the Triangle Programme. 

RECOMMENDED: That the Finance & Performance Committee: 
(1) Notes the update against WAST’s IMTP delivery governance and assurance 

mechanisms;
(2) Notes the approach to project delivery and Post Implementation Review set out in 

this paper;

AGENDA ITEM No 8
OPEN or CLOSED Open
No of ANNEXES ATTACHED 2
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(3) Advises on any further assurance required for the Board.

KEY ISSUES/IMPLICATIONS

6. Following Trust Board approval on 30 March 2023, the WAST IMTP for 2023-26 was 
submitted to Welsh Government on 31 March 2023. We are currently awaiting formal 
feedback and approval, including any accountability conditions.  

7. During FY22/23 Q4 it was agreed that it was timely to review the governance 
arrangements for STB and the IMTP delivery programmes to identify opportunities to 
strengthen and improve their functioning. The Transformation Support Office (TSO) is 
also undertaking a review of the delivery and post implementation assurance mechanisms 
and has been developing a new Project Path Framework which incorporates the 
recommended approach to benefits realisation and post implementation evaluation. 

8. A SWOT analysis (strengths, weaknesses, opportunities, threats) exercise was completed 
by all STB members in February-23 and the feedback used to develop a revised approach 
for FY23/24. The revised approach seeks to strengthen those elements of the programme 
and governance structures that are working well, and to resolve the issues identified in 
practice and through stakeholder engagement.

Assurance Principles

9. When revising the approach, the following principles were developed by STB members 
and have been applied in establishing the governance arrangements for FY23/24:

a) Future Focused – we will maintain a focus on our strategic ambitions.
b) Quality & Value Driven – we will focus on the quality of information and data, and value 

and benefits realisation when seeking assurance.
c) Purposeful and Efficient – we will always avoid duplication, scope creep, and complexity 

and will maintain a focus on driving delivery.
d) Value our People – we will value people’s time and will encourage ownership, 

empowering at the lowest possible level.
e) Interactive – our programme boards will engage innovatively and will promote 

discussion.

IMTP Assurance Arrangements

10. All FY22/23 IMTP actions (c.150) have been reviewed and a single reporting line has been 
defined for actions continuing into FY23/24.

11. All actions for delivery in FY23/24 have been grouped into work packages. These work 
packages have been aligned to projects or workstreams. Many of these work packages 
will be managed through the main service focussed IMTP Delivery Programmes and will 
report directly to the relevant programme board, and to STB.
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12. Others will be delivered locally within directorates and may report into alternative boards 
e.g. Capital Management Board or be tracked discretely through Directorate Plans and 
directorate Senior Leadership Team. 

13. This ‘sifting process’ has been completed by the Head of Transformation in consultation 
with relevant leads, resulting in a single, clearly defined line of delegation for each action 
within the IMTP that has been documented and approved by STB on 22nd March (see 
attached Assurance Report for full details). 

14. For IMTP projects and workstreams (work packages), a series of quarterly milestones have 
been agreed, and will be reviewed and updated at the end/start of each quarter. STB level 
reporting will provide a high-level progress update against each project and workstream, 
whereas actions will be tracked by the relevant Programme Board. This will form the basis 
of exception reporting to STB.

15. Q1 milestones have been agreed across all programmes (see attached IMTP Assurance 
Report). Updates are currently being collated and will be presented to STB on 15th 
August. STB meeting dates have been revised to bring these back in line with the start 
and mid-points of each quarter, to ensure that the presentation of end of quarter 
positions is timelier from Q2 onwards.    

16. Whilst the Q1 IMTP Assurance Report is due to be presented at the next STB, it should be 
noted that the delivery risk around SALUS remains Red and was raised for escalation 
by the Programme SRO. SALUS presents several unique and high-risk challenges to the 
organisation:

• User Acceptance Testing (UAT) is incomplete
• WAST 111 colleagues have had little meaningful sight of the product
• Consequently, development of Standard Operating Procedures (SOPs) is impeded
• Prevents user training from being meaningfully planned
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• System has been developed against a product specification agreed in 2017
• WAST 111 have not had an opportunity to assess whether the product is operationally fit-

for-purpose;
• No incremental go-live provision; the expectation is for WAST and all Health Boards to 

go-live on the same day
• Responsibility for co-ordination of the pan-Wales roll-out is unclear
• Any go-live delay would increase the risk due to winter pressures

17. Whilst many individuals across the organisation are engaged in SALUS readiness and are 
making significant progress despite the above constraints, it was noted that there is a lack 
of overall project coordination internally and that dedicated project management 
capacity would help to reduce some of the risks associated with implementation. The TSO 
is currently recruiting due to 60% planned vacancies within the next 2-6 weeks and 
subsequently alternative project management provision will need to be considered by 
Ops SLT with support from the Assistant Director of Commissioning and Performance and 
the Head of Transformation. An urgent meeting has been arranged for w/c 10/07 to 
consider options and next steps.    

IMTP Delivery Structure

18. Most FY23/24 IMTP deliverables will be delivered and managed through our main service 
focused programmes; our IMTP Delivery Programmes. IMTP enabling deliverables will be 
managed through Directorate Plans and both monitored through Strategic 
Transformation Board (STB).

The defined IMTP Delivery Programmes for FY23/24 are:
- EMS Operations Programme
- Inverting the Triangle Programme (EMS Transformation Programme)
- Ambulance Care Programme
- Gateway to Care Programme
- Clinical Transformation Programme
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- Financial Sustainability Workstreams

19. These programmes will provide a written assurance report quarterly to STB, including 
progress against agreed milestones. A summary of the alignment between key IMTP work 
packages for FY23/24 and the IMTP Delivery Programme Boards is presented in Table 1. 

The defined IMTP Enabling Programmes for FY23/24 are:
People and Culture
Digital
Infrastructure
Fundamentals (including Quality Safety & Patient Experience, and Corporate Governance)

20. The majority of enabling actions will be reported through the main IMTP delivery 
programmes and will be managed and monitored in Directorate Plans. However, where 
there are discrete, Directorate-led IMTP work packages, assurance will be provided to 
STB, including progress against agreed milestones.

21. It should be noted that the Inverting the Triangle (ITT) Programme is not included within 
the summary of IMTP Delivery Programme work packages. This is an evolving portfolio of 
work that brings together many workstreams, projects and tests of change being 
progressed through other IMTP portfolios including Clinical Transformation. This portfolio 
is currently being reviewed by the Strategy, Planning, and Performance team to consider 
the scope of the Inverting the Triangle Programme and potential revisions to current 
reporting lines to avoid duplication. Included as an appendix is a detailed assurance 
report in relation to the ITT Programme. 

Table 1 – IMTP Delivery Programme Work Packages
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IMTP Delivery Work Package Delivery 
Mechanism Programme Level Oversight

EMS Response Roster Review Project Project EMS Operations Programme Board

EMS Reconfiguration Project Project EMS Operations Programme Board

CHARU Workstream Workstream EMS Operations Programme Board

NEPTS Transport Re-Roster Project Project Ambulance Care Programme Board

NET Centre Re-Roster Project Project Ambulance Care Programme Board

Transfer & Discharge Project Project Ambulance Care Programme Board

Urgent Care Service Development 
Workstream Workstream Ambulance Care Programme Board

NEPTS Operational Improvement 
Workstream Workstream Ambulance Care Programme Board

Transport Solutions Workstream Workstream Ambulance Care Programme Board

CAD Business Justification Case 
Workstream Workstream Ambulance Care Programme Board

Optimising Care Workstream Workstream Clinical Transformation Programme 
Board

Mental Health Workstream Workstream Clinical Transformation Programme 
Board

Older Persons Workstream Workstream Clinical Transformation Programme 
Board

Clinical Intelligence Workstream Workstream Clinical Transformation Programme 
Board

Community Welfare Response 
Project Project Clinical Transformation Programme 

Board

CCC Clinical Review and ECNS 
Projects Project Gateway to Care Programme Board

111 Commissioning Framework 
Workstream Workstream Gateway to Care Programme Board

Remote Clinical Assessment 
Workstream Workstream Gateway to Care Programme Board

CSD Consult & Close Project Project Gateway to Care Programme Board

CSD Clinical Workforce Development 
Project Project Gateway to Care Programme Board

111 Confident & Clinically 
Competent Workforce Programme Programme Gateway to Care Programme Board

111 Re-Roster Project Project Gateway to Care Programme Board
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111 SALUS Implementation Project Project Gateway to Care Programme Board

Pathway Development Programme Programme Gateway to Care Programme Board

Digital Patient Workstream Workstream Gateway to Care Programme Board

Financial Sustainability Workstreams* Programme Assistant Director Leadership Team 
(ADLT)

* Achieving Efficiencies, Income Generation, and Value Based Healthcare each have Project 
Board meetings and ad hoc, informal Executive steering and oversight meetings.

