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Time
Mins

allotted
Agendum Title Format Item for Item requested by Paper prepared by Item presented by Colleagues to cc

OPENING ITEMS

1 Chair's Welcome, Apols and Quorum Verbal Information Standing n/a Chair n/a

2 Declarations of Interest Verbal To State Conflicts Standing n/a Chair n/a

3 Minutes of the Last Meeting: 21 July 2025 Paper Approval Standing n/a Chair n/a

4 Action Log & Matters Arising Paper Discussion Standing n/a Chair n/a

4.1 21 July 2025 Committee AAA Report (alerts) Paper Discussion Standing n/a Chair Trish Mills

09:40 00:30 5
Financial Position for Month 4, 25/26

Financial Position for Month 5, 25/26

Paper 

Presentation
Assurance CoB

FinCor
Ed Roberts Ed Roberts

10:10 00:20 6 Phase 2 Ambulance Performance Framework and Wait 45 Assurance Update Paper Endorsement Ad hoc SPP Lee Brooks
Hugh Bennett

James Houston

10:30 00:15 7 Monthly Integrated Quality Performance Report Paper Assurance CoB SPP Estelle Hitchon
Hugh Bennett, Mark Thomas, 

Georgia Tizzard, Melanie 

10:45 00:15 8 Ambulance Service Indicators Paper Assurance CoB SPP Estelle Hitchon Hugh Bennett

11:00 00:15 COMFORT BREAK

11:15 00:20 9
Digital Reporting (to include reference to the final Audit Wales self-assessment as annex)

9.1  Metrics for digital systems infrastructure 
Paper Assurance CoB Digital Jonny Sammut

Leanne Smith

(Osian Lloyd)

11:35 00:10 10 Information Governance Report Paper Assurance CoB Digital Jonny Sammut Leanne Smith

11:45 00:10 11 Internal Audit Report: Manchester Arena Inquiry (inc. discussion from ARAC) Paper Assurance Ad hoc Gov
Lee Brooks

(Osian Lloyd)
Steve Owen

11:55 00:15 12 Integrated Medium Term Plan (IMTP) Progress Report Paper Assurance CoB SPP Estelle Hitchon
Alex Crawford,

Hugh Bennett

12:10 00:10 13 Environment, Decarbonisation and Sustainability Update - August 2025 Paper Assurance CoB FinCor Ed Roberts Jo Williams

12:20 00:15 14 Estates Condition & Backlog Maintenance Update  – September 2025 Paper Assurance CoB FinCor Ed Roberts
Richard Davies

Susan Woodham

12:35 00:10 15 Risk Management and Board Assurance Framework Report Paper Assurance CoB Gov Julie Boalch n/a

12:45 00:05 16 Audit Tracker - June 2025 (2025/26 Q1) Paper Assurance CoB Gov Trish Mills Lisa Trounce

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.

12:50 00:00 17

Committee Cycle of Business Monitoring and Priorities Report 2025/26

Priorities:

1. A focus on financial sustainability.

2. A focus on Clinical Model Transformation performance.

3. A focus on organisational  resilience including information security;

4. A focus on the progress of the Manchester Arena Inquiry recommendations.

Paper Information CoB Cor Gov Trish Mills Steve Owen

CLOSING ITEMS

18 Reflections and Summary of Decisions/Actions Verbal Discussion Standing n/a Chair n/a

19 Any Other Business Verbal Discussion Standing n/a Chair n/a

20 Date & Time of the Next Meeting: 18 November 2025 Verbal Information Standing n/a Chair n/a

12:55 03:25 CLOSE

LEAD PRESENTERS

Director of Digital Services

Interim Assistant Director of Finance

Assistant Director of Corporate Governance and Risk

Director of Partnerships and Engagement

09:30 00:10

FOR APPROVAL, ASSURANCE AND DISCUSSION

Director of Corporate Governance/Board Secretary

Name Position 

Jayne Beeslee Chair and Non-Executive Director

Julie Boalch

Estelle Hitchon

Trish Mills

12:50 00:05

[OPEN] FINANCE AND PERFORMANCE COMMITTEE - 16 SEPTEMBER 2025 

Ed Roberts

Jonny Sammut

Executive Director of OperationsLee Brooks
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MINUTES OF THE MEETING OF THE FINANCE AND PERFORMANCE COMMITTEE 
(OPEN SESSION) HELD ON 21 JULY 2025 IN THE CARDIFF MAKE READY DEPOT AND 

VIA TEAMS

 Meeting started at 09:30

PRESENT:
Jayne Beeslee
Peter Curran
Bethan Evans

Non-Executive Director and Chair
Non-Executive Director (Left during Item 55/25)
Non-Executive Director 

IN ATTENDANCE:
Rhiannon Beaumont-Wood
Hugh Bennett
Lee Brooks
Jason Collins
Colin Dennis
Fflur Jones
Sarah Harland
Wendy Herbert
Carl Kneeshaw
Osian Lloyd
Trish Mills
Hugh Parry
Alex Payne
Jonny Sammut
Chris Turley
Damon Turner

APOLOGIES:
Rachel Marsh 
Liam Williams

Non-Executive Director (Left during item 50/25)
Assistant Director, Commissioning and Performance
Executive Director of Operations
Head of Financial Management
Chair of the Trust Board 
Audit Wales
Corporate Governance Officer
Assistant Director of Quality and Nursing
Director of People 
Head of Internal Audit
Director of Corporate Governance/Board Secretary
Trade Union Partner 
Corporate Governance Manager 
Director of Digital Services
Executive Director of Finance and Corporate Resources
Trade Union Partner

Interim Chief Executive
Executive Director of Quality and Nursing 
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45/25 PROCEDURAL MATTERS

Jayne Beeslee 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 Register of Interests. 

Minutes: The minutes of the open session held on 20 May 2025 were considered by the 
Committee and confirmed as a correct record.

Matters Arising: Estelle Hitchon commented she would temporarily carry out the duties of 
the Executive Director of Strategy, Planning and Performance, pending Remuneration 
Committee approval, and clarified she was not a regular Committee member.

Action Log: Action 33/25: Integrated Medium Term Plan delivery/Assurance - End of Year 
report. It was agreed that a highlight report from the Clinical Model Transformation (CMT) 
programme would be beneficial for the Committee to provide better oversight, instead of 
including it in the paper which covered a broad range of topics and making it easier to 
understand its impact on strategic objectives. Hugh Bennett agreed to explore this to use 
existing information to meet the request without creating additional reports. The CMT 
programme highlight report is included with the papers. Action closed.

Action 33/25a: Integrated Medium Term Plan delivery/Assurance - End of Year report. The 
committee acknowledged that the Cabinet Secretary's priorities were already monitored 
within existing work streams and rather than duplicate work it was proposed that a RAG 
rating system, against these priorities, would be incorporated into the next update to make it 
easier to identify areas needing attention and help focus the committee's attention on specific 
areas. This information was incorporated in the report. Action closed.

Action 24/25: Peter Curran raised a point regarding the average jobs per shift metric, which 
was currently classified as amber. Given its significant impact on patient harm, Hugh Bennett 
agreed to review the methodology used to classify the metrics and either amend it to red or 
provide an explanation for the current classification at the next meeting. Hugh Bennett 
responded that he would need to investigate further, noting that the metric in question is 
average jobs per shift by all vehicle types. He suggested it would be useful to split out the 
data, particularly focusing on Emergency Ambulances (EA) for its correlation with handover. 
He observed an upward trend in EA jobs per shift but noticed a significant drop in apps, 
which he did not immediately understand, and stated he would investigate the connection 
further and provide an update before the next meeting. Action to remain open.

Action 39/25: report on Commissioning: The report was not considered during the meeting 
given it was received after publication. It was agreed that the report would be circulated to 
the committee following the meeting and included at the next meeting for endorsement. The 
report was circulated by e mail to committee members and included in today’s papers. 
Action closed.

Action 40/25: Risk Management and Board Assurance Framework - It was agreed to 
undertake a deep dive on the Decarbonisation Risk (Risk 542) in readiness for the next 
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meeting which will include a detailed review of the controls and mitigations. This action was 
discussed offline at a meeting involving, Jayne Beeslee, Peter Curran and Chris Turley. 
Action closed.

Committee Highlight Report: The Committee highlight report dated 20 May 2025 was 
received.

The Committee RESOLVED TO:

(1) Approve the minutes of the Finance and Performance Committee held on 20 
May 2025.

(2) Consider the Action log and noted the update as described above.
(3) Receive the Committee highlight report dated 20 May 2025.

46/25 OPERATIONS UPDATE

Lee Brooks highlighted key points from the Operations Report: - 

1. Handover delays have significantly decreased, with June showing the lowest lost 
hours in some time. This improvement was being closely monitored, especially at the 
Royal Glamorgan and Morriston hospitals, where targeted actions have been 
implemented. 

2. Multi Agency Incident Transfer (MAIT), which enabled electronic transfer of 
Computer Aided Dispatch (CAD) incidents between services, went live with two 
police agencies in mid-June. There was early positive staff feedback, and it was 
anticipated this move will reduce telephony activity between agencies. 

3. The team was providing planned support to Yorkshire Ambulance Service while they 
transitioned their 999 triage system. The Trust was handling 100–150 calls per day 
for Yorkshire, and members were assured that this support has not negatively 
impacted performance.

4. There has been a slight improvement in sickness rates in Emergency Medical 
Services Contact Centres (EMSCC) since the last quarter’s update, following 
workshops conducted by the EMSCC leadership team, Trade Union partners, and 
people services.

5. Emergency Ambulance Practitioner (EAP) training continued to progress well, there 
were a total of 40 staff currently on courses, and a further 174 staff due to complete 
the course prior to the end of the year.

6. On 01 July 2025, the Trust went live with its new approach to high-priority incident 
responses. The current red category was replaced by three new classifications: 
Purple Arrest, Red Emergency, and Red Category 0 (RCS0). As part of this transition, 
Urgent Care Service (UCS) began responding to Purple calls. They will act as first and 



Page 4 of 18

co-response resource, like Community First Responders, to deliver Basic Life Support 
(BLS). Emergency Medical Services (EMS) will continue to be dispatched. 

The Chair congratulated Lee Brooks and the team for the successful launch of the new 
performance framework, recognising the significant effort required across the Trust, 
including clinical and digital teams. She also acknowledged the positive development 
regarding the utilisation of UCS staff, recalling previous discussions with team members 
who were eager for increased involvement. Furthermore, she extended congratulations to 
Laura Charles for receiving the King's Medal.

Peter Curran asked about the MAIT system, specifically whether it was linked to the 
Emergency Services Network, and inquired about the potential benefits of expanding it. 
Lee Brooks clarified that the MAIT system was slightly disconnected from the broader 
Emergency Services Network programme and confirmed there were significant benefits, 
including reduced telephony activity by enabling electronic transfers and improved, 
auditable communication directly within the CAD. 

The Chair raised a question about the level of confidence that the new Taskforce focused 
on the 45-minute handover target would gain the necessary traction to keep all Health 
Boards in Wales focused, especially given recent improvements and potential 
momentum. Lee Brooks advised that the Taskforce has recently been convened. He 
emphasised that while there has been a reduction in handover delays, it was important 
not to become complacent.

The Committee RESOLVED To note the update.

47/25  FINANCIAL POSITION FOR MONTH TWO 2025/26 AND MONTH THREE 2025/26

 MONTH TWO 2025/26

The paper providing the financial update to Month 2 was noted, but Chris Turley requested 
that the Committee focus on the updated position as at Month 3, given some of the 
challenges that had emerged over the last week or so.
MONTH THREE 20525/26

An update was given by Chris Turley who provided the Committee with details in the 
following areas:

1. Chris advised the Committee of some emerging external  financial risks.  He reported 
that for the first time in a long period, the year-to-date financial position showed an 
emerging overspend/deficit of just under £200k, moving from a previously balanced 
position. The main reasons for this shift were two external factors: a reduction in 
expected income and an increase in spend, particularly related to the Welsh Risk Pool 
(WRP).
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2. The WRP has substantially increased its previous forecast of in year spend, which, if it 
materialises would require an increased contribution from all Welsh NHS bodies.  For 
the Trust this could require an increased contribution of c£829K in year.  