IMTP Project Delivery

In addition to reviewing the IMTP 
assurance arrangements, the 
Transformation Support Office 
have been developing project 
management guidance for all Trust 
staff. 

A previous WAST Project 
Management Framework based on 
PRINCE2 methodology, was 
developed, and approved and 
approved for rollout, however this 
unfortunately failed to embed and 

is not widely adopted across the organisation. 

22. This was partly due to the timing of its publication as this aligned with organisational 
reprioritisation in response to COVID-19. However, the complexity and administrative 
burden of the framework also made it impractical to adopt organisation-wide, particularly 
when so many of our projects and change initiatives are managed by operational and 
corporate colleagues, alongside business as usual. Within WAST we have limited project 
management capacity and subsequently need to be smart in our approach to project 
management.  

23. The Project Path Framework aims to provide a simple and practical guide to 
implementing business change, regardless of the scale of the project or the user’s level of 
experience in project management. The Project Path will be accompanied by a variety of 
practical tools and templates that can be applied by change agents across the 
organisation. 

24. In particular, the framework seeks to strengthen our organisational approach to benefits 
realisation by promoting a benefits-led approach, with sections on evaluation and 
benefits realisation woven into each stage of the project lifecycle.
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25. Once approved, we will begin to socialise the Project Path Framework across the 
organisation and will start to review our current project portfolios to identify any areas 
that could be strengthened or streamlined. 

Post Implementation Review

26. Recent audits of the ePCR Project and the IMTP Delivery Programme delivery and assurance 
mechanisms highlighted a number of themes for development including the need to 
increase focus on benefits realisation, lessons learnt, and quality management. The 
Finance and Performance Committee Terms of Reference then also require that assurance 
is provided around project delivery through post implementation review

27. These recommendations are fully accepted and the TSO have developed an Evaluation 
process alongside the Project Path:

28. A key component of the Project Path Framework is the need to scope, define, and deliver 
projects based on outcomes and benefits (benefits-led approach), and not on outputs 
(output-led approach). This requires a clear and consistent approach to defining the project 
benefits at the very start of the lifecycle, evaluating these throughout delivery, transitioning 
the new capabilitties into business and usual, and then continuting to review benefits post 
implementation. Additionally, we need to consider quality management and whether 
outputs are fit-for-purpose. A project may deliver an output to time and cost, however if 
the product does not meet critical quality standards like usability, safety, or regulatory 
standards, then the product is not fit-for-purpose and cannot successfully transition to 
business as usual. 

29. For medium to large projects, a benefits realisation plan should be developed during the 
project definition stage and a new template has been developed that includes guidance on 
benefits realisation and evaluation prinicples. Guidance has also been develeoped around 



9

quality management and the need to define requirements clearly, and then to evaluate 
against these throughout delivery and post implementation.  

30. In addition to an enhanced focus on benefits realisation, the need to evaluate lessons 
learnt from previous projects, and to proactively capture new lessons throughout the 
project lifecyle, has ben embedded within the framework. The ePCR lessons learnt 
workshop in October 2022 was a good example of how an immediate post implementation 
review can inform further improvement of a product or service post transition to business 
as usual as well as informing other projects and programmes, to improve project and 
programme delivery going forward. The Transformation Support Office keeps a central 
repository of lessons learnt.

31. The Grange University Hospital Transfer Service was also a good example of lessons learnt 
but also was the subject of an independent evaluation by the National Collaborative 
Commissioning Unit in summer 2021 (around 7months following the implementation of 
the new service). This measured the service against a set of project deliverables, key 
performance indicators and service specification requirements. This was reported to the 
Committee in September 2021 – Bundle Finance and Performance OPEN 23 September 
2021 (nhs.wales).

32. Once the Project Path Framework has been fully developed and approved, we will prioritise 
the development of benefits realisation plans across our IMTP Delivery Programmes.

33. In determining the justification and/or funding for projects and programmes, the Planning 
Team has also developed a revenue business case process which has incorporated into 
the Trust’s Planning Framework for 2023-24 planning cycle. This sets out the requirement 
to scope projects and in some cases develop full business cases. The role of the panel 
review is to ensure that business cases set out the required components of a case before 
being put forward for decision to EMT or the Board. This is where there will be scutiny of 
whether benefits, evaluation criteria and methodology have been clearly set out. The same 
panel can be used to review post project implementation and evaluation of projects both 
immediately following implementation but also on a rolling basis as a matter of ‘good 
housekeeping’.

https://ambulance.nhs.wales/files/committee-meetings/finance-and-performance-committee/2021-september-23-agenda-bundle-pdf/
https://ambulance.nhs.wales/files/committee-meetings/finance-and-performance-committee/2021-september-23-agenda-bundle-pdf/
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34. Once projects and programmes have transitioned to business as usual it is essential going 
forward that a routine schedule of evaluation takes place. Currently the Financial 
Sustainability programme has identified a number of investments over recent years to 
determine where we need to evaluate against the original benefits set out through the 
investment case. However, it is good practice to develop a schedule of routine evaluations 
of any new service (revenue) or capital investment going forward. This practice has also 
been embedded within the draft Project Path Framework as part of the transition stage, 
emphasising the need to handover management of the project and benefits to business as 
usual. 

35. The plan for establishing the post implementation review as routine business is to bring 
the Project Path Framework through STB for governance and sign off, then deliver some 
education and awareness sessions and a project delivery network to support staff for whom 
project management is not a core component of their role. Through this we aim to develop 
a more consistent approach to project scoping, definition, delivery and evaluation.

REPORT APPROVAL ROUTE

Finance and Performance Committee – 17 July 2023

REPORT APPENDICES

Annex 1 IMTP Assurance report
Annex 2 ITT and Strategy Development Assurance report
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REPORT CHECKLIST

Confirm that the issues below have been 
considered and addressed

Confirm that the issues below have been 
considered and addressed

EQIA (Inc. Welsh language) YES Financial Implications YES

Environmental/Sustainability YES Legal Implications N/A

Estate YES Patient Safety/Safeguarding N/A

Ethical Matters N/A Risks (Inc. Reputational) YES

Health Improvement YES Socio Economic Duty N/A

Health and Safety YES TU Partner Consultation YES



Welsh Ambulance Services NHS Trust

Assurance Report
IMTP Delivery

Strategic Transformation Board (STB)
22nd May 2023

______________________________

Assurance Report – IMTP Delivery
Version 1.0
Released: May 2023
______________________________

by Transformation Support Office
Heather.holden@wales.nhs.uk



Process

Welsh Ambulance Services NHS 
Trust

FY22/23 
Housekeeping

All FY22/23 IMTP actions (c.150) have been 
reviewed and a single reporting line has 
been defined for actions continuing into 
FY23/24.

In some cases, this means that actions will 
be monitored outside STB and has been 
clearly documented to record delegation.

FY23/24 
Refresh

All actions for delivery in FY23/24 have 
been grouped into work packages. These 
work packages have been aligned to 
projects or workstreams. 

Meetings have been convened with project 
and workstream leads to agree a small 
number of milestones that will evidence 
progress against the actions defined in 
each work package.

FY23/24 
Assurance

Quarterly meetings will be continue to 
review progress against the agreed 
milestones, with escalation to STB by 
exception only.

STB level reporting will provide a high-level 
progress update against each project and 
workstream.