3. Furthermore, Welsh Government (WG) has recently advised that it was not able to 
cover the full costs associated with the increase in employers’ National Insurance 
contributions (NICs).  This was due to a gap in the funding provided for this from the 
UK Treasury for the public sector in Wales. This gap for the Trust, which at month three 
was estimated at c£300k could now be over £1m in year, based on updated detail 
received in month.

4. These challenges may worsen finances over the year, possibly resulting in a deficit 
forecast by month four. The Trust plans to use its contingency fund to offset some 
impact, but if both issues persist, total in-year pressure could reach £2M.  

5. Chris Turley added that the Executive Leadership Team (ELT) will be discussing possible 
mitigations in the coming weeks and will continue to discuss the issues with WG and 
NWSSP to understand the extent of the additional costs, particularly with reference to 
the WRP. 

6. Despite these pressures, the forecast for the end of quarter one remained to break 
even, but the risk of not achieving this has increased significantly.

7. The capital plan was on track, and savings targets were being slightly overachieved, but 
these internal achievements have not fully offset the external pressures. 

Peter Curran commented that compared to last year, the financial situation was much 
riskier, with more variables and unknowns now present. He expressed concern about the 
unexpected increase in WRP costs and highlighted the difficulty of operating without clear 
financial information, referencing the NIC funding gap as a challenging factor.

Peter Curran inquired if, in a worst-case scenario, were there times in the year where 
planned spending could be withheld or delayed mitigating the deficit. Chris Turley 
confirmed ELT will be working through all options, including reviewing planned increases 
that have not yet materialised and considering slippage or stopping certain expenditures. 
He added that contingency funds have been used to offset some pressures. 

Wendy Herbert expressed disappointment about the late increase in WRP costs and asked 
if this would impact the legal team. Chris did not yet know the likely detailed impact of this 
as yet but acknowledged the point and advised more information was being requested.
 
The Committee appreciated early sight of the risk and were assured the Trust was taking all 
appropriate action.  It further noted that such a position for the Trust, in recent years was 
unprecedented. 

The Chair acknowledged that the Committee was confident the situation was being 
managed appropriately and supported the current approach. Further details may need to 
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be addressed in the AAA report for the Trust Board, as they will expect this matter to have 
been thoroughly examined by this Committee.

The Committee RESOLVED To:

1. Note and gain assurance in relation to the Month 2 revenue financial position 
and performance of the Trust as at 31 May 2025.

2. Note the delivery of the 2025/26 savings plan, and the context of this within the 
overall financial position of the Trust.

3. Note the capital programme for 2025/26.
4. Note the Month 2 Welsh Government monitoring returns submission included 

within Appendices 1 – 2 (as required by WG).

48/25 FINANCIAL SUSTAINABILITY PROGRAMME (FSP) UPDATE

Carl Kneeshaw presented the report and updated the Committee on the following points:

1. Early performance against a savings target of £8.5m showed a slight 
overachievement, but there remains a reliance on non-recurrent savings.  

2. Recruitment for the Head of Commercial Development position has concluded. This 
role was responsible for income generation and commercial initiatives, and was 
aligned with the Financial Sustainability Programme (FSP).

3. A Task and Finish Group has been established with Trade Union partners to develop 
recommendations for Emergency Ambulance crew composition. An options paper 
has been submitted to ELT, with a further iteration to come back shortly.
 

4. An administration and support review was initiated in 2023 however capacity 
constraints, staff turnover, and competing priorities have delayed progress. 

5. A service review has led to 16 mini business cases following a comprehensive review 
across 50+ service areas. A tiered implementation model and governance structure 
has been agreed.

Peter Curran inquired whether there was an expectation of income or return on investment 
from the Head of Commercial Development role within the current year, or if benefits were 
anticipated in the following year. Chris Turley clarified that no significant income from this 
role had been assumed in the current year’s financial plan, so there was no risk to the plan 
if immediate returns were not realised. 

The Chair commented that the appointment for the new Head of Commercial Development 
was later than expected, making it crucial to set clear objectives so they can start effectively 
and present viable options quickly. Financial sustainability remained a Committee priority; 
so timely, comprehensive updates were essential. 

The Committee RESOLVED To Note the report.
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49/25 REPORT ON COMMISSIONING

Hugh Bennett provided a brief commissioning update, stating that the governance of the 
JCC (Joint Commissioning Committee) remained fluid. He noted that while formal 
governance was still developing at the JCC, there were established informal working 
relationships and strong internal governance within their own organisation. 

The Committee RESOLVED To Note the continuing development of the new 
commissioning arrangements within the JCC.

50/25 INTEGRATED MEDIUM TERM PLAN (IMTP) PROGRESS REPORT

Hugh Bennett updated the Committee on the following:

1. The Clinical Model Transformation (CMT) programme was progressing at pace, with 
a recent successful launch of phase one of the new Ambulance Performance 
Framework on 1 July, described as a monumental effort.  

2. The programme was RAG-rated yellow (cautionary) due to the rapid pace of change 
and the significant demand on staff, with concerns about potential burnout and the 
need for ongoing prioritisation.  This was an improvement from amber in the 
previous period. 

3. Five balanced scorecards for benefits and outcomes have been developed for the 
programme, supported by more detailed logic benefits maps. 

4. Internal feedback has led to improvements in communications and digital tools, and 
the programme was now using Microsoft Project and Planner for better 
management. 

It was noted that progress on Cabinet Secretary priorities was good, with no red-rated 
items reported. The priorities were being tracked and reported alongside the CMT and 
Directorate Integrated Medium Term Plan (IMTP) actions.
  
With respect to the Directorate-Led IMTP Deliverables, quarter one saw 12 deliverables, 
three were complete, three were on target, one was yellow, and five were red.  The red 
items were due to capacity issues and have been reprogrammed to later in the year, which 
was considered reasonable.  Strategic Objective 2 (enabling our people to be the best they 
can be) deliverables were reviewed in detail, with seven green, three yellow, and one amber 
status, with no reds.  

The Committee asked about the two red items in the digital front end section of the report, 
specifically questioning whether these were temporary short-term issues due to delays and 
if there was confidence that the reasons for them being red would be resolved. Jonny 
Sammut responded by clarifying the current status of the virtual assistant and symptom 
checker projects, indicating that both had progressed and their risk status had improved.
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The Committee agreed that assurance against ‘what good looks like’ within the IMTP will be 
presented bi-annually, commencing at the September meeting.  The Committee 
acknowledged the positive progress made to date, while emphasising the importance of 
maintaining momentum and avoiding complacency, particularly as Phase 2 of the 
framework was introduced.

Jonny Sammut wanted the Committee to acknowledge the significant effort and cost 
contributed by staff, especially those in corporate services, in supporting the CMT's work. 
While this may not be clearly stated in the report, he emphasised the importance of 
recognising this contribution. Hugh Bennett confirmed a RAG rating summary for each of 
the CMT, IMTP deliverables, and Cabinet Secretary priorities would be provided for the 
Board’s information.

The Chair found the high-level synopsis valuable, as it offered key insights into overall 
programme progress and maintained a strategic outlook. The Committee should continue 
monitoring workloads to prevent burnout, supporting executives in prioritising tasks since 
not everything can be achieved at once. It was encouraging to see Cabinet Secretary’s 
priorities reflected. The Committee agreed the proposed approach to reporting on strategic 
outcomes and benefits, in line with the report recommendations.

The Committee RESOLVED To:

1. Agree to the proposed approach to reporting on strategic outcomes and benefits;
2. Note the CMT programme end of Q1 position.
3. Note the Directorate-led IMTP end of Q1 position.
4. Note the Q1 position for the Cabinet Secretary’s priorities set out in the 2025-26 

planning framework.
5. Advise of any further assurance needed for the Board.

51/25 MONTHLY INTEGRATED QUALITY PERFORMANCE REPORT (MIQPR)

Hugh Bennett provided an update:

1. He reported June's Red 8-minute performance at 50.7% and noted improvement in 
the Amber One median to one hour and 29 minutes, compared to the 12-month 
average of one hour and 51 minutes, attributing this to reduced handover delays. 

2. He highlighted that handover hours dropped to 15,278, the lowest in four years, but 
emphasised this was still nearly three times higher than what rosters can handle.

3. He also mentioned that while Emergency Ambulance production was at 95%, it had 
dipped slightly and would be monitored. 

4. It was noted that 111 call handling performance has stabilised, but the Trust did not 
achieve the 5% abandonment rate in June 2025, with performance decreasing 
slightly to 10% from 10.5% in May 2025. 
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A discussion followed on why average jobs per shift (all resource types) remained below 
expectations despite reduced handover delays. It was acknowledged that this metric was 
influenced by multiple factors including resource type, training abstractions, vacancies, 
and operational changes. An upward trend in the average jobs per shift for emergency 
ambulances was noted, but it was agreed that further analysis, was needed to better 
understand the correlation. Hugh Bennett agreed that he would investigate further, noting 
that the metric in question was average jobs per shift by all vehicle types. He suggested it 
would be useful to split out the data, particularly focusing on Emergency Ambulances (EA) 
for its correlation with handover. 

The Committee RESOLVED To consider and took assurance from the May 2025 / June 
2025 Integrated Quality & Performance Report and actions being taken.

52/25 QUALITY PERFORMANCE MANAGEMENT FRAMEWORK – LOGIC BENEFITS MAP

Hugh Bennett explained that the purpose of this report was to obtain approval from the 
Committee for the Quality Performance Management Framework (QPMF Logic Benefit Map 
[LBM]).

Hugh Bennett explained that the benefits map was created to address the question of what 
success looks like for the QPMF. He described the map as starting with inputs and moving 
through activities, outputs, outcomes, benefits, benefit measures, and impact. 

The Chair queried if it was suitable for this document to be over two pages, as there was a 
lot of detailed information. The framework purpose and assumptions could serve as a cover 
sheet, leaving just the map on a single page. As more arrows appear, particularly on the 
right side, the layout becomes confusing. Hugh Bennett added that the benefits map was 
best viewed on A3 paper due to its detailed content. He explained that benefits maps often 
featured complex, non-linear connections such as audit assurance linking to multiple 
elements.

Trish Mills suggested that as the QPMF Steering Group progressed this year, it would be 
useful to review and streamline some groups and categories, since several benefit measures 
overlap, hence the multiple arrows. 

The Chair added that balancing an accurate map with the Framework was challenging 
without duplicating existing work. At this stage she was not comfortable approving the LBM 
at this stage and recognised the substantial effort in this strong first draft and suggest the 
QPMF steering group addressed the amendments raised.

In terms of the QPMF benefits map and the benefits measures it was agreed that further 
work would be done to clarify the flows between inputs, activities, outputs and benefits. It 
was agreed that the QPMF Steering Group would consider this in further detail and that 
Hugh Bennett would provide an update at the next meeting following discussion at the 
QPMG Steering Group The Committee acknowledged that this was a strong first version 
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that would be refined over time. Assurance was provided to the Committee on governance 
structures and processes for feedback loops, audits and tracking benefits.

The Committee RESOLVED To:

1. Consider the contents the Q&PMF 2025-28 LBM.
2. Identify any further amendments.
3. Consider the Quality Performance Management Framework – Logic Benefits 

Map noting it would be considered and endorsed by the QPMF Steering Group 
for Committee approval going forward.

53/25 ANNUAL HAZARDOUS AREA RESPONSE TEAM (HART) – KEY PERFORMANCE 
INDICATORS (KPI) REPORT

Lee Brooks opened with an update on the Manchester Arena Inquiry (MAI) report. The Trust 
submitted its response to Welsh Government (WG) and the Joint Commissioning 
Committee (JCC) in August 2024. Commissioners reviewed these reports in March and April 
2025, and feedback was expected in August. Some recommendations have been delayed, 
as previously reported to the Trust Board.