Welsh Ambulance Services NHS 
Trust

Deliverables

Work Packages
Groups of related actions 
delegated to a project or 
working group to deliver

Actions
The results of related activities that 

contribute to our 3-year IMTP 
deliverables

Milestones
Key activities that act as progress points towards 

delivery of the IMTP action

Project Group/
Workstream

Programme Board

Strategic Transformation Board

Oversight & Assurance by Exception



Welsh Ambulance Services NHS Trust

Deliverable We will increase skill levels and resources (information, equipment and technology) available to clinicians on scene to 
allow them to most effectively assess, treat and then stream patients to the services that best meet their needs 

Work Package
Groups of related actions 
delegated to a project or 
working group to deliver

Strategic 
Transformation 

Board
Advanced Practice Development Workstream

Actions
The results of related 

activities that contribute 
to our 3-year IMTP 

deliverables

Clinical 
Transformation 

Programme Board

- Evaluate the APP Navigator and if appropriate look to expand via a spread 
and scale approach with HB colleagues

- Develop WAST Principles of Advanced Practice document

- Contribute to transformational "case for change" to secure funding to 
recruit APPs

- Evaluate the impact of the Independent Prescribing programme to secure 
funding to increase capabilities 

- Explore the opportunities for developing the Independent Prescribing 
programme remotely. 

Milestones
Key activities that act as 
progress points towards 

delivery of the IMTP action

Optimising Care 
Group

1. APP Perfect Day planning workshop (18/05) to develop PDSA Cycle 1 (aim 
to go-live w/c 19/06)

2. Set clinical criteria for Code 6 (breathing), Code 10 (chest pain), and Code 
18 (stroke)

3. Audit team development of red flag system to identify patients requiring 
EA response

Oversight & Assurance by Exception



Each programme section 
includes:
• FY22/23 End of Year 

Status
• FY22/23 to FY23/24 

Transition
• FY23/24 Q1 Milestone 

Summary

§ EMS Programme

§ Ambulance Care Programme

§ Gateway to Care Programme*

§ Clinical Transformation Programme

§ Financial Sustainability Workstreams

§ Governance Arrangements Summary

* FY23/24 Q1 Milestones are in development for G2C programme; a workstream restructure 

was presented to G2C programme board (12/05) and is being reviewed and finalised following 

the output of a follow-up Integrated Care workshop (17/05)

Welsh Ambulance Services NHS 
Trust

IMTP Delivery Programmes



Welsh Ambulance Services NHS 
Trust

Workstream and IMTP Action RAG​ Latest Update​ Assurance Route

Recruitment & Training 
Workstream

Maintain closure of relief gap and implement transition 
plan, increasing by up to 294FTE subject to funding ​

Complete: Target establishment was 1,761FTE for FY22/23 
and was delivered with a minimal shortfall of <10FTE = 0.5% 

vacancy level
No Further Action: Complete

Rural Model Workstream Continue to work with rural areas to improve red response 
times ​ Gaps in rural establishment remain; options to close the gap 

are being considered by EMT.

Integrated Technical Planning 
Group

Reporting route to STB will be via 
ITPG -> ISPG -> STB

EMS Response Roster 
Review Project Implement roster changes ​

Roster changes have been fully implemented, however formal 
project evaluation and closure is outstanding. This has been 
delayed as Project Management was withdrawn following 

roster implementation.

EMS Programme Board
Complete formal evaluation and 

project closure

CHARU Workstream Implement a CHARU model to improve clinical outcomes, 
ROSC rates and response times ​

Currently at 83FTE (exceeded original target). Target of 
153FTW. Estimated shortfall of c.40 due to rural recruitment 

challenges. Options paper to Ops SLT. 

EMS Programme Board
Complete full rollout by mid-May

EMS Operations*

Take forward year 2 actions of our volunteering strategy  ​* Revised target of +80FTE by year-end.
+54FTW CFR in place, and +26FTE in training

Operations SLT/Quarterly Assurance 
Meetings

Consider appropriate and achievable reductions in PPLHs ​* Established reporting route is via Managing Attendance 
Programme direct to EMT Executive Management Team

Reduce roster abstractions due to sickness absence through 
implementation of robust action plan ​*

7.99% - under 8% Y/E target
Established reporting route is via Managing Attendance 

Programme direct to EMT
Executive Management Team

Work with partners to significantly reduce handover delays ​* CVUHB has been recognised as a positive outlier compared 
to other HBs that are experiencing extreme and rising levels Executive Management Team

*All work will continue to progress but will not report to STB to avoid continued duplication

EMS Programme – FY22/23 End of Year Status Navigation Panel



The EMS programme was established to oversee the delivery of 

Demand & Capacity review recommendations. Most actions 

have now been delivered, with the aim to complete all residual 

actions from FY22/23 by the end of Q2 FY23/24, presenting the 

opportunity to close this legacy programme and to rescope as 

part of the Inverting the Triangle programme. 

The residual workstreams and projects for STB oversight are:

• Rural Model Workstream (delivered through Integrated 

Technical Planning Group)

• EMS Response Roster Review Project (completion of 

FY22/23 activities only, aim to complete in Q1)

• CHARU Workstream (completion of FY22/23 activities only, 

aim to complete in Q1)

• EMSC Reconfiguration Project* (including Boundary 

Changes, Broader Ways of Working, and CCC Roster Review) 
*Not captured in FY22/23 action tracker, but ongoing and in scope

EMS Programme – FY22/23 to FY23/24 Transition
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EMS Programme – FY23/24 Q1 Milestone Summary

Project/Workstream Status Q1 Milestones

EMS Response Roster Review Project In Progress 1. Complete formal evaluation and project closure

EMS Reconfiguration Project

CCC Roster Review 
Workstream In Progress

1. Complete Phase 1 lessons learnt report
2. Agree a revised set of core principles
3. Update and approve the PID via the Project Board
4. Develop a detailed project plan for delivery of Phase 2 by the end of Q2

Broader Ways of Working 
Workstream In Progress 1. Develop the workstream terms of reference

2. Develop the detailed project plan

Boundary Changes 
Workstream On Hold 1. Paused, awaiting additional ORH data (due May-23)

Cymru High Acuity Response Unit (CHARU) Workstream In Progress 1. Complete full rollout by mid-May; gap anticipated due to rural recruitment challenges

Period RAG Status Trend Notes SRO: Hugh Bennett

FY23/24 Q1 ↔ Below are the milestones agreed for delivery during Q1. 
Business Partner: Not Applicable 

Programme Support: Richard Baxter

Risks and Issues 

None for noting

Navigation Panel



Workstream and IMTP Action RAG​ Latest Update​ Assurance Route

Demand and Capacity 
Workstream

Roster review pan-Wales (NEPTS ambulance staff) ​ Agree Roster keys pan-Wales (NEPTS ambulance staff) - 
Revisit PID and seek agreement to proceed from SLT NEPTS Transport Re-Roster Project

Possible 12 FTEs for planning and day control (subject to 
funding)​ ​ Closed: Funding not agreed for 22/23 No Further Action: Closed

Re-roster of NET centre staff​ ​ Roster keys agreed NET Centre Re-Roster Project

Reduction in T1 walkers demand – work with commissioners 
on eligibility criteria​ ​ Confirmation of position required from EASC & WG​ Transport Solutions Workstream

NEPTS Operational 
Improvement Workstream

Review resource downtime (previously referred to as post-
production lost hours​ ​ Complete​ No Further Action: Complete

Work with a local hospital to maximise the usage of the 
discharge lounge, to reduce cancellations ​ Discharge lounge trial halted due to BCU operational 

pressures; engagement recommenced NEPTS Operational Improvement 
Workstream

Aim to complete in Q1Finalise the National Standardised guidance and risk 
assessments ​ Reduced pace due to Q4 prioritisation

Transfer & Discharge 
Project

Respond to Peer Review of the Major Trauma Network ​ ​ Complete​ No Further Action: Complete

Work in partnership on Commissioning Framework / 
business case for Transfer and Discharge services (including 
mental health)​

​ Reduced pace due to Q4 prioritisation; D&C analysis is 
progressing by ORH and is due for completion in Q1 Transfer & Discharge Project

Implementation of the Vascular Network in SE Wales​ ​ Complete​ No Further Action: Complete

Transport Solutions 
Workstream

Transfer of IMTP as ‘business as usual’ and 
benefits realisation of the use the PNA and 
signposting document.​

​ Complete No Further Action: Complete

Work with Commissioners on agreement and 
implementation of eligibility criteria​ ​ ​Complete No Further Action: Complete

Agreed Standard Operating Practice document for bookings​ ​ Complete​ No Further Action: Complete

NEPTS Plurality Model 
Workstream

Development of quality standards approach for external 
providers​ ​ Complete No Further Action: Complete

Review and consider use of ambulance car service​ ​ Complete No Further Action: Complete

NEPTS CAD Worktsream Upgrade of existing CAD​ ​ Complete No Further Action: Complete

Ambulance Care Programme – FY22/23 End of Year Status Navigation Panel



Most FY22/23 actions relating to the Demand & Capacity review 

are complete, presenting the opportunity to review the 

programme structure and workstreams. This review is in 

progress, with a proposal to Ambulance Care Programme Board. 