Lee Brooks presented the Annual Hazard Area Response Team (HART) Key Performance 
Indicator (KPI) report for Q4. Assurance meetings with Commissioners had taken place in 
March and April, allowing scrutiny of the Trust’s submission, and feedback from 
Commissioners was expected in August. He acknowledged some slippage on 
recommendations, previously covered at Trust Board, and noted that an internal audit was 
underway to review governance arrangements. 
 
Lee Brooks explained that the annual WG return for HART and specialist teams was a KPI 
report based on a provided template, covering activity numbers and team composition.

Notably, on 08 March 2025, HART was unable to provide full team cover due to short-
notice absences. This incident highlighted the importance of the MAI recommendation to 
increase the HART team size from six to eight operatives to enhance resilience.  

It was noted that funding was received to increase the Special Operations Response Team 
(SORT) capacity from 150 to about 290 operatives. Procurement for equipment has been 
achieved at lower than anticipated costs, but there have been challenges with vehicle 
procurement. The training programme to reach the new SORT staffing level was expected 
to be completed within the calendar year. 

The Committee RESOLVED to Note the Annual Hazardous Area Response Team 
(HART) – Key Performance Indicators (KPI) Report.
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54/25 BUSINESS CONTINUITY ANNUAL REPORT – 2024/25

Lee Brooks reported that the Business Continuity (BC) Annual Report demonstrated the 
Trust’s compliance with the Civil Contingency Act 2004, the adoption of a new governance 
structure for Business Continuity, and the rollout of new BC software.

The main change this year was the rollout of new BC software, which would provide 
auditable business impact assessments and continuity plans, replacing the current paper-
based process. The new system will offer dashboards and improved oversight, and its 
implementation was expected this year.

He added that once visibility increased, follow-up work may be needed, and the report 
included current completion rates for business impact assessments and continuity plans, 
with more work required for visibility. 

The Committee RESOLVED To Note the Business Continuity Annual report 2024/25.

55/25 WELSH GOVERNMENT ANNUAL EMERGENCY PLANNING REPORT

1. Lee Brooks stated that the annual Welsh Government EPRR (Emergency 
Preparedness, Resilience and Response) report was submitted each year.

2. The report included updates on key national inquiries, progress against last year’s 
priorities, and set out the current year’s priorities.

3. He highlighted the incorporation of the Charter for Families Bereaved by Public 
Tragedy into Trust documentation, including the incident response plan, command 
policy, and debriefing process.

4. Progress was reported on the MAI (with 68 recommendations completed and 18 
requiring financial investment, now monitored as a corporate risk), the Grenfell 
Inquiry and improvements in communications and tactical advisor training.

5. SORT growth and embedding remained a priority, with BC structures and software 
rollout ongoing.

6. The COVID Inquiry was pending, especially Module 3 outcomes.
7. A new focus this year was developing the role of volunteers in major incidents, with 

progress expected in engaging volunteers.
8. A robust programme of training and exercising had taken place; however, it 

identified a need for more frontline staff exercising.

The Committee RESOLVED To Note the Welsh Government Annual Emergency 
Planning Report.

56/25 RESOURCE ESCALATION ACTION PLAN

Lee Brooks advised that the Resource Escalation Action Plan (REAP) document has been 
reviewed both as part of its annual cycle and to prepare for the 01 July 2025 changes, with 
adjustments made to triggers to align with the new clinical model and to support the 
direction of the service, such as consolidating remote clinicians under single triggers. 
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The changes were described as self-explanatory, and a further review was anticipated to 
coincide with phase two of the ambulance performance framework, which will require 
another update to ensure triggers remained current. The next version of REAP will be 
developed in the coming months to complement these ongoing changes.

The Chair queried what steps could be taken if access to software was not possible due to a 
cyber-attack. Jonny Sammut explained that the Trust has a catastrophic outage recovery 
plan for total system failures, with multiple failover options to switch networks and restore 
service. The cloud-hosted Business Continuity Management System was intentionally kept 
separate from the Trust, allowing continued access even if there was a complete outage. 

Bethan Evans raised a question about the number of SORT staff in post, observing that the 
South region appeared underrepresented compared to other regions. Lee Brooks updated 
the Committee on current numbers: North, 76, Central and West, 93 and South, 73. He 
added that the Trust was moving toward a staff count of 290. He remained reasonably 
confident that this goal will be achieved. Once the target staffing was attained, the focus 
will shift to understanding how many staff members were on duty at any given time and 
their locations, to help ensure an even distribution.

Regarding the Emergency Preparedness report, members noticed that the response options 
were limited to simply 'yes' or 'no.' In the Trust’s case, it selected 'no,' but provided 
additional context explaining that some criteria were partially met, which seemed entirely 
reasonable. Given that this approach highlighted existing gaps and resource challenges was 
any specific feedback or response from WG upon their review of the report expected.

Lee Brooks commented there should be no surprise to WG about this report. The Team 
completing the report carefully evaluated its position to ensure consistency and challenged 
itself throughout the process. 

The Chair emphasised that, from her perspective, the key consideration was not the 
reaction but rather whether the Trust’s response was justifiable. 

RESOLVED: The Committee RESOLVED To

1. Note the revised Resource Escalation Action Plan.

2. Confirm it was assured that a robust annual review of EPRR plans and activities has 
been undertaken, and to inform the Trust Board of its assurance. 

57/25 DIGITAL REPORTING

Jonny Sammut gave an update on the report.:

Highlights
1. Recruitment across Digital was progressing well.
2. There has been a successful soft launch of the NHS 111 Wales Virtual Assistant 

chatbot, supporting multilingual access and improved user experience.
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3. A technical go-live of video consultation for 111 clinicians took place on 8 July.
4. Phase 2 of the Microsoft Copilot pilot began on 01 July, with 150 licences distributed.
5. A refresh of the Electronic Patient Care record (ePCR) application was in development, 

aiming to reduce on-scene times and improve data quality.
6. The Cyber Resilience Unit audit has been completed.
7. There was a significant contribution by the digital team to the go-live of new call 

categories on 01 July.
Lowlights
8. The iPad replacement programme was paused pending agreement on a charitable 

donation scheme for existing devices.
9. Video Compliance Progress was delayed due to competing priorities.
10. Enhanced Interactive Voice response (IVR) (111) was deprioritised due to the Clinical 

Model Transformation (CMT) development demands.
11. The Reporting of new 999 Computer Aided Dispatch (CAD) metrics was currently 

reliant on a temporary solution; a full CAD upgrade was still unplanned.
Red Flags
12. Sustained pressure on the Information Governance (IG) team due to urgent demand 

from across the CMT programme.
13. All-Wales data sharing via the National Data Resource (NDR) remained unresolved, 

with legal and regulatory risks under active review by the Trust’s Data Protection 
Officer (DPO) and IG team.

14. Unknown requirements for 2025/26 and 2026/27 under the CMT programme posed a 
capacity risk to the Digital Directorate, potentially impacting delivery of the local 
Digital Plan.

Jonny Sammut presented a deep dive into the digital plan, which was structured around 
five pillars: everyday essentials, digital pioneers, digital transformation, 
security/safety/cyber, and data. 

Jonny described the digital team’s structure and highlighted 2025/26 priorities, including 
iPad replacement, automation, Windows 11 upgrade, AI/innovation lab, emergency services 
network upgrades, electronic patient record improvements, smart stations, and national 
data resource collaboration.

He commented on the EMS server improvement programme, the development of an AI 
policy and ethics panel, and the launch of an innovation lab and mobile digital support hub 
for direct engagement with crews. Jonny also referenced the ongoing development of the 
MIQPR always-on report and stressed maintaining core digital services, including system 
uptime and resilience measures.

Jonny Sammut explained that the Trust was conducting a digital transformation self-
assessment to inform the Audit Wales digital deep dive. The self-assessment included a 
series of questions, and members were invited to provide comments and feedback. The 
submission deadline was in August, with results being reported at the next meeting for 
transparency. 
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Bethan Evans said the digital report was clear, praised the Trust's digital transformation 
goals, and highlighted the impressive ePCR visuals and "help desk on wheels" concept. She 
noted these will greatly enhance the Trust’s digital capabilities.

The Chair welcomed the report the update regarding AI and the current work being 
undertaken in this area. Additionally, on behalf of the Committee she extended formal 
congratulations to Jonny on his appointment as Chair of the Wales hub of the British 
Computer Society.

The Committee RESOLVED To Note the contents of the report, the Digital Directorate 
Deep Dive and the trends in the metrics presented.

58/25 INFORMATION GOVERNANCE REPORT

An update was given by Jonny Sammut:

1. Two projects progressed without initial Information Governance (IG) involvement; 
however, internal procedures identified this and paused their advancement to ensure 
appropriate support.

2. He highlighted ongoing AI risk management, noting a drafted notice on generative 
AI and the need for an NHS Wales-wide policy, given the proliferation of large 
language models.

3. Two accounts were compromised via a password spray attack, but multi-factor 
authentication prevented any network access or data compromise.

4. The phased reintroduction of copy and paste for ePCR was approved, aiming to 
improve usability, with close monitoring before broader rollout.

5. Mandatory IG training compliance reached over 90%. A series of letters were being 
sent to anyone whose training was 6 months or older with locality, managers being 
copied.

6. The 111 Wales website privacy policy was fully reviewed to support the virtual agent 
launch.

While it was assuring to see the compliance rate of IG training improve, the Chair inquired 
about the confidence levels that early involvement was recognised. Jonny Sammut was 
confident that the Trust has established the appropriate processes both at the IG and 
procurement levels. Each of these processes and procedures references IG, which 
encouraged early engagement. The existing processes were robust and going forward, the 
plan was to develop a broader IG awareness initiative beyond formal IG training with the 
aim to provide greater context for why these practices were important.

The Committee RESOLVED To Note the report.

59/25 RISK MANAGEMENT AND BOARD ASSURANCE FRAMEWORK REPORT

The Committee received the Risk and Board Assurance Framework (BAF) report noting that 
all risks have undergone their quarterly review, with no changes in scores. It was 
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emphasised that the highest rated risks were considered when setting the agenda ensuring 
that these were integrated into the papers and discussions throughout the meeting.

The current BAF was updated recently and reviewed by the ELT, with all risks reviewed 
within their designated timeframes. For the cyber risk (risk 260), detailed information was 
kept in the closed session due to sensitivity, but high-level details were included in the 
open paper.

The Committee acknowledged that Risk 542 (Decarbonisation) was a complex and 
multifaceted risk and challenging to mitigate given its nature and external dependencies; 
however, there was an aspiration to reduce this from a score of 16 to 8. Non-Executive 
Directors met with management recently to review this risk, and the ambition was to 
reframe it to focus on what was within the Trust’s control.

The Committee RESOLVED To Note:

1. The contents of the report.
2. The controls in place against the risks.
3. The actions described to further mitigate the risk.

60/25 INTERNAL AUDIT REPORTS 

The following Internal Audit reports were presented:

Capital Systems – Reasonable Assurance: Chris Turley stated that the capital systems 
internal audit received reasonable assurance and noted that every aspect of the audit had 
at least reasonable assurance. He mentioned that most recommendations were already 
completed, and that the management responses were provided. Osian Lloyd added that 
issues around interactions with procurement were a common theme across Wales and not 
entirely within the Trust's control.

Contract Management – Advisory Report: Chris Turley commented that the advisory 
report format was more beneficial than a different approach would have been. He confirmed 
the report was discussed at the Audit Risk and Assurance Committee (ARAC) and that the advisory 
format was appropriate. The main actions for the Trust arising from this had either been actioned or 
were in progress.

Emergency Communication Nurse System (ECNS) Implementation – Reasonable 
Assurance: Lee Brooks highlighted the need for better understanding and completion of 
benefits realisation. He emphasised that while there was evidence of benefit consideration, 
the report reinforced the importance of this process across all programmes of work.

Forecasting & Modelling – Reasonable Assurance: Hugh Bennett advised that the 
forecasting and modelling internal audit found reasonable structures in place and a strong 
culture of forecasting and modelling within the Trust. He acknowledged the need to tighten 
processes, which was already recognised at the start of the audit, and confirmed there were 
a series of agreed recommendations to deliver.
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Members noted that the audit reports had been presented by Internal Audit at the June 
ARAC meeting. All actions will be tracked for oversight by this committee

The Committee RESOLVED To note the following reports: Capital Systems, 
Contract Management, Emergency Communication Nurse System (ECNS) 
Implementation, and Forecasting & Modelling. 