The workstreams and projects for STB oversight are:

• NEPTS Transport Re-Roster Project

• NET Centre Re-Roster Project

• Transfer & Discharge Project

• Urgent Care Service Development Workstream

• NEPTS Operational Improvement Workstream (aim to 

complete and close in Q1)

• NEPTS Plurality Model Workstream

• Transport Solutions Workstream

• CAD Business Justification Case Workstream

Welsh Ambulance Services NHS 
Trust
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Ambulance Care – FY23/24 Q1 Milestone Summary

Project/Workstream Status Q1 Milestones

NEPTS Transport Re-Roster Project In Progress 1. NEPTS Transport Re-Roster project team to be established

NET Centre Re-Roster Project In Progress 1. NET Centre Roster Review project team to be established
2. Options paper to informal SLT 

Transfer & Discharge Project In Progress
1. Confirm parameters for modelling with commissioners
2. Finalise the ORH report, modelling resource against demand
3. Establish a Task & Finish group to design and implement new CAD protocols for transfers

Urgent Care Service Development In Progress 1. UCS Demand & Capacity review will be complete
2. UCS development group to be established

NEPTS Operational Improvement Workstream In Progress 1. Complete Health Board Discharge Lounge trial 
2. Finalise the National standardised guidance and risk assessments

NEPTS Plurality Model Under 
Review 1. Consider milestones for Quality Assurance agenda and Ambulance Car service opportunities

Transport Solutions Workstream Under 
Review 1. Formal workstream definition, including key milestones for progressing eligibility criteria discussions

CAD Business Justification Case Workstream Under 
Review

1. Formalise the scope of the BJC
2. Establish a formal workstream and governance

Period RAG Status Trend Notes SRO: Mark Harris

FY23/24 Q1 ↔ Below are the milestones agreed for delivery during Q1. 
Business Partner: Deborah Kingsbury 

Programme Support: Richard Baxter

Risks and Issues 

None for noting

Navigation Panel



Workstream and IMTP Action RAG​ Latest Update​ Assurance Route

We will work with 
partners to promote and 
expand use of 111 across 

Wales

Evaluate core 111 service Complete No Further Action: Complete

Roll out of 111 First across Wales (subject to 
further discussions) Closed No Further Action: Closed

Work with Welsh Government to promote the 
use of 111 

Complete: Campaigns delivered; evaluation to be received from PR 
agency for Goal 2 Board (scheduled for May 2023) No Further Action: Complete

Work with 111 Programme Team to support the 
development of a National Strategy for 111 
including associated workforce strategy

Requirement to set out new milestones and workstreams that will 
support the delivery of this action in FY23/24

111 Commissioning Framework 
Workstream

Support the roll out of a 111 Press 2 Mental 
Health Service through continued engagement 
with Health Boards

WAST have delivered all actions to enable progress. RAG status aligned 
to the 111 Programmes progress

Clinical Transformation 
Programme Board
Mental Health Board

We will work with 
partners to increase the 

number of seamless 24/7 
pathways from the 111 

clinical team to 
appropriate face to face 

consultations

Identify pilot opportunities to test direct booking 
system for 111 patients to Health Board services

Closed: to be rescoped to include various actions around pathway 
development and referral opportunities No Further Action: Closed

Implement the new 111 system; SALUS

Delays through FY22/23 in Capita Delivery Plan approval. Formal 
delivery date now confirmed as 20/11/23; 111 go-live date to be 

confirmed. 111 programme team are seeking support from WAST to 
deliver in line with Nov go-live, however dedicated capacity is required.

SALUS Implementation Project
6 goals led programme

We will take steps to 
continuously improve the 
safety and quality of the 
service and provide an 

improved patient 
experience

Continue to implement the 111 Stabilisation & 
Transformation Plan

Closed: to be rescoped to include various actions around workforce 
development & performance improvement No Further Action: Closed

Develop a strategic 111 workforce plan Closed: superseded by ‘Work with 111 Programme Team to support the 
development of a National Strategy for 111’ No Further Action: Superceded

We will increase the 
capacity and capability of 
the clinical teams for 111 
and 999 callers, increasing 

clinical information 
available to them and we 
will create one integrated 

national team

Develop remote clinical support strategy Closed: SBAR to be submitted to CPAS for review and consideration; 
continue to progress through CTPB

Clinical Transformation 
Programme Board

Optimising Care Group

Develop a case for change on the integration of 
clinical teams across 111 & 999 Closed: to be rescoped No Further Action: Closed

Gateway to Care Programme – FY22/23 End of Year Status Navigation Panel



Workstream and IMTP Action RAG​ Latest Update​ Assurance Route

We will increase the 
capacity and capability of 
the clinical teams for 111 
and 999 callers, increasing 

clinical information 
available to them and we 
will create one integrated 

national team

Implementation of recommendations from CCC 
Clinical Review Closure report to be brought back to G2C Board including evaluation CCC Clinical Review Project

Develop a clinical specialty educational and 
career framework for Remote Clinical Decision-
making (RCDM) 

Developed in collaboration with HEIW; recommendations from HEIW 
Strategic Review Project Board to be incorporated into plan

Remote Clinical Assessment 
Workstream

Identify opportunities to increase ‘consult and 
close’ rates

Various actions associated with CSD performance improvement; 
recommendation to establish ‘Consult & Close’/’Optimising Outcomes’ 

project
Consult & Close Workstream

Consider options for increasing proportion of 
999 callers who have a clinical assessment 

PTaS is now live in CTM. Discussions are underway with Powys however 
PTaS may not be appropriate for the Health Board and feasibility is 

being explored. The NCCU have confirmed that discussions with CVUHB 
should be paused due to competing organisational priorities.

Implement 999 Triage system (ECNS) Aligned to CCC Clinical Review – closure report to be completed and 
SMS functionality to be implemented before handover to BAU ECNS Project

We will increase 
accessibility, content and 

user experience of the 111 
Digital front end, which 
can offer increasingly 
personalised advice

Deliver an improved Directory of Services Business proposal work for a single national DOS not yet started due to 
system pressures.  This work will be led jointly by WAST and DHCW.

Digital Patient Workstream
Improve 111.Wales website, and enable better 
digital self-service (subject to funding)

Review actions - for closure enhancements to areas - continual 
workstreams. Web team still in place in April -  funding comes to an end 

at this time. 
Develop a clearer vision with partners for a 
digital 111 offer in Wales, including case for 
longer term / recurrent investment

Investment case being drafted for a longer term/recurrent funding 
stream; links to above

Further enhance and develop WAST internal 
reporting functions for 111/111 First Complete No Further Action: Complete

Gateway to Care Programme – FY22/23 End of Year Status Navigation Panel



The Gateway to Care Programme is expansive, incorporating 6 goals led projects, 111, and CSD 

stabilisation and transformation projects and workstreams, 111.Wales and digital front-end 

development, and Remote Clinical Strategy development. 

An Integrated Care workshop was convened with 111 and CSD operational leads to fully define 

the work packages and projects aligned with the organisational priorities, and several significant 

projects and programmes were identified. These are currently being formally defined and will be 

presented at the next Gateway to Care Programme Board, including key milestones.