61/25 POLICIES FOR APPROVAL

NHS Wales No Purchase Order No Pay Policy: Chris Turley explained that the No 
Purchase Order, No Pay Policy was a national NHS Wales policy requiring invoices to have a 
purchase order before payment. He stated the Committee was being asked to approve 
minor amendments to the policy, which had already been reviewed by the ARAC.

The Committee approved the updates to the NHS Wales No Purchase Order No Pay Policy. 

The Committee RESOLVED To approve the NHS Wales No Purchase Order No Pay 
Policy. 

62/25 AUDIT WALES URGENT AND EMERGENCY CARE – ARRANGEMENTS FOR MANAGING 
DEMAND REPORT

Lee Brooks presented the report which provided a timely and comprehensive assessment of 
the Trust’s response to ongoing pressures in urgent and emergency care and confirmed 
that robust plans were in place and beginning to deliver improvements. It was particularly 
relevant as the Trust continued to advance its Clinical Model Transformation Programme 
and work towards a more integrated model of care.

Key developments included the expansion of the clinical desk, deployment of advanced 
paramedic practitioners, and the introduction of rapid clinical screening and clinical 
navigators, which have increased remote resolution of 999 calls. Early signs from Connected 
Support Cymru were also promising. However, challenges persisted, particularly (at the time 
of the audit fieldwork) severe handover delays, fragmented data sharing with health boards, 
and inconsistent access to alternative care pathways. 

The report also identified persistent challenges that the Trust must continue to address:

1. Severe handover delays at Emergency Departments, with only 16% of patients 
handed over within the 15-minute target in February 2025.

2. A lack of joined-up data between the Trust and health boards, which limited the 
ability to track the full patient journey and evaluate the effectiveness of alternative 
pathways.

3. Inconsistent access to alternative services such as Same Day Emergency Care and 
Urgent Primary Care Centres, which undermined the Trust’s ability to divert patients 
from Emergency Departments.
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To support continued progress, the report made two key recommendations:

1. That the Trust work with partners to ensure the accuracy of information on the 111 
Wales website, particularly the symptom checker and contact details.

2. That the Trust collaborate with health boards to maintain accurate and up-to-date 
directories of service, ensuring staff can reliably access and refer to alternative care 
pathways.

The Trust has accepted both recommendations and have already taken steps to address 
them. Business cases have been drafted to improve governance and digital infrastructure, 
and discussions with Welsh Government were ongoing to secure the necessary funding and 
support.

In conclusion, this report affirmed that the Trust was on the right path. It validated the 
direction of the Clinical Model Transformation Programme and reinforced the importance 
of continued collaboration with partners across the health and care system. By addressing 
the challenges identified and implementing the recommendations the Trust can further 
reduce avoidable harm and deliver a more integrated and resilient urgent and emergency 
care service for the people of Wales.

Fflur Jones concurred with Lee Brooks' summary, acknowledging the constructive 
discussions that occurred during fieldwork and clearance. She emphasised the Trust's 
proactive approach, stating that the report accurately represented the Trust’s initiatives and 
its ongoing commitment to exerting influence where appropriate.

Hugh Bennett raised a minor detail within the report. It referred to a hospital conveyance 
rate of approximately 60%, based on 999 calls. To clarify, he believed this figure pertained 
specifically to responded incidents.

The Committee RESOLVED To note the Audit Wales Urgent And Emergency Care – 
Arrangements For Managing Demand Report.

63/25 COMMITTEE CYCLE OF BUSINESS MONITORING REPORT AND PRIORITIES UPDATE

Trish Mills advised the Committee that the Committee’s annual priorities were reviewed and 
were progressing well.   The Cycle of Business Monitoring Report noted that the Value 
Based Healthcare Report, due in May 205 has been deferred and will be the subject of a 
Board Development session to draw out the issues as they relate to the Trust, as agreed 
with the Chair and Liam Williams.

The Committee RESOLVED To note the update.

64/25 REFLECTION: SUMMARY OF DECISIONS AND ACTIONS

The Committee reflected that this meeting was a good example of where complex reports 
and business can be presented clearly and in such a way which draws out the pertinent 
elements, and there was a good balance of such matters at this meeting. Additionally, the 
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Chair reflected the positive impact of the new Ambulance Performance Framework and that 
the early notice of the financial risks, as highlighted in the alert section, was important.  
Jonny Sammut was congratulated for his recent appointment as the Chair of the BCS 
(Chartered Institute for IT) in Wales.

Meeting concluded at 13:30

  Date of Next Meeting: 16 September 2025



ACTION LOG - CURRENT
 FINANCE AND PERFORMANCE COMMITTEE

Action Date Agenda Item Action Note Responsible Due Date Progress/Comment Status
53/25 21 July 2025 Quality and Performance 

Management Framework (QPMF) 
Logic Benefits Map

In terms of the QPMF benefits map and the benefits measures it was agreed 
that the QPMF Steering Group would  consider this in further detail. It was 
agreed an update would be provided at the next meeting following 
discussion at the QPMG Steering Group.

Hugh Bennett 16 September 2025 Update for 16 September 2025
The QPMF Steering Group further considered this on 4 September.  
Whilst some amendments were agreed, both Hugh Bennett and 
Trish Mills would benefit from a discussion with the committee chair 
and Peter Curran on the mapping and the best way to represent 
benefit going forward.

Open
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EXECUTIVE SUMMARY 

This paper presents to the Committee the latest Financial Performance Report of the 

2025/26 financial year, the reported position as at Month 4 (July 2025). As is the more 

usual practice now, an update on the position to Month 5 (August 2025) will be 

presented to the meeting on 16th September 2025. 

The Committee is asked to review, comment, note and receive assurance on the 

financial position and 2025/26 outlook and forecast of the Trust, noting the risks to in 

year delivery in doing so. 

RECOMMENDED that the Committee: 

a) Notes and gains assurance in relation to the Month 4 revenue financial 

position and performance of the Trust as at 31st July 2025; 

b) Notes the delivery of the 2025/26 savings plan, and the context of this 

within the overall financial position of the Trust; 

c) Notes the capital programme for 2025/26, and 

d) Notes the Month 4 Welsh Government monitoring returns submission 

included within Appendices 1 – 2 (as required by WG). 
 

 

 

 

 

 

 

 

 

 

 

 

 

AGENDA ITEM No 5 

OPEN or CLOSED OPEN 

No of ANNEXES ATTACHED 3 
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KEY ISSUES/IMPLICATIONS 

Key highlights from the report for the Committee to note are: 

➢ The Trust is now reporting a revenue year to date deficit (£246k) for month 4 

2025/26; 

➢ In line with the balanced financial plan approved as part of the submitted  

2025-28 IMTP, the Trust is currently forecasting to breakeven by the 2025/26 

financial year end; 

➢ Capital expenditure plans continue to be progressed with plans to fully achieve 

in year; 

➢ In line with the financial plans that support the IMTP, gross savings of £2.884m 

have been achieved in month 4 against a target of £2.796m; 

➢ Public Sector Payment Policy is on track with performance, against a target of 

95%, of 98.7% for the number, and 99.0% of the value of non NHS invoices 

paid within 30 days 

 

REPORT APPROVAL ROUTE 

➢ EFG / ELT – 27th August 2025 – presentation on M04 financial position and 

updated year end forecast 

➢ FPC – 16th September – to note 

➢ Trust Board – 25th September 2025 – updated paper to provide M05 financial 

performance 
 

REPORT APPENDICES 

Appendices 1 – 2 – Monitoring return submitted to Welsh Government for month 4 – 

as required by WG 

Appendix 3 – Savings performance 

 

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 YES 

Environmental/Sustainability NA Legal Implications YES 

Estate NA Patient Safety/Safeguarding NA 

Ethical Matters NA Risks (Inc. Reputational) YES 

Health Improvement NA Socio Economic Duty NA 

Health and Safety NA TU Partner Consultation NA 
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WELSH AMBULANCE SERVICES UNIVERSITY NHS TRUST 

 

FINANCE & PERFORMANCE COMMITTEE 

 

FINANCIAL PERFORMANCE AS AT MONTH 4 2025/26 

 

INTRODUCTION 

 

1. This report provides the Committee with a summary of the revenue financial 

performance of the Trust as at 31st July 2025 (Month 4 2025/26), along with an 

update on the 2025/26 capital programme. 

 

BACKGROUND 

 

2. The key points to note in relation to the delivery of the Statutory Financial 

Targets for 2025/26 (1st April 2025 – 31st July 2025) are that: 

 

➢ The cumulative revenue financial position reported is an overspend against 

budget of £0.246m, based on some key assumptions consistent with that 

within the IMTP financial plan and the Board approved budget for 2025/26. 

The underlying year-end forecast for 2025/26 is currently a balanced position; 

 

➢ In line with the financial plans that supported the submitted Annual Plan 

within the IMTP for this financial year, gross savings of £2.884m have been 

achieved against a target of £2.796m;   

 

➢ Public Sector Payment Policy is on track with performance, against a target 

of 95%, of 98.7% for the number, and 99.0% of the value of non-NHS 

invoices paid within 30 days. 

 

3. Whilst any adverse movement in the financial position in month is not welcomed, 

the month 4 deficit of £49k does represent an improvement from that delivered 

as at the end of Q1. Not only is it a reduced run rate from the average monthly 

deficit as at month 3, the underlying position is even further improved when the 

fact that the full annual impact of the now expected funding shortfall in relation 

to Employers NI is considered. Some of the external in year pressures which have 

in large part driven the current YTD position have been previously reported 

through to both the Committee, and Trust Board, in July 2025. 

 

4. This Month 4 position does therefore give some positive signs for future months 

and the Trust’s ability to further slow this overspending position and potentially 

recover it before the year end. 
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5. This has in part been achieved through the delay in the timing of some elements 

of additional unavoidable costs commencing, some further improvements in 

variable pay spends, reduced sickness absence rates and the start of some impact 

of reduced handover delays (albeit mostly efficiency gains rather than cost 

reduction). The Trust’s Executive Finance Group (EFG) met on 30th July to further 

explore what other choices and options are available to further delay or reprofile 

spend through the next few months, again with a view of at the very least 

returning to a position of in month balance as soon as possible. Beyond this, 

recovering the YTD position by March 2026 will then be the next key priority and 

further updates on the ability to do so will be provided over the next couple of 

months.  

 

6. Given some of the above, we have again at this stage not reflected any change to 

the year end forecast, which remains at breakeven and one we will continue to do 

all that we possibly can to achieve. This is also in part to seek to ensure some 

consistency across NHS Wales in terms of how some of the external pressures 

continue to be treated. 

 

7. As we know, no plan, forecast or reported delivery at this stage of the financial year 

is risk free. The risks included in the Welsh Government Monitoring Return at 

Month 4 are set in line with the submitted IMTP and summarised later in this report. 

Accepting that it is still relatively early in the financial year, as we go through the 

next few months these will continue to be scrutinised and amended accordingly, 

with mitigations and management plans in place. However, given that as discussed 

above these risks now do reflect an element of the financial shortfall. 

 

REVENUE FINANCIAL PERFORMANCE – MONTH 4 2025/26 

 

8. The table below presents an overview of the financial position for the period 1st 

April 2025 to 31st July 2025. 

 

 
 

 

 

 

Annual 

Budget Budget Actual Variance

£000 £000 £000 £000

-319,051 -103,647 -103,519 128

235,446 77,638 77,143 -495 

63,257 20,303 20,825 521

298,703 97,941 97,968 26

20,349 5,706 5,798 92

0 0 246 246

Revenue Financial Position for the period 1st April - 31st July

Year to date

Income

Expenditure

Non-pay 

Total pay & non-pay expenditure

Depreciation & Impairments / interest payable & receivable

Total

Pay   
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Income 

 

9. Reported Income against the initial budget set to Month 4 shows an 

underachievement of £0.128m. 

 

Pay Costs 

 

10. Overall, the total pay variance at Month 4 is an underspend of £0.495m.  

 

Non-pay Costs 

 

11. The overall non-pay position at Month 4 is an overspend of £0.521m. In addition, 

for reporting purposes Depreciation, Impairment and interest is excluded from 

the above figure, overspend of £0.092m, hence the total overspend to budget of 

£0.246m. 

 

Savings 

 

12. As above, the 2025/26 financial plan identifies that a minimum of £8.500m of 

planned savings (including Income generation) are required to achieve financial 

balance in 2025/26, this equates to c2.7% of the Trusts discretionary income. Of 

this, £6.225m is recurrent and £2.275m is currently deemed non recurrent. 
 

13. Month 4 in month performance was, plan of £0.723m and £0.748m achieved, 

therefore an overachievement of £0.025m (recurrent overachievement of £0.067m 

and non recurrent underachievement of £0.042m), as per the below table. 

 

 
*Please note figures are rounded to the nearest whole number 

 

14. The split between savings and net income generation as at month 4 is shown on 

the below table. 

 

 
 

Annual

Plan Plan Actual Variance Plan Actual Variance Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000

Recurrent Schemes / Themes 6,225 534 601 67 2,038 1,975 -62 6,225 5,970 -255

Non Recurrent Schemes / Themes 2,275 190 147 -42 758 910 151 2,275 2,530 255

Overall Total 8,500 723 748 25 2,796 2,884 89 8,500 8,500 0

In Month Cumulative Forecast

Annual

Plan Plan Actual Variance Plan Actual Variance Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000

Savings (Cash releasing and Cost Aviodance) 8,350 719 743 24 2,780 2,867 88 8,350 8,450 100

Net Income Generation 150 4 4 0 17 17 0 150 50 -100

Accountancy Gains 0 0 0 0 0 0 0 0 0 0

Overall Total 8,500 723 747 24 2,796 2,884 88 8,500 8,500 0

In Month Cumulative Forecast
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15. Appendix 3 provides the overall detail for Month 4 by theme. This is now further 

split over recurring and non-recurring schemes. 

 

 

Financial Performance by Directorate 

 

16. Whilst there is an overall deficit reported at Month 4, there are also some small 

variances between Directorates, as shown in the table below, when compared to 

the budgets set at the outset of the financial year. Some of this is driven by staffing 

vacancies. These are fairly minor in nature, but they will be continued to be closely 

monitored. 

 

 
 

 

17. A brief commentary on significant key variances above is as follows:- 

 

➢ Most directorates broadly in line with budget plan for Month 4 with the 

exception of Trust reserves, Finance and Corporate Resources and Trust 

income. It is through these areas that the previously highlighted main drivers 

of the current YTD position are reported, as follows: 

➢ Core budgets set for Finance and Corporate resources at opening 

of the financial year are broadly balanced with the exclusion of the 

current cost pressure around Welsh Risk Pool (WRP) as follows. 

i. Forecasted Increase: The forecast spend in relation to the Welsh 

Risk Pool has increased by £42 million across Wales, over and 

above the £36 million already included in organisational plans. 

This leaves a balance to be covered across NHS Wales under the 

risk share agreement.  

ii. Provisions and Cases: At the end of March last year, there were 

£1.7 billion of provisions for 1,100 cases across NHS Wales. The 

increase in forecasted losses is attributed to additional court dates 

being opened up, possibly due to a backlog from COVID-19. This 

has led to more trials being booked earlier in the year, limiting the 

scope for settlements to move.  

Annual

Budget Budget Actual  Variance Tolerance 5%

£000 £000 £000 £000 %

Directorate

Operations Directorate 216,408 71,373 70,947 -426 -0.6%

Chief Executive Directorate 2,161 766 766 -0 0.0%

Board Secretary 671 211 210 -1 -0.3%

Partnerships & Engagement Directorate 614 184 183 -1 -0.4%

Finance and Corporate Resources Directorate 36,432 11,360 11,769 409 3.6%

Planning and Performance Directorate 3,005 937 915 -22 -2.3%

Quality, Safety and Patient Experience Directorate 7,070 2,305 2,248 -57 -2.5%

Digital Directorate 16,542 5,142 5,004 -138 -2.7%

People and Culture 6,286 2,013 1,960 -53 -2.6%

Medical & Clinical Services Directorate 6,301 1,916 1,925 8 0.4%

Trust Reserves 1,188 159 304 145 91.1%

Trust Income (mainly JCC) -296,677 -96,366 -95,984 382 0.4%

Overall Trust Position 0 0 246 246

Year to dateFinancial position by Directorate                       

@ 31st July
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iii. Impact of Personal Injury Discount Rate: The change in the 

personal injury discount rate in January was expected to shift 

claimant preference towards periodic payment orders rather than 

lump sums. However, this shift has not been observed, with some 

cases potentially settling for significantly higher amounts than 

forecasted.  

 

➢ Core budgets set for Income at the opening of the 2025/26 financial year 

included two main components 

➢ Income from main commissioner (JCC) for core services provision of 

EMS, Ambulance Care and 111 related services 

➢ Income from WG for the increased costs of the changes to Employers 

National Insurance from April 2025 which is where a cost pressure has 

emerged since Month 3. 

i. The rate of employer's National Insurance Contributions (NICs) 

increased by 1.2%, bringing it to 15%. The Employer's NI 

Secondary Threshold also decreased from £9,100 to £5,000. 

ii. Impact on WAST was a cost increase of c£4.69m and this was 

included in the opening financial plan with assumed full income 

coverage from WG.  

iii. Discussions in Deputy Directors of Finance in June 2025 via WG 

updates had flagged a potential funding shortfall of c7% (WAST 

risk of £0.330m) for NHS Wales organisations and hence based on 

this M3 ¼ of this (£0.082m) was included in the M3 financial 

reported position. 

iv. Further correspondence then received from WG in July 2025 

identified a much larger shortfall figure of c25% (c£1.2m) based 

on the full NHS Wales funding allocated for Employers NI, due to 

UK treasury funding being far less than the public sector costs.  

v. This has resulted in the Trust only being able to invoice WG for 

£3.540m. 

 

PUBLIC SECTOR PAYMENT POLICY PERFORMANCE (PSPP) 

 

18. Public Sector Payment Policy (PSPP) compliance to Month 4 was 98.7% against the 

95% WG target set for non-NHS invoices by number and 99.0% by value.  
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2025-26 INITIAL CAPITAL PROGRAMME 

 

19. As we are still in the relative early stages of the financial year the discretionary 

capital programme and resulting cashflows continue to be progressed. 

 

20. At Month 4, the Trust’s approved Capital Expenditure Limit (CEL) set by and agreed 

with WG for 2025/26 is £32.216m. This includes £26.268m of All Wales Approved 

schemes and £5.948m for Discretionary schemes.  

 

21. There is no suggestion at this stage of the financial year that this value won’t be 

spent in full. 

 

 
 

Actual Plan

£'000 £'000

All Wales Capital Programme:

Schemes:

ESMCP - Control Room Solutions 0 439

MDVS 0 2,080

Special Operational Response Teams (SORT) Enhancement Equipment 0 290

Welsh Ambulance Services NHS Trust – Vehicle Replacement Programme – 2025-26 2,003 22,452

TEF - Infrastructure 8 301

TEF - Decarbonisation 8 707

Sub Total 2,018 26,268

Discretionary:

I.T. 186 1,149

Equipment 36 250

Statutory Compliance 0 0

Estates (27) 4,350

Other 11 180

Unallocated Discretionary Capital 0 19

Sub Total 206 5,948

Total 2,224 32,216

Less NBV reinvested

Total Funding from WG 2,224 32,216
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RISKS AND ASSUMPTIONS 

 

22. As we progress through the financial year, we will continue to review the risks to 

ensure that the level of likelihood is assessed along with the financial value. 

Depending on the outcome of some of the issues highlighted elsewhere in this 

report, we may continue to move towards higher risks having to be reported, 

alongside ensuring that Trust Board and the Finance & Performance Committee 

remain fully appraised of such risks and any mitigating actions. 

 

23. There are a number of risks that need to be documented within this reported 

financial position, which aligns to that fully described within the financial plan 

submitted as part of the IMTP. 

 

24. It continues however that the risk of not achieving financial balance this financial 

year has increased over the last couple of months, and arguably more so in month 

4 with the full extent of the Employers NI funding shortfall being recognised. Whilst 

there continue to be further elements of mitigation that we can reasonably expect 

to be delivered between now and the end of the financial year, and we continue to 

explore any and all opportunities for more in this regard, it would not be reasonable 

at this stage to expect all of this to be able to be absorbed, and certainly not without 

some potential service impacts. This does all mean that we will then further have to 

deliver a reduced spend and manage existing plans to ensure that the Trust can 

continue to forecast a year end break even. Therefore, the Trust has included a 

figure of £1.000m at this stage (high risk).  

 

25. A low risk has been included around any JCC additional, in year, saving request. 

This is currently low at present; however, this is on the basis that the Trust has had 

no further direct contact from the JCC on any further ask. However, the Trust 

acknowledges this could be an increased risk should such an in-year request be 

made. It remains that our current breakeven forecast assumes the current level of 

core funding and savings (which are significant and challenging as they stand), 

supported as such by the JCC in our IMTP and financial plan, and in part is following 

the Trust receiving no additional funding for the Band 4 to 5 technician grade re-

banding. 

 

26. The risk associated with the non-delivery of the initial identified savings has now 

been removed, as the Trust continues to make good progress with these schemes. 

 

27. Given the pressures the Trust feels every winter, the Trust has included a figure of 

£1.000m to cover any unfunded winter pressures; this has been deemed as a low 

risk, based on support provided from Commissioners over recent years. 

 

28. The risk associated with the increase in handover delays (increase in overrun costs, 

due to HB reducing services) is included as £1.500m (low risk). 

 



Page 10 of 11 
 

29. The unquantified risk associated with the Manchester Arena Inquiry has now been 

excluded, however specifically from a finance only lens. Subsequent 

recommendations, both Capital and Revenue costs have been identified and if this 

recommendation is to be taken forward additional funding would be required in 

order to deliver. As previously noted, this has always been less of a financial risk, as 

only if funding were made available would the costs transpire. However, the risks 

to the services are much more than financial. 

 

30. Full consideration and management of all these risks will clearly be high on the 

agenda for the Trust Board and its relevant Committees, including Finance and 

Quality Committees. Alongside this, the risk of non-delivery of statutory financial 

duties continues to be included on the Trust’s Corporate Risk Register. 

 

RECOMMENDED that the Committee: 

e) Notes and gains assurance in relation to the Month 4 revenue financial 

position and performance of the Trust as at 31st July 2025; 

f) Notes the delivery of the 2025/26 savings plan, and the context of this 

within the overall financial position of the Trust; 

g) Notes the capital programme for 2025/26, and 

h) Notes the Month 4 Welsh Government monitoring returns submission 

included within Appendices 1 – 2 (as required by WG). 

 

 

 

 

Appendix 1  

 

Attached 

 

Appendix 2 

 

Ibabs reading Room 
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Appendix 3 

 

The first table is the total savings delivery, which is then broken down into that being 

delivered recurrently and non-recurrently in the subsequent two tables. 