The likely workstreams and projects for STB oversight are:

• CCC Clinical Review and ECNS Projects – aim to close by Q2

• 111 Commissioning Framework Workstream

• Remote Clinical Assessment Workstream – led by Mike Brady

• CSD Consult & Close / Optimizing Outcomes Project

• CSD Clinical Workforce Development Project

• 111 Confident & Clinically Competent Workforce Programme

• 111 Re-Roster Project

• 111 SALUS Implementation Project

• Pathway Development Programme – including 111 Dental and Palliative Care projects

• Digital Patient Workstream
Welsh Ambulance Services NHS 
Trust
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Workstream and IMTP Action RAG​ Latest Update​ Assurance Route

Care Closer to Home 
Workstream*

Additional 50 APPs to commence training (subject to EMS 
Transition Plan Funding agreed) ​ Closed: EMS Transition Plan Funding was not agreed for 

FY22/23 No Further Action: Closed

Existing APPs to commence Independent Prescribing 
training (subject to EMS Transition Plan Funding agreed) ​ Complete: Funding received by HEIW for 10FTEs; 5 

commenced in Sep-22 and 5 commenced Mar-23 No Further Action: Complete

Develop Optimising Conveyance Strategy 
Closed: Decision made at Clinical Mapping Workshop 

(06/12/22) to close. This will be developed and aligned to 
“Inverting the Triangle” Programme evidence base

No Further Action: Closed

Work with partners to develop ED avoidance Referral 
Pathway

BAU: Continue to work with Health Boards and progress 
agreed pathways via the Optimising Care Group

Optimising Care Group
BAU: oversight and escalation to 

CTPB by exception only

Embed preferred technical platform to access senior clinical 
support (subject to announcement from Welsh Government 
on provider 2021/22 Q4

Complete: Consultant Connect contract awarded No Further Action: Complete

Enhancing our provision of analgesia across our EMS and 
volunteers Closed No Further Action: Closed

Agree case for longer term growth in APPs ​

SBAR to EMT outlining the number of APPs due out of 
placement over the next 3 years without funded positions; 

Workforce Planning have agreed the education 
commissioned funding for 2024/25

Optimising Care GroupExplore use of technology to facilitate supported remote 
consultation via additional platform rather than solely face 
to face.

Ongoing discussions with Consultant Connect regarding Data 
Protection of Photos and Images. CC2HG approved Open 

Limb Fracture Pathway (Morriston); testing underway via the 
Trauma Desk

Scope opportunities for and benefits of eReferral 
mechanisms for frontline patient facing clinicians 

Technical bridge testing to connect WAST iPads directly to 
referral services for non-injured falls, hypoglycaemia, and 

epilepsy is underway

Supporting the Urgent Primary Care and Same Day 
Emergency Care Centres

WAST have delivered all actions to enable progress. RAG 
status aligned to the programmes progress

Optimising Care Group
6 goals led programme

*Care Closer to Home Group (CC2HG) has now transitioned into the Optimising Care Group (OCG)

Clinical Transformation Programme – FY22/23 End of Year Status Navigation Panel



Workstream and IMTP Action RAG​ Latest Update​ Assurance Route

Mental Health 
Workstream

Work in partnership with HEIW on developing a Faculty of 
Emergency Mental Health Practice ​ Closed: No further funding identified No Further Action: Closed

Pilot use of Mental Health Practitioners in Response Cars ​ Scoping paper completed and Exec agreement to proceed; 
potential opportunity to pilot this in BCUHB Mental Health Board

Undertake evaluation of Mental Health Practitioners in CSD Ongoing conversation with Health Informatics to develop a 
dashboard to source the data for the evaluation Mental Health Board

Deliver the Mental Health and Dementia Plan BAU: Continue to deliver the Mental Health & Dementia Plan
Mental Health Board 

BAU: oversight and escalation to 
CTPB by exception only

Falls & Frailty Workstream

Determine key improvements and opportunities for 
collaboration following the introduction of the Older 
Persons Framework

Powys Care Home PDSA of the iStumble tool is now complete 
and saw a 23% reduction in call outs for falls between Nov-22 
(38%) and Feb-23 (15%); the PDSA is being fully evaluated to 

inform further spread and scale, subject to funding

Older Persons Improvement Group
PDSA evaluation only; further spread 

and scale is subject to funding

Deliver and implement the Clinician/Therapist Falls & Frailty 
Response across Wales, seeking collaborative 
programmes/services through partnerships and alliances 
with external stakeholders

​
Level 2 Falls Response Team available in ABUHB and 2 in 
BCUHB. Re-engagement and ongoing discussions with 

SBUHB, CTMUHB and CVUHB
Older Persons Improvement Group

Assess and evaluate system wide improvements following 
the introduction of the Falls & Frailty Framework including 
the Falls & Frailty Response Model 

​

Patient experience and outcome measures reported as part of 
the Level 2 Evaluation and Level 1 via St Johns, however 
further development is required via the Older Persons 

Improvement Group

ePCR Project

Complete full TerraPACE Project (ePCR) ​ BAU: ePCR project is in closure stage and benefits realisation 
and lessons learnt is underway

ePCR Clinical Reference Group 
BAU: oversight and escalation to 

CTPB by exception onlyDeliver Year 2 Benefits of ePCR Full Business Case ​

De-commissioning of DigiPen ​ Complete: DigiPen decommissioning is now complete with 
2,473 DigiPens returned and processed No Further Action: Complete

Clinical Intelligence 
Assurance Group (CIAG) Develop a clinical indicator plan ​ Continued development through FY23/24 Clinical Intelligence Assurance 

Group

Clinical Strategy

Review the strategy to incorporate activity related to 
“inverting the triangle” and Clinical Leadership and Continue 
the delivery of the Clinical Strategy through the Clinical 
Transformation Programme Board

​ Complete No Further Action: Complete

Navigation PanelClinical Transformation Programme – FY22/23 End of Year Status



Various actions remain open to the programme, however the 

majority of these have been refreshed for FY23/24 and will be

ongoing throughout the financial year. The ePCR project has 

been fully delivered and transitioned to BAU and will now be 

closed to the programme. The ePCR Clinical Reference Group 

has been permanently established to manage all ePCR related 

change requests. 

The workstreams and projects for STB oversight are: 

• Optimising Care Workstream – including Advanced Clinical 

Practice Delivery Group

• Mental Health Workstream

• Older Persons Workstream

• Clinical Intelligence Workstream

• Community Welfare Response Project

Welsh Ambulance Services NHS 
Trust

Clinical Transformation Programme – FY22/23 to FY23/24 Transition

Q1

Q2

Q3

Q4

End of Year

12

11

16

11

4

7

4

3

6

8

4

1 1

4

10

3

3

1

1

Navigation Panel



Clinical Transformation Programme – FY23/24 Q1 Milestone Summary

Project/Workstream Status Q1 Milestones

Optimising Care Group

Optimising Conveyance 
Workstream In Progress

1. Review and approve the 'menu of pathway options' available to HBs 
2. Deliver an automated non-injured falls pathway in ePCR
3. Work with primary care to agree approach to implementation of direct epilepsy and hypoglycaemia pathways

Advanced Clinical Practice 
Delivery Group In Progress

1. Consider the outcomes of the Phase 1 APP Navigator pilot, and develop an informed plan for Phase 2
2. Contribute to the Clinical Scope of Practice document 
3. Identify a solution to Independent Prescribing training challenges
4. APP Perfect Day planning workshop (18/05) to develop PDSA Cycle 1 (aim to go-live w/c 19/06)
5. Set clinical criteria for Code 6 (breathing), Code 10 (chest pain), and Code 18 (stroke)
6. Audit team development of red flag system to identify patients requiring EA response

Mental Health Workstream
Mental Health Board In Progress

1. WAST Executive support to proceed with a Mental Health Practitioner in Response Vehicle (MHPRV) pilot
2. Formal Health Board (BCU) commitment to deliver a MHPRV pilot
3. Collaborate with HI to deliver an enhanced Mental Health dashboard, linking data across clinical systems Complete Phase 1  of 

the Dementia Friendly Ambulance pilot - Phase 1 - Reminiscence/Rehabilitation & Interactive Therapy Activities (RITA) Tablet