 

 
 

Please note figures are rounded to the nearest whole number 

Welsh Ambulance Services NHS Trust

Savings Performance by Theme 25-26

Reporting Month 4

Annual

Plan Plan Actual Variance Plan Actual Variance Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000

Apprentice Income 50 4 4 0 17 17 0 50 50 0

Balance Sheet Flexibility 200 0 0 0 50 50 0 200 200 0

Commercialisation Opportunities 100 0 0 0 0 0 0 100 0 -100

Disposals 250 20 20 0 20 20 0 250 250 0

End of Shift Overrun 100 9 9 0 36 34 -2 100 98 -2

Fuel 230 20 150 130 79 232 153 230 417 187

Interest Receivable 516 43 -3 -46 172 79 -93 516 208 -308

Non Pay Local Schemes - Corporate 914 64 58 -6 255 215 -39 914 924 10

Non Pay Local Schemes - Operations 650 54 38 -16 211 168 -43 650 607 -43

Pay Cost Management (Variable / Net Vacancies) - Operations 3,140 312 316 5 1,191 1,152 -39 3,140 3,140 0

Pay Vacancy Management - Corporate 2,275 190 147 -42 758 910 151 2,275 2,530 255

Pay Vacancy Management - Corporate 25-26 75 8 8 0 8 8 0 75 75 0

Totals 8,500 723 748 25 2,796 2,884 89 8,500 8,500 0

Savings Performance by Theme 25-26 - Recurrent

Reporting Month 4

Annual

Plan Plan Actual Variance Plan Actual Variance Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000

Apprentice Income 50 4 4 0 17 17 0 50 50 0

Balance Sheet Flexibility 200 0 0 0 50 50 0 200 200 0

Commercialisation Opportunities 100 0 0 0 0 0 0 100 0 -100

Disposals 250 20 20 0 20 20 0 250 250 0

End of Shift Overrun 100 9 9 0 36 34 -2 100 98 -2

Fuel 230 20 150 130 79 232 153 230 417 187

Interest Receivable 516 43 -3 -46 172 79 -93 516 208 -308

Non Pay Local Schemes - Corporate 914 64 58 -6 255 215 -39 914 924 10

Non Pay Local Schemes - Operations 650 54 38 -16 211 168 -43 650 607 -43

Pay Cost Management (Variable / Net Vacancies) - Operations 3,140 312 316 5 1,191 1,152 -39 3,140 3,140 0

Pay Vacancy Management - Corporate 0 0 0 0 0 0 0 0 0 0

Pay Vacancy Management - Corporate 25-26 75 8 8 0 8 8 0 75 75 0

Totals 6,225 534 601 67 2,038 1,975 -62 6,225 5,970 -255

Savings Performance by Theme 25-26 - Non Recurrent

Reporting Month 4

Annual

Plan Plan Actual Variance Plan Actual Variance Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000

Apprentice Income 0 0 0 0 0 0 0 0 0 0

Balance Sheet Flexibility 0 0 0 0 0 0 0 0 0 0

Commercialisation Opportunities 0 0 0 0 0 0 0 0 0 0

Disposals 0 0 0 0 0 0 0 0 0 0

End of Shift Overrun 0 0 0 0 0 0 0 0 0 0

Fuel 0 0 0 0 0 0 0 0 0 0

Interest Receivable 0 0 0 0 0 0 0 0 0 0

Non Pay Local Schemes - Corporate 0 0 0 0 0 0 0 0 0 0

Non Pay Local Schemes - Operations 0 0 0 0 0 0 0 0 0 0

Pay Cost Management (Variable / Net Vacancies) - Operations 0 0 0 0 0 0 0 0 0 0

Pay Vacancy Management - Corporate 2,275 190 147 -42 758 910 151 2,275 2,530 255

Pay Vacancy Management - Corporate 25-26 0 0 0 0 0 0 0 0 0 0

Totals 2,275 190 147 -42 758 910 151 2,275 2,530 255

In Month Cumulative Forecast

In Month Cumulative Forecast

In Month Cumulative Forecast



 
 
              
 
 
 
 
 

Swyddfa Cyllid ac Adnoddau Corfforaethol 
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that corresponding in Welsh will not lead to a delay 

 
 

www.ambulance.wales.nhs.uk 

Pencadlys Rhanbarthol 
Ambiwlans a Chanolfan 
Cyfathrebu Clinigol 

Regional Ambulance 
Headquarters and 
Clinical Contact Centre 

Beacon House 
William Brown Close  
Llantarnam  
Cwmbran NP44 3AB 
Ffôn/Tel  
01633 626262 

 

Cadeirydd 
Chair: Colin Dennis 
 

Prif Weithredwr 
Chief Executive: Jason Killens 

Mrs A Hughes 
Head of NHS Financial Management 
Welsh Government 
North Wales NHS Financial Management  
Sarn Mynach 
Llandudno Junction 
LL31 9RZ          

13th August 2025 
 
Your ref:  
 
Dear Andrea, 
 
Re: JULY 2025 (MONTH 04 2025/26) MONITORING RETURN 
 
Please find attached the Monitoring Returns for the Welsh Ambulance Services University NHS Trust for July 2025.  
 
All automatic validation rules incorporated in the reporting template have been successfully passed.  
 
In line with our submitted IMTP, our opening budgets and financial plan for the year reflected the level of assumed 
funding, expenditure plans and savings requirement included and submitted and supported by our Commissioners 
and approved by the Trust Board in March 2025. 
 
The Trust’s performance against financial targets for month 04 2025/26 is as follows: - 

1. Actual Year to Date 2025/26 (Tables A, B & B2) 
 

Income assumptions reflect those agreed within the IMTP and are used to support cost pressures identified in the 
Trust’s detailed budget setting. The key funding assumptions at the outset of 2025/26 being that the 2024/25 funding 
is, where applicable, fully recurrent, and the 2025/26 funding will include: - 
 

➢ The nationally made available 1.77% uplift for core cost growth, which excludes any funding to meet the 
2025/26 pay award costs, (which will be subject to a future additional funding allocation); 

➢ Impact of previously agreed developments/other adjustments including income support, in line with support 

by Commissioners in previous and current IMTPs, along with funding for other nationally delivered projects.  

 
Included within the income assumptions is the full pass through of 2024/25 pay funding and an assumed level of 
funding for Employers National Insurance contribution increase for 2025/26 funding (see below); this wasn’t 
included in the month 4 payment from JCC and when the pay matrix is finalised it is assumed this will then pass 
through to the Trust. 
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The resulting reported performance at month 4 as per Table B, is a overspend against budget / deficit of £0.246m  
 
The reported total pay variance against plan as at month 4 is an underspend of £0.495m, set against the budgets.  
 
The non-pay position at month 4 is a reported overspend of £0.613m. 
 
Income at month 4 shows an underachievement of £0.128m. 
 
Whilst any adverse movement in the financial position in month is not welcomed, the month 4 deficit of £49k does 
represent an improvement from that delivered as at the end of Q1. Not only is it a reduced run rate from the average 
monthly deficit we ended up having to post YTD as at month 3, the underlying position is even further improved 
when the fact that the full annual impact of the now expected funding shortfall in relation to Employers NI is 
considered. This does give some positive signs for future months and the Trust’s ability to further slow this 
overspending position and potentially recover it before the year end. 
 
This has in part been achieved through the delay in the timing of some elements of additional unavoidable costs 
commencing , some further improvements in variable pay spends, reduced sickness absence rates and the start of 
some impact of reduced handover delays (albeit mostly efficiency gains rather than cost reduction). The Trust’s 
Executive Finance Group (EFG) met on 30th July to further explore what other choices and options are available 
to further delay or reduce spend through the next few months, again with a view of at the very least returning to a 
position of in month balance as soon as possible. Beyond this, recovering the YTD position by March 2026 will then 
be the next key priority and further updates on the ability to do so will be provided over the next couple of months. 
The EFG is due to meet again on 27th August. 
 
Given some of the above, we have again at this stage not reflected any change to our year end forecast, which 
remains at breakeven and one we will continue to do all that we possibly can to achieve. This is also in part to seek 
to ensure some consistency across NHS Wales in terms of how some of the external pressures continue to be 
treated, the WRP updated forecast in particular, plus noting the ongoing work requested of NWSSP in relation to 
this and to further understand the actual level of risk share that will eventually be incurred in relation to this in 
2025/26. 
 
It is also noted the issues highlighted in the month 3 response letter in terms of the way some of the unfortunate 
need to move to an in-year deficit position was reported through some of the submitted returns. We have sought to 
address what we can in relation to these and I know some in my team have also discussed with WG colleagues, 
as looking to present some of this in the way we needed to didn’t seem to be achievable in some of the tables, 
potentially throwing out validation errors. Hopefully these have been resolved now and I also trust that you will 
agree that the initial focus in the limited time we had for month 3 reporting, following the updates on some of the 
external cost pressure issues, was on ensuring we captured the impact bottom line on the Trust, in terms of YTD, 
forecast and risk stratification and, crucially immediately initiating actions internally in terms of what we would be 
able to do in response.  
 

2. Movement (Table A) 
 
The Movement table has been completed in accordance with the new guidance, incorporating the submitted Annual 
Plan (AOP) data.  
 
Following detailed conversation with the team the following (Action Points 3.2a-d) were addressed by revising 
table A and B2 to ensure the detail was able to be presented in the correct format. Following the conversation it 
was also agreed that given the way the Trust accounts for the WRP element, which differs from the HB’s that the 
Trust would need to use the free text sections (Action Point 3.1 & 3.3) 
 
The minor movements have been reversed in month 4 and incorporated via table B2 (Action Point 3.4) 
 
 

3. Underlying Position (Table A1) 
 
Table A1 has been adjusted to agree with Table A  
 

4. Risk (Table A2) 
 

Understandably this early in the financial year, the risks reported in Table A2 are still being fully assessed, but as 
we move through the next few months we will continue to review the risks to ensure that the level of likelihood is 
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assessed along with the financial value. Depending on the outcome of some of the issues highlighted elsewhere in 
this return, we may continue to move towards higher risks, as noted above, having to be reported, alongside 
ensuring that the Trust Board and the Finance & Performance Committee remain fully appraised of such risks and 
any mitigating actions. 
 
However, there are a number of risks that need to be documented within this reported financial position, which 
aligns to that fully described within the financial plan submitted as part of the IMTP.  
 
It continues however that the risk of not achieving financial balance this financial year has significantly increased 
over the last couple of months, and arguably more so in month 4 with the full extent of the Employers NI funding 
shortfall being recognised. Whilst there continue to be further elements of mitigation that we can reasonably expect 
to be delivered between now and the end of the financial year, and we continue to explore any and all opportunities 
for more in this regard, it would not be reasonable at this stage to expect all of this to be able to be absorbed, and 
certainly not without some potential service impacts. This does all mean that we will then further have to deliver a 
reduce spend and manage existing plans to ensure that the Trust can continue to forecast a year end break even. 
Currently it would have to be stated that there is a high risk of this not being achievable. 
 
A low risk has been included around any JCC additional, in year, saving request, this is currently low at present 
however this is on the basis that the Trust has had no direct contact from the JCC on any further ask. However in 
light of the comment contained in the month 1 reply letter, the Trust acknowledges this could be an increased risk 
should such an in-year request be made. However, it remains that our current breakeven forecast assumes the 
current level of core funding and savings (which are significant and challenging as they stand), supported as such 
by the JCC in our IMTP and financial plan, and in part is following the Trust receiving no additional funding for the 
Band 4 to 5 technician grade re-banding.  
 
The risk associated with the non-delivery of the green risks have now been removed, as the Trust continues to 
make good progress with these schemes. (Action Point 3.6) 
 
Given the pressures the Trust feels every winter, the Trust has included a figure of £1.000m to cover any unfunded 
winter pressures; this has been deemed as a low risk, based on support provided from Commissioners over recent 
years. 
 
Now excluded from the tables as requested is the risk relate to the costs associated with the Manchester Arena 
Inquiry, and subsequent recommendations, both Capital and Revenue costs have been identified and if this 
recommendation is to be taken forward additional funding would be required in order to deliver. As previously noted 
within the returns, whilst this is less of a financial risk as only if funding was made available would the costs transpire, 
however the risks to the services are much more than financial. (Action Point 3.5) 
 
Full consideration and management of all these risks will clearly be high on the agenda for the Trust Board and its 
relevant Committees, including Finance and Quality Committees. Alongside this, the risk of non-delivery of statutory 
financial duties has also been increased, alongside a more detailed review of this risk on the Trust’s Corporate Risk 
Register. 
 
Also in the opportunity table, is the possible VAT rebate for the Microsoft licences following the guidance around 
this, subject to additional advice, it is noted that some of this may be top sliced from DHCW to assist with the 
procurement of future Microsoft licenses. 
 

5. Monthly Profiles (Table B) 
 
This table has now been completed in full, and in accordance with the guidance. 
 