Falls & Frailty Workstream
Older Persons Improvement Group In Progress 1. Complete Powys PDSA evaluation report

2. Forecast modelling for system wide Falls & Frailty response

Clinical Intelligence Workstream
Clinical Intelligence Assurance Group (CIAG) In Progress

1. Complete FY22/23 audits (administration of TXA, use of documented diagnostic codes on ePCR, and safeguarding)
2. Identify three clincial indicators for data deep dive during FY23/24
3. Appoint a Principlal Clinical Information Officer to oversee delivery of the Clinical Audit plan
4. Release the Clinical Indicator Dashboard to internal Ops and HB, and regional clinical leads
5. Establish a data flow for Stroke and Stemi time based metrics

Community Welfare Response Project In Progress
1. Gain WAST Executive support to proceed with the CWR feasibility project
2. Finalise the feasibility Project Initiation Document (PID)
3. Commence the feasibility project with SJAC through adoption of a PDSA approach

Period RAG Status Trend Notes SRO: Brendan Lloyd

FY23/24 Q1 ↔ Below are the milestones agreed for delivery during Q1. 
Business Partner: Deborah Kingsbury 

Programme Support: Sarah Parry

Risks and Issues 

None for noting

Navigation Panel



The Financial Sustainability workstreams (FSW) were established 

during FY22/23 and as such, did not have a defined set of IMTP 

actions. 

FSW does not have an overarching Programme Board but is 

instead monitored through ADLT, with reporting into STB. This 

was agreed by FSW SROs to acknowledge the organisation wide 

impact of work being progressed through these workstreams e.g. 

the Support Service Review. 

Financial Sustainability brings together 3 key workstreams:

• Achieving Efficiency

• Income Generation

• Value Based Healthcare

Welsh Ambulance Services NHS 
Trust
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Financial Sustainability Workstreams – FY23/24 Q1 Milestone Summary

Project/Workstream Status Q1 Milestones

Achieving Efficiences

Support Services Review In Progress
1. Establish project team and approve review Terms of Reference
2. Commence directorate meetings to confirm and review structures (c. 6-weeks)
3. Develop recommendation report; commence Q1, due by August 1st

Service Review Under 
Review

1. Develop and approve Terms of Reference
* Likely to commence in July following completion of the Support Services Review

Robotic Process 
Automation In Progress

1. Confirm consultancy allocation – RPA development capacity for FY23/24
2. Confirm internal project lead
3. Develop plan to identify RPA opportunities aligned with the Support Service review

Fleet Efficiences In Progress

1. Collate current spend data
2. Generate spend SBAR in conjunction with RTC and RTI / Staff welfare data 
3. Scope investment opportunities for greater data collection
4. Submit SBAR for approval through Fleet Managers Meeting
5. Submit SBAR for approval and feedback to Fleet SOP

Income Generation

Commercial Efficiency In Progress 1. Develop SBAR outlining the options, risk, and benefits associated with a dedicated commercial opportunities oversight structure
2. Take SBAR through ADLT and STB for comment and approval

NEPTS Contract Tenders In Progress

1. Complete scoping and benchmarking of available tenders
2. Undertake initial market research on providers, delivery models, and cost analysis
3. Draft baseline service delivery bid and attach costings
4. Determine financial viability of scheme based on data

NEPTS Quality Exemplar In Progress 1. Undertake Market Research including copyright opportunities/requirements
2. Assess viability and produce viability plan

Value Based Healthcare In Progress 1. Value in Health workshop 19/05 to discuss process for embedding VBHC principles into ongoing BAU work
2. Formal workstream definition, including key milestones for progressing PROMS and PREMS

Period RAG Status Trend Notes SRO: Angie Lewis

FY23/24 Q1 ↔ Below are the milestones agreed for delivery during Q1. 
Business Partner: -

Programme Support: Gareth Taylor

Risks and Issues 

None for noting
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IMTP Delivery Programmes – FY23/24 Governance Arrangements Navigation Panel

Project/Workstream Delivery Mechanism Programme Level Oversight Executive Level Oversight

EMS Response Roster Review Project Project EMS Programme Board Strategic Transformation Board

EMS Reconfiguration Project Project EMS Programme Board Strategic Transformation Board

Cymru High Acuity Response Unit (CHARU) Workstream Workstream EMS Programme Board Strategic Transformation Board

NEPTS Transport Re-Roster Project Project Ambulance Care Programme Board Strategic Transformation Board

NET Centre Re-Roster Project Project Ambulance Care Programme Board Strategic Transformation Board

Transfer & Discharge Project Project Ambulance Care Programme Board Strategic Transformation Board

Urgent Care Service Development Workstream Workstream Ambulance Care Programme Board Strategic Transformation Board

NEPTS Operational Improvement Workstream Workstream Ambulance Care Programme Board Strategic Transformation Board

Transport Solutions Workstream Workstream Ambulance Care Programme Board Strategic Transformation Board

CAD Business Justification Case Workstream Workstream Ambulance Care Programme Board Strategic Transformation Board

Optimising Care Workstream Workstream Clinical Transformation Programme Board Strategic Transformation Board

Mental Health Workstream Workstream Clinical Transformation Programme Board Strategic Transformation Board

Older Persons Workstream Workstream Clinical Transformation Programme Board Strategic Transformation Board

Clinical Intelligence Workstream Workstream Clinical Transformation Programme Board Strategic Transformation Board

Community Welfare Response Project Project Clinical Transformation Programme Board Strategic Transformation Board

CCC Clinical Review and ECNS Projects Project Gateway to Care Programme Board Strategic Transformation Board

111 Commissioning Framework Workstream Workstream Gateway to Care Programme Board Strategic Transformation Board

Remote Clinical Assessment Workstream Workstream Gateway to Care Programme Board Strategic Transformation Board

CSD Consult & Close / Optimizing Outcomes Project Project Gateway to Care Programme Board Strategic Transformation Board

CSD Clinical Workforce Development Project Project Gateway to Care Programme Board Strategic Transformation Board

111 Confident & Clinically Competent Workforce Programme Programme Gateway to Care Programme Board Strategic Transformation Board

111 Re-Roster Project Project Gateway to Care Programme Board Strategic Transformation Board

111 SALUS Implementation Project Project Gateway to Care Programme Board Strategic Transformation Board

Pathway Development Programme Programme Gateway to Care Programme Board Strategic Transformation Board

Digital Patient Workstream Workstream Gateway to Care Programme Board Strategic Transformation Board

Financial Sustainability Workstreams* Programme Assistant Director Leadership Team (ADLT) Strategic Transformation Board

* Achieving Efficiencies, Income Generation, and Value Based Healthcare each have Project Board meetings and ad hoc, informal Executive steering and oversight meetings.
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IMTP 
Deliverable IMTP Action RAG​ Latest Update​ Assurance Route

We will take 
actions to 

increase the 
level of 

resources and 
support 

available to 
our people in 

relation to 
their well-

being

Deliver the EMS Recruitment & Training plan ​ Complete: Target establishment was 1,761FTE for FY22/23 and was 
delivered with a minimal shortfall of <10FTE = 0.5% vacancy level No Further Action: Complete

Implement our absence management recovery plan ​ Complete: Work continues with monthly monitoring through BAU; 10-
point plan developed to maintain current interventions and improvements

Directorate LDP/SLT -> STB (by 
exception)

Find opportunities to create operational efficiencies​ ​ ACAS plan in place but on hold due to IA; to be reinstated

Develop our recruitment plans to enhance 'grow our own’ Paused to focus on Demand & Capacity and FY23/24 workforce planning

Develop our succession planning approach Impacted by IA; to be carried over into FY23/24

Refine People and Culture Committee governance Complete: Sub-group structure confirmed and established No Further Action: Complete

Create a shared vision for WAST as a learning organisation Complete: Education and Training Enabling plan in place No Further Action: Complete

Develop change capacity and expertise Complete: First course delivered Mar-23 with further courses planned No Further Action: Complete

We will 
effectively 

manage risk, 
governance 

and 
compliance

Appropriately respond to the legislative changes associated 
with Section 19 of the Road Traffic Act

Centre is now validated to deliver the new FutureQuals course
Legislation not yet implemented so this continues into FY23/24

Directorate LDP/SLT -> STB (by 
exception)

Implement the All Wales Speaking Up Safely Guidance National policy still in consultation

Improve the effectiveness and safety of our internal 
disciplinary, capability and resolution processes Compassionate Practices training sessions restarting in May

Develop a strategic workforce plan Training needs analysis to be conducted for managers across the Trust

Agile ways of working Change management training progressing and Admin Review initiated 
Financial Sustainability 

Superseded by Support Services 
Review

We will take 
actions to 

foster a culture 
of belonging 
and wellbeing 

where our 
people can 
engage, feel 

supported and 
represented

Continue to deliver the strategic equality objectives Complete: Rhythm of training embed into the organisation No Further Action: Complete

Refreshed Leadership and Management Development Plan Complete: Embedded into BAU No Further Action: Complete

Actively support Board and Board development activities Complete: Board development sessions planned throughout next year No Further Action: Complete

Embed the refreshed partnership working arrangements 
and behaviours with TU partners and managers Action plan written; pending resolution of strike action

Directorate LDP/SLT -> STB (by 
exception)Launch and embed our new behaviours Plan developed to spotlight each of the behaviours on a 6 weekly basis

Develop opportunities to feedback by using a ‘you said, we 
did’ approach

Hive HR purchased; kick off meeting scheduled 17/05 to develop 6-8 week 
plan

People & Culture – FY22/23 End of Year Status Navigation Panel



Many actions associated with People & Culture are reviewed iteratively, 

refined, refreshed, and reissued e.g. workforce plans, training and education 

plans, absence management, and recruitment and retention plans. 

The People & Culture Directorate has a comprehensive Local Delivery Plan 

(LDP) aligned to the IMTP that has been reviewed by the SPP. Some 

elements of this plan are reported direct to EMT due to the associated risks 

e.g. Managing Attendance Programme, and other elements that are critical 

enablers to our IMTP programmes e.g. demand & capacity, workforce 

modelling, recruitment, training and education, are reported through the 

relevant programme board. 

To avoid duplication, and in line with the People & Culture Committee Cycle 

of Business 2023/24, IMTP actions will be managed through the LDP and 

Directorate SLT, with escalation by exception from the Director of 

People & Culture to STB. Where actions/initiatives require escalation, 

these will be formally noted within the minutes of the meeting and noted 

within the Executive Summary to Finance & Performance Committee. 
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IMTP Deliverable IMTP Action RAG​ Latest Update​ Assurance Route

We will deliver greater insights to 
WAST and NHS Wales, 

through improved data sharing, 
analytics and visualisation

Simplify the number of reporting tools 
and improve access and availability ​ A regular review cycle for all existing reports will be implemented

Directorate LDP/SLT
Cross-organisational; HI 

dependencies reported through 
relevant Programme Board

Deliver a modernised, more stable data 
warehouse ​ ​Complete: Data Warehouse Migration completed in April 2023, including 

review and consolidation of existing (ageing) servers to new server clusters No Further Action: Complete

Develop a forecasting and modelling 
framework ​ Closed: Closed as a digital deliverable. If development required this will be 

progressed through the ITPG No Further Action: Closed

Deliver our part of the National Data 
Resource Programme

Complete: All planned activities are complete. Awaiting confirmation of 
FY23/24 funding to progress longer-term NDR activities data linkage 

ambitions
No Further Action: Complete

Improved resilience, flexibility 
and interoperability for the 999 

call platform
999 Platform upgrade ​

Supplier side delays have caused system delivery and testing to slip to 
Jul/Aug.

Testing will commence in Q2 subject to supplier side progression).

Directorate LDP/SLT -> STB (by 
exception)

Improved digital tools and 
services to empower our teams 

to do their best

Deliver the new Control Room Solution as 
part of ESMCP

Migration commenced as planned and all 3 clinical contact centres went live 
successfully by 26/04 with positive feedback received to date. No Further Action: Complete

Mobile Data Vehicle Solution
Planning for live operational testing is underway and scheduled for w/c 

15/05. Vehicle installation activities are planned to commence in Q2 
FY23/24 and will take c.12 months to complete. 

Operations Communication 
Programme

Directorate LDP/SLT -> STB (by 
exception)

Pilot Microsoft Viva as part of the national 
centre of excellence

Closed: Unable to progress due to operational pressures. Any 
reenergisation of work will be managed through Digital SLT No Further Action: Closed

We will use modern technology 
to reduce repeat tasks and 

improve processes
Robotic Process Automation Pilot Pilot complete, multiple automated processes live and will be maintained 

through. Funding identified for further consultancy in 23/24.

Financial Sustainability 
Further schemes to be managed 
through Achieving Efficiencies 

Workstream
We will provide an 
improved financial 

plan to support our ambitions
Digital Strategic Outline Case Digital plans developed collaboratively with DHCW and presented to EMT. No Further Action: Closed

We will improve access via the 
111.wales website and other 

digital channels (NHS Wales App)
ePCR / WEDS Integration Unable to progress in year due to National WEDs implementation delays, 

Any further development to be managed through G2C programme. No Further Action: Closed

Digital – FY22/23 End of Year Status Navigation Panel



Most FY22/23 actions have been completed or closed with no further 

identified actions. 

Digital (including HI) is a critical enabler for many FY23/24 IMTP actions 

including SALUS implementation, 111.Wales, Robotic Process Automation, 

Community Welfare Response, SBRI etc. These actions are not digitally led 

and will subsequently report through the relevant programme boards to 

avoid duplication.

The digitally led initiatives – 999 Platform Upgrade, Operations 

Communications Programme, and National Data Resource (NDR) 

Programme (subject to funding) will be managed through the Directorate 

SLT, with escalation by exception from the Director of Digital to STB. 

Where actions/initiatives require escalation, these will be formally noted 

within the minutes of the meeting and noted within the Executive Summary 

to Finance & Performance Committee. 

Welsh Ambulance Services NHS 
Trust

Digital – FY22/23 to FY23/24 Transition
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IMTP 
Deliverable IMTP Action RAG​ Latest Update​ Assurance Route

Deliver the 
Fleet SOP

Deliver the vehicle replacement scheme as per the 2022/23 
Business Justification Case 

Vehicles identified under the 2021/22 Project are now complete
Vehicles identified under the 2022/23 Project have been partially delivered, 

with some vehicles progressing in FY23/24 when as funding is released

Capital Management Board -> STB 
(by exception)

We will deliver 
the Estates 
Strategic 

Outline Plan

Develop OBC for Swansea MRD Replacement (AWC)​ Land options in the area remain limited but NWSSP have commenced 
searches and are in discussion with land agents to identify new options 

Develop long term solution for EMS CCC at Llangunnor (DC)​
Discussions ongoing with Dyfed Powys Police regarding funding. To be set 

up as a formal project when resource becomes available within Capital 
Development Tea

Consider implications of NEPTS D&C Review Complete No Further Action: Complete

Develop a permanent solution for Anglesey (Amlwch) (DC)​ Complete: Lease was signed at Trust Board at the end of March-23 No Further Action: Complete

Complete the redevelopment of VPH as an Operational Hub Complete: All areas now occupied and operational No Further Action: Complete

Secure additional resources for further implementation of 
Transition Plan arrangements (if required)​

Closed: No anticipated impact on capital programme; 100WTE to be 
accommodated within existing resources No Further Action: Closed

Implement an interim solution for NEPTS in Bridgend (DC)​ Complete No Further Action: Complete

Implement a solution for NEPTS in Crosshands (DC) Closed: Will be considered as part of the NEPTS D&C review and 
monitored through the Ambulance Care programme as required No Further Action: Closed

Development of business case for Llanelli solution (AWC)​ PID, Terms of Reference,  and site searches initiated

Capital Management Board -> STB 
(by exception)

Development of business case for Newport solution (AWC)​ PID, Terms of Reference,  and site searches initiated

Full Business Case for the South East Fleet Workshop 
solution (AWC)

Aim for occupation and relocation of teams from Carephilly, Blackwood, 
and Blackweir by August/September 2023

Implement a permanent solution for Ruthin working with 
Fire and Rescue partners (DC)​ Planning permission applied for and Project Board is being established

Implement a permanent solution for EMS/NEPTS 
in Dolgellau (DC)​

Pre-planning application was submitted in Feb-23 with positive 
stakeholder feedback and an ecological survey is now being planned

Development of business case for Llandrindod Wells (AWC)​ Not Started

Development of business case for Bangor Fleet Workshop 
(AWC) ​ Not Started

Infrastructure – FY22/23 End of Year Status Navigation Panel



IMTP 
Deliverable IMTP Action RAG​ Latest Update​ Assurance Route

We will 
implement the 
Environmental 

and 
Sustainability 

Strategy

Implement our Carbon Reduction Plan looking forward to 
2025-2030 Formal programme board established in Jan-23 to oversee the delivery of 

the Decarbonisation Action Plan. A Transport Group has also been 
established, chaired by the Head of Capital Development. 