The forecasted expenditure is based on local intelligence and as can be seen from month 4 the Trust has in fact 
overspent compared with the previous forecast therefore it was correct to assume an increase in expenditure. 
(Action Point 3.6) 
 
Per month 3 return the Non-cash hasn’t been included at the close of the period however the Trust can now confirm 
this has been included in the ledger and return for month 4 (Action Point 3.7) 
 

6. Expenditure Movement (Table B2) 
 

Table B2 has been completed in accordance with the guidance,  
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7. Pay and Agency/Locum (premium) Expenditure (Table B3) 

 

Agency costs for month 4 totalled £0.103m. The current percentage of agency costs against the total pay figure 
remains very small, at 0.5%. This is to cover a small number of vacancies, in areas across the Trust which the Trust 
is having difficulties recruiting into, however it is hoped that some of these agency staff will be replaced by 
permanent staff in the near future. Forecasts have been updated to show expenditure stopping after September.  
 

8. Saving Plans (Table C, C1, C2 & C3)  

For month 4 the Trust is reporting planned savings (including Income generation) of £2.796m and actual savings 
of £2.884m. 
 
As can be seen from Table C3, the Trust overachieved its savings target in month 4 but it still forecasting to achieve 
the total original savings target for the year. As detailed above, this doesn’t take into account any further ask on the 
Trust to manage either the additional external cost pressure or reduction from assumed funding, or any additional 
in year ask via the JCC, 
 
Savings are monitored on a monthly basis and any changes or forecasted adjustments are reflected through the 
tables. (Action Point 3.9) 
 
The sheets have been amended for current and future months to include only whole numbers, however it should 
be noted that to remove the decimal places from the totals, adjustments have been included in month 12. (Action 
Point 3.10) 
 
 

9. Income/Expenditure Assumptions (Tables D, E and E1) 
 

These are set out in Tables D, E and E1. 
 
The Trust income assumptions are included within table E1, please note the JCC income figure quoted assumes 
the funding for the 24-25 pay award, however this is yet to be paid.  
 
The 25-26 pay award assumed funding has been included in the anticipated income section as requested in prior 
months, however this income nor expenditure is not profiled into the position, as it is assumed that it will have a net 
impact on the tables (Action Point 3.8) 
 
 

10. Statement of Financial Position and Aged Welsh NHS Debtors (Table F & M) 
 

Please note the April figures have now been amended to reflect the Audited accounts. (Action Point 3.11) 

 

At month 4 there was 5 invoices over 11 weeks, there are no issues with these invoices and expect them all to be 

paid in month 5. 

 

The Trust can confirm that invoice that made up part of the Agreement of Balances was paid during month 4 (Action 

Point 3.13) 

 

11. Cash flow (Table G) 
 

The cash flow has been completed in accordance with the guidance, included below is the details of ‘Other’ receipts 

and ‘Other’ payments as shown within lines 10 and 22 of Table G. 

 

 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total

£,000 £,000 £,000 £,000 £,000 £,000 £,000 £,000 £,000 £,000 £,000 £,000 £,000

RECEIPTS

other (specify in narrative)

CRU Income 16 12 15 13 13 13 13 13 13 13 13 13 160

Other Non NHS Income 329 268 293 135 266 266 266 266 266 266 266 270 3,157

Pensions Agency 0 0 0 0 0 0 0 0 0 0 0 0 0

Vat Refund 0 435 384 0 1,003 400 400 400 400 400 400 400 4,622

Risk Pool Refund 1,519 0 1,020 0 0 0 0 0 0 0 0 0 2,539

Total 1,864 715 1,712 148 1,282 679 679 679 679 679 679 683 10,478
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Due to the dates of the CEL being released and the closing of the ledger the revised CEL wasn’t incorporated into 

the month 3 return, the month 4 cashflow includes the most update released CEL figures (Action Point 3.12) 

 

12. Public Sector Payment Compliance (Table H) 
 

As per the guidance this had been completed for quarter 1. 

 

13. Capital (Tables I, J and K)  
 
The capital tables have been completed in accordance with the guidance. 
 
Works are ongoing with Programme managers to establish updated cash flows that reflect the profiles of approved 
projects now for this financial year, however at present schemes are progressing well, and more detailed updates 
will be provided as the financial year progresses. 
 
 

14. Committee to receive Financial Monitoring Return 
 

The Trust confirms that financial information reported in the monitoring return is entirely consistent with financial 

details reported internally, including details within Trust Board papers and that of its Committees. 

 

The month 4 Financial Monitoring Return will be presented to the Trust Board on 25th September 2025. 

 

Governance arrangements for formal sign off of the monitoring return narrative in the absence of the Director of 

Finance or Chief Executive will be delegated to their Deputies but in exceptional circumstances could be signed by 

a Senior Finance Manager and an Executive Director. Signatures on this return contain Edward Roberts, Interim 

Assistant Director of Finance and Rachel Marsh, Interim Chief Executive. 

 

15. Other Issues 
 
 
There are no other matters of major significance to draw to your attention at this stage. 
 
If you would like to discuss any matter included in this monitoring return letter or attached tables, please do not 
hesitate to contact me.  
 
 
Yours sincerely 
 

 
Edward Roberts 
Interim Assistant Director of Finance 
 
 

 
 

 
Rachel Marsh 
Interim Chief Executive 
 
Enc cc: 
Mr C Dennis, Chairman 
Non-Executive Directors Executive Directors 
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REPORT SUMMARY:  

[See writing and presentation guidance here to inform this section] 

1. The purpose of this paper is to provide Committee with an assurance update regarding the internal 

arrangements in place to implement and pilot the second phase of changes to the Ambulance 

Performance Framework. 

 

2. On 1st July 2025, the Trust successfully implemented the Phase 1 changes to the Ambulance 

Performance Framework for a 12-month pilot period. This involved replacing the previous ‘Red’ 

category with a new ‘Purple Arrest’, ‘Red Emergency’ and ‘RCS0’ call categories. This change was 

undertaken to provide greater emphasis on clinical outcomes over time-based targets, with a 

bundle of measures related to the ‘Chain of Survival’. 

 

3. Upon announcement of the Phase 1 changes described above, the Welsh Government led 

Ambulance Target Review group reconvened to review the remaining Amber and Green 

categories. 

 

4. The review found that the broad scope of the current Amber category does not allow for a 

nuanced response to truly time sensitive incidents, such as patients with symptoms of stroke, 

STEMI (a type of heart attack) and fractured hips. With increasing handover delays and higher 

volumes of ‘Red’ categorised incidents, Amber response times have increased. Furthermore, 

variation was identified in how ambulance performance is measured across the UK, with England 

and Scotland making use of a set of ‘Clinical Quality Indicators’ to measure patient experience and 

outcomes. 

 

5. Following consideration of the available clinical evidence and evidence relating to what matters 

most to patients & staff, the review group concluded new categories were required to replace the 

current Amber and Green categories. These three new response categories are: Orange Now, 

Yellow Soon and Green Planned, descriptions of which are shown in Table 1. 

Table 1: New Phase 2 Ambulance Categories 

Category Descriptor Types of Complaint  

ORANGE 

NOW   
Refers to incidents likely to need diagnostics and transport to 

hospital or specialist care e.g. a person in stroke or heart attack 

▪ Stroke 

▪ Heart attack 

YELLOW  

SOON 
Refers to incidents where further clinical assessment to support 

clinician decision making (remote or face to face) is required 

for discharge at scene and/or an alternative pathway, and/or 

planned transport to a treating facility. 

▪ Abdominal 

pain 

GREEN 

PLANNED 
Refers to incidents where there is high potential for the 

ambulance service to manage the care episode in its entirety or 

in collaboration with a community service or planned care 

provider. 

▪ Chest infection 

▪ Palliative care 

▪ Mental health 

▪ Urinary tract 

infection. 

https://nhswales365.sharepoint.com/:f:/r/sites/AMB-Intranet-Governance/Governance%20%20Integrated%20Governance%20Programme/2025-26%20Report%20writing%20guidance,%20published%2014082025?csf=1&web=1
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6. As seen for the new Purple Arrest and Red Emergency categories in Phase 1, a bundle of out of 

hospital care measures are being introduced for time-sensitive complaints, including stroke and 

STEMI. WAST will also report on the median and 90th percentile of response times in line with the 

Institute of Healthcare Improvement’s (IHI) advice for all three new categories. Table 2 below shows 

the full breakdown of the proposed measures. 

Table 2: New Measures for Ambulance Response Categories 

Category Measures 

ORANGE 

NOW   
▪ Median and 90th percentile of response of most appropriate resource 

▪ Stroke care bundle including call to door median and % arrival at a 

specialist site. 

▪ STEMI care bundle including call to door median and % arrival at 

specialist site. 

▪ Further measures to be developed over time. 

YELLOW  

SOON 
▪ Median response of most appropriate resource 

▪ 90th percentile. 

▪ % by disposition 

GREEN 

PLANNED 
▪ Median response of most appropriate resource 

▪ 90th percentile. 

▪ % by disposition 

7. The proposed changes to the Ambulance Performance Framework were accepted by the Cabinet 

Secretary for Health & Social Care in July. WAST has been requested to implement these changes 

by 1st December 2025. However, given of the proximity to winter pressures, the Trust is, if possible, 

seeking to go-live sooner. However, should 1st December not be achievable given a high 

dependency on the external CAD supplier to develop software changes, we would seek to go-live 

in February 2026 to maximise operational capacity on reducing patient risk during the busiest 

operational period. 

 

8. Phase 2 also includes the introduction of new screening codes RCS1-3 alongside RCS0. RCS1-3 

will be used as part of the Phase 2 pilot to support prioritisation of calls for screening based on 

the propensity of the presentation having high risk markers. During the transitional phase, RCS 

codes will be adapted from the current Amber 1, Amber 2 and Green code sets with further 

development due as the new model embeds. 

 

9. In preparation to introduce and operationalise Phase 2 of the Ambulance Performance Framework, 

the Trust has rapidly commenced detailed planning and implementation arrangements. To deliver 

the changes, a range of key packages of work have been identified and are being progressed at 

pace, including:  

9.1 Project Management & Delivery: The Task & Finish group established in Phase 1 remains in 

place to lead all aspects of operational delivery and performance reporting arrangements to 

successfully embed the changes for Phase 2.  
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9.2 Quality Impact Assessment (QIA) / Equality Impact Assessment (EqIA): A detailed QIA and 

EQIA have been developed and are currently being reviewed. Both impact assessments will be 

available to the Trust Board as part of the assurance paper submission.  

9.3 Data Definitions & Performance Reporting:  Development of key data definitions for the 

three new response categories is now complete. These were reviewed by key leads on 14th 

August 2025 and received support from commissioners prior to submission to the CAD supplier 

on 18th August 2025. This is in line with project timescales agreed for go-live for 1st December 

2025. 

9.4 Monitoring & Assurance: In addition to the key performance metrics for the new categories, 

a key requirement is to ensure that there are robust daily performance and quality reporting 

arrangements in place to monitor the patient safety and service delivery impacts of when the 

changes are introduced. Work is currently underway to develop the monitoring and assurance 

approach which will include both the requirements for quantitative performance and quality 

data, alongside qualitative patient level experience information. 

9.5 Operational Readiness: A significant amount of work is underway to ensure the operational 

readiness for the changes, including:  

▪ Technical CAD Development: Significant technical changes are required to the 999 CAD 

architecture to reflect the new categories. Urgent engagement has commenced with the 

external CAD supplier given this is the most significant risk for the success of the project. As 

a result, an additional layer of senior oversight and a specific process to streamline formal 

raising of any issues from either party has been introduced. Internal teams have prioritised 

data definition development to provide these to the supplier in accordance with deadlines 

set. 

▪ Operational Procedures: The same approach taken in Phase 1 to support systematic review 

and prioritised refresh of all relevant Standard Operating Procedures (SOPs) will be applied. 

Plans are in place to undertake this work, supported by a streamlined approval process 

where changes are made consistent with the category changes. 