Capital Management Board -> STB 
(by exception)

Further progression of the decarbonisation agenda

Develop an Electric Vehicle Strategy including a charging 
network 

Significant progress made with the development of our EV charging 
network. Roll out of the 23 hybrid RRV has been successfully achieved and 
further work will continue to maximise coverage across the estate. There 

are now a total of 67 chargers over 54 sites.
Modernise our fleet including the increase in the number of 
Hybrid vehicles and roll out of vehicle solar panels. 

Access further funding to support decarbonisation of the 
estate and our travel which will enable us to implement a 
Sustainable Travel Plan

WAST have secured funding from the WG Estates Funding Advisory Board 
for 2023/24 to further decarbonisation work. WAST were awarded a 

proportionally significant amount of the total funding available and have 
identified several schemes for progression.

Develop work packages arising from the condition surveys All decarbonisation work, including development of work packages, is 
monitored by the Capital Management Board

Development of an Infrastructure and Sustainability 
Strategic Outline Process and recruitment to support this ICMG Business Care prioritisation process embedded

Infrastructure – FY22/23 End of Year Status Navigation Panel



All actions associated with our Infrastructure, including estates, 

fleet, and decarbonisation plans, are managed through the 

Capital Management Board with comprehensive reporting 

against the Local Delivery Plan. 

Activities that are critical enablers to our IMTP programme, and 

the infrastructure considerations in response to business change, 

are reported through the relevant programme board.

To avoid duplication, all Infrastructure actions will be managed 

through the Capital Management Board, with escalation by 

exception from the Director of Finance to STB. Where 

actions/initiatives require escalation, these will be formally noted 

within the minutes of the meeting and noted within the 

Executive Summary to Finance & Performance Committee. 

Infrastructure – FY22/23 to FY23/24 Transition

Q1

Q2

Q3

Q4

End of Year

12

10

10

6

4

5

8

5

5

5

1

1

3

3

8

5

2

2

Navigation Panel



IMTP Deliverable IMTP Action RAG​ Latest Update​ Assurance Route

We will deliver strong risk 
management processes and 
embed an enterprise wide 
risk culture that underpins 

the principles of good 
governance

Development of a Risk Management Policy Policy has been drafted and will be presented to Audit Committee in July TBC
Once for Wales Datix Risk Module 
Implementation

Progressing, but delayed by Provider; a road map is in development but no revised 
implementation date has been agreed TBC

Corporate Risk Review Complete No Further Action: Complete
Refresh of the Risk Management Strategy 
and procedures

Closed: superseded by development of the Risk Framework including the policy, 
procedure/guidelines, training, education and platform.  No Further Action: Closed

Board risk development Closed: superseded and will be aligned to Director of SPP and Board development No Further Action: Closed
Develop a new Board Assurance Framework Closed: This forms part of the IMTP 23-26 No Further Action: Closed
Risk training and education Closed: This forms part of the IMTP 23-26 No Further Action: Closed

We will secure and 
implement Quality 

Management and control 
systems

Implement the “Working Safely” Plan

PPP phase closure report submitted to STB in January 2023. 
IMTP Deliverable Action Plan developed focusing on four key workstreams. 

Annual Improvement Plan developed focusing on 6 key workstreams to further 
improve legislative compliance.

TBC

Embed the Quality Management System 
(QMS)

Initial discussions to agree the Trust QMS model are in progress, utilising best 
practice guidance from Improvement Cymru and the NHS Wales Delivery Unit TBC

Evaluate the QuESt sub-structure Complete: ToR approved by CQGG No Further Action: Complete

We will transform the way 
we work and engage with 

people

Implementation of Once for Wales Service 
User Experience System

Complete: Implementation of the Once for Wales CIVICA system is now complete 
and all WAST experience surveys have been transferred to the new system. A No Further Action: Complete

Continued development of the People & 
Community Network

Complete: People & Community Network has officially launched and continues to 
register new volunteers No Further Action: Complete

We will revisit and 
implement the Public Health 

Plan

Review and redraft the Public Health Plan 
(PHP) in light of COVID Closed: No funding identified in FY22/23 No Further Action: Closed

Work with PHW and Velindre to 
appointment a joint lead PHP lead Closed: No funding identified in FY22/23 No Further Action: Closed

Scope utilising the 111 website for public 
health messaging

Closed: Work on hold due to organisational priorities – further progress will be 
captured through G2C programme board Gateway to Care Programme

We will deliver a value-
based approach

Develop strategy and approach to Value-
Based healthcare (VBHC)

Governance structure reviewed and exploring an Exec-led Steering Group. VBHC 
Workshop to be arranged for Summer 2023, with a planning workshop on 19/05.

Financial Sustainability
Value-Based Healthcare

Utilise PLICS to identify and address areas 
of unwarranted variation in service delivery

PLICS project has been delayed due to persistent data quality issues. The expected 
delivery date for Phase 1 has now been pushed back to Q3/Q4 23/24. Capital Management Board

Fundamentals – FY22/23 End of Year Status Navigation Panel



Last year, fundamentals included projects and workstreams across 

Quality, Safety & Patient Experience (QSPE), Corporate Governance, 

and Value Based Healthcare. This year, Value Based Healthcare will be 

delivered as a Financial Sustainability Workstream (FSW). 

For QSPE and Corporate Governance, there are number of key 

priorities for FY23/24 including:

• Once for Wales Datix Risk Module Implementation

• Risk Framework Development

• Welsh Language Plan

• Working Safely Plan

• Quality Management System (QMS) Implementation

During Q1, a meeting will be arranged with leads from both 

directorates to consider the directorate-level governance and 

oversight and whether direct reporting to STB would be beneficial or 

should be by exception only. 
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Governance Arrangements – Enablers & Fundamentals Navigation Panel

Directorate Delivery 
Mechanism Programme Level Oversight Executive Level Oversight

People & Culture
Directorate-led Local Delivery Plan (LDP) managed by 

Directorate Senior Leadership Team 
Executive Director, with escalation to Executive 
Management Team and STB  by exception

Enabling Relevant IMTP Programme Board Strategic Transformation Board

Digital
Including Health Informatics

Directorate-led Local Delivery Plan (LDP) managed by 
Directorate Senior Leadership Team 

Executive Director, with escalation to Executive 
Management Team and STB by exception

Enabling Relevant IMTP Programme Board Strategic Transformation Board

Infrastructure
Including Estates, Fleet, Decarbonisation, and PLICS

Directorate-led Local Delivery Plan (LDP) managed by 
Directorate Senior Leadership Team Capital Management Board

Enabling Relevant IMTP Programme Board Strategic Transformation Board

Quality, Safety, and Patient Experience (QSPE)
*Meeting required to consider the directorate-level governance and 
oversight and whether direct reporting to STB would be beneficial or 
should be by exception only

Directorate-led TBC TBC

Enabling Relevant IMTP Programme Board Strategic Transformation Board

Corporate Governance
Including Welsh Language
*Meeting required to consider the directorate-level governance and 
oversight and whether direct reporting to STB would be beneficial or 
should be by exception only

Directorate-led TBC TBC

Enabling Relevant IMTP Programme Board Strategic Transformation Board

Delivery Mechanism Definition

Directorate-led Discrete projects and work packages to be delivered by the directorate

Enabling Work packages that are critical to delivering business change across our IMTP Programmes