▪ Staff Familiarisation & Training: A staff Familiarisation and Training plan will be created and 

delivered as seen Phase 1 to ensure that all staff directly affected fully understand the 

changes and the impact on their day-to-day role. 

9.6 Communications: Following positive feedback from the approach taken in Phase 1, the 

communications approach taken previously will be largely replicated for Phase 2. Key materials 

are now being reviewed and updated, again following a hybrid approach using different 

communication tools and collateral to maximise reach. 

9.7 Finance: There are currently no known direct financial implications for the Trust to enable 

the changes to be successfully implemented. Whilst not a dependency for Phase 2 of the 

performance framework, to fully realise the benefits of our integrated clinical services model, 

an options appraisal has identified a preferred option to have a combined remote assessment 

queue across both of our CAD systems. This has received support from CMT Programme Board 

and is due to be considered at Capital Management Board for final approval. 
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9.8 Risks: There are two high level risks with a risk score of 16 or over that have been identified. 

These relate to the ability of an external supplier to deliver the technical CAD changes and to 

the potential time constraints of establishing internal reporting. Both risks are being closely 

monitored and proactively managed.   

9.9 Evaluation: Implementation of Phase 2 changes will be independently evaluated as part of 

the broader comprehensive evaluation approach for the entire Clinical Model Transformation 

programme. The Trust is nearing completion of the procurement process to confirm the 

preferred external evaluation partner. 

10. Next Steps: Following consideration by the committee, the assurance report and copies of the QIA 

and EQIA (subject to separate governance processes) will be submitted to an extraordinary Trust 

Board meeting being arranged for Mid-October for assurance and endorsement to proceed with 

implementation of the phase 2 changes. Following completion of the Phase 1 and 2 pilots, the 

findings of the independent external evaluation will inform the next steps. If the new Ambulance 

Performance Framework is adopted permanently, consideration should be given to undertaking a 

further Demand & Capacity review given these changes, the wider changes being delivered by the 

Clinical Model Transformation programme and potential implications of the Wait-45 initiative. 

 

11. Wait-45 Initiative: A national handover taskforce has been established to oversee the 

recommendation from an independent Ministerial Advisory Group that no ambulance handover 

should exceed 45 minutes. A series of workshops are taking place in Q2 with WAST attendance 

for accelerated design and planning. 

 

RECOMMENDATION(S) 

See writing and presentation guidance here to inform this section 

1. Note that the QIA and EQIA are being developed, and each shall be subject to the appropriate 

quality governance mechanisms, and both shall accompany this paper at the time of final 

approval being sought from the Trust Board. The committee is asked to note that it may be 

necessary to make minor adjustments to this paper ahead of its final submission to Trust Board 

following the internal review process. It is requested that the committee allow for minor 

changes to this assurance paper prior to submission to Trust Board, providing any change does 

not materially alter the direction or outcomes. 

2. Endorse onward submission to Trust Board, confirming that the Committee is assured that 

the organisational preparedness meets with the appropriate requirements to implement the 

changes safely and effectively. 

3. Endorse that the Ambulance Performance Framework (phase 2) proceed to implementation, 

with oversight of implementation be provided by the Clinical Model Transformation Board.  

 

 

https://nhswales365.sharepoint.com/:f:/r/sites/AMB-Intranet-Governance/Governance%20%20Integrated%20Governance%20Programme/2025-26%20Report%20writing%20guidance,%20published%2014082025?csf=1&web=1
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ADDITIONAL PAPER(S) 

Set out here any annexes. See writing and presentation guidance here regarding materiality and use of the Reading 

Room 

Appendix 1 – Phase 1 Ambulance Performance Framework Trust Board Paper 

Appendix 2 – Letter from Welsh Government – 14/07/2025 

Appendix 3 – WAST Response to Letter from Welsh Government 

Appendix 4 – New Ambulance Performance Framework Explainer Document 

 

Governance and assurance checks to support decision-making and demonstrate 

alignment and risk mitigation 

STRATEGIC OBJECTIVE(S) THIS REPORT SUPPORTS 

Narrative here (select all that apply) [link to objectives and what good looks like] 

☒ SO1:  Providing the right care or advice, 

in the right place, every time 

☒ SO2: Enabling our people to be the best 

they can be 

☐ SO3: Being at the forefront of 

innovation and technology 

☐ SO4: Developing services in collaboration 

☒ SO5: Being quality driven and clinically 

led 

☐ SO6: Delivering exceptional value 

 

RISK(S) THIS REPORT MITIGATES 

Where relevant note the local, directorate, corporate or BAF risk number 

Corporate Risks (BAF) 223 & 224 

 

 

HEALTH & CARE QUALITY STANDARD(S) THIS REPORT SUPPORTS 

Quality Domains (select all that apply) [link to standards] 

☒ Safe ☒ Timely ☒ Effective 

☒ Efficient ☒ Equitable ☒ Person Centred 

Quality Enablers (select all that apply) [link to standards] 

☐ Leadership ☒ Workforce ☐ Culture 

☐ Information ☐ Learning Improvement 

and Research 

☒ Whole Systems Approach 

 

WAST WELLBEING OBJECTIVE(S) THIS REPORT SUPPORTS 

Narrative here (select all that apply) [link to goals] 

☐ A socially responsible and 

inclusive employer 

☒ An innovative and 

sustainable organisation 

☒ A pro-active, accessible 

and equitable care provider 

☐ n/a ☐ n/a ☐ n/a 

 

https://nhswales365.sharepoint.com/:f:/r/sites/AMB-Intranet-Governance/Governance%20%20Integrated%20Governance%20Programme/2025-26%20Report%20writing%20guidance,%20published%2014082025?csf=1&web=1
https://nhswales365.sharepoint.com/:b:/s/CORPORATEGOVERNANCETEAM/EYnDp519mGVArBSrYnUa08sBvJc-bjyMa0sp8J958mlqmA?e=RMXScn
https://performanceandimprovement.nhs.wales/health-and-care-quality-standards/
https://performanceandimprovement.nhs.wales/health-and-care-quality-standards/
https://ambulance.nhs.wales/files/publications/strategies-and-plans/our-wellbeing-objectives-focused-on-the-future-final-bilingual-pdf/
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IMPACT ASSESSMENTS FOR CONSIDERATION 

Where a strategic decision is being sought, an Equality Impact Assessment must 

accompany this paper.   You may need to do other impact assessments also so please refer 

to this signpost document here for further details. 

Does this paper require an impact 

assessment 

☐ No    

☒ Yes 

If yes, what impact assessment is attached This change requires the completion of a 

Quality Impact Assessment (QIA) and Equality 

Impact Assessment (EQIA). Both impact 

assessments are being taken through the 

respective governance and approvals routes 

and will be available for inclusion in the 

assurance paper being presented to Trust 

Board.   

APPROVAL/SCRUTINY ROUTE 

Date Person/Group/Committee 

26/08/2025 Call Flow Categorisation Group  

08/09/2025 Clinical Model Transformation Programme Board 

16/09/2025 Finance and Performance Committee  

22/09/2025 Strategic Transformation Board  

October (date tbc) Extraordinary Trust Board (being arranged for Mid-Oct) 

SITUATION 

1. The purpose of this paper is to provide Committee with an assurance update 

regarding the internal arrangements to implement and pilot the second phase of 

changes to the Ambulance Performance Framework, in addition to providing an 

update on the Wait-45 initiative. 

BACKGROUND 

2. On the 1st July, the Trust successfully implemented the Welsh Government 

endorsed Phase 1 changes to the Ambulance Performance Framework for a 12-

month pilot period and subsequent evaluation. These changes included the 

introduction of a Purple Arrest, Red Emergency and RCS0 call categories, 

replacing the previous ‘Red’ call category. Further information is provided in the 

WAST Trust Board Phase 1 Assurance Paper (see Appendix 1). 

 

3. Initial data on the first phase of changes to the Ambulance Performance 

Framework was released on the 21st August. For patients in cardiac arrest for 

whom resuscitation was attempted, 21.4% had a return of spontaneous circulation 

https://nhswales365.sharepoint.com/:b:/r/sites/AMB-Intranet-Governance/Governance%20notices/2025/2025-002%20-%20Corporate%20Governance%20Notice%20-%20Impact%20Assessments%20(210225).pdf?csf=1&web=1
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(ROSC) at the time of arrival to hospital. There was a total of 814 calls categorised 

as Purple Arrest (2.3% of all calls) and 4,449 calls categorised as Red Emergency 

(12.6% of all calls). The median response times for Purple Arrest and Red 

Emergency calls were 7 minutes and 35 seconds, and 8 minutes and 47 seconds 

respectively. 

 

4. Upon announcement of the Phase 1 changes, the Welsh Government led 

Ambulance Target Review group reconvened to review the remaining Amber and 

Green categories to ensure that they are fit for purpose and support improved 

clinical outcomes and patient experience.    

 

5. Details of the current Amber and Green categories are shown in Table 3. There are 

no formal time standards/targets set by Welsh Government for these categories. 

Welsh Government currently publish the combined call volume and combined 

median response times for Amber 1 and 2 calls. 

 

6. The Amber 1 & 2 call categories are the largest category by volume and account 

for circa 70% of all 999 reported incidents. The volume and broad scope of 

‘complaints’ included in the Amber category can lead to challenges responding 

to these calls, with patients often experiencing long delays for an ambulance 

response. 

 

Table 3: Current Amber and Green categories  

Category Descriptor Types of Complaint  Response Standard 

Amber 1 

& 2 

 

Serious but not 

immediately life-

threatening 

incidents 

Most medical and trauma cases 

including: 

▪ Chest pain 

▪ Fractures 

▪ Most types of stroke 

▪ No current time 

standards/targets. 

Green Neither serious nor 

life-threatening. 

▪ Minor injuries. 

▪ Generally unwell. 

▪ Earache 

▪ No current time 

standards/targets. 

ASSESSMENT 

National Ambulance Target Review Task Group 

7. The National Target Review Task Group was re-established to lead the Phase 2 

review of the Amber and Green Categories with the responsibility of putting 

forward recommendations to the Cabinet Secretary for Health & Social Care on 

the future Ambulance Performance framework for these categories. 
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8. The Task Group, led by Welsh Government included a broad mix of senior experts 

including policy leads, statisticians, ambulance commissioners and operational / 

clinical leaders with ambulance and pre-hospital emergency care experience. The 

Trust was represented by senior executive directors including Rachel Marsh, Andy 

Swinburn, Liam Williams and Lee Brooks.  

 

9. This second phase of the review process considered the available evidence from 

across the UK and internationally to inform the proposed changes for the Amber 

and Green categories. The high-level findings of the review were as follows: 

 

▪ The current Amber category accounts for the majority of total 999 calls (around 

70%). Whilst the number of incidents categorised as Amber has remained fairly 

stable, a higher volume of ‘Red’ incidents and increasing handover delays have 

reduced resource availability. This has increased Amber response times. 

▪ The broad scope of the current Amber category does not allow for a nuanced 

response to incidents that are truly time sensitive, such as patients with symptoms 

of stroke, STEMI (heart attack) or fractured hips. 

▪ Ambulance response time performance is measured and reported differently 

across the UK and internationally. All other UK nations (excluding Wales) use an 

outcomes-driven approach to ambulance performance frameworks. In England 

and Scotland, a set of ‘Clinical Quality Indicators’ measure patients’ experience and 

outcomes. 

▪ WAST indicates an average time of 2.5 hours for stroke responses from a 999 call 

being received to a response arriving on scene, which is the highest of all UK 

nations. 

▪ Response times for STEMI patients are also higher in Wales than in other UK 

nations, with the Welsh Cardiovascular Society identifying avoidable harm as a 

result of increased times for response and treatment. 

New Ambulance Performance Framework (Phase 2)  

10. Following careful consideration, the task review group concluded that changes to 

the Amber and Green categories were required and proposed three new response 

categories, for patients requiring a face-to-face response including new ‘Orange 

Now’, ‘Yellow Soon’ and ‘Green Planned’ categories. 

 

11. The Orange Now category is for time-sensitive incidents that are likely to need 

diagnostics and transport to hospital or specialist care (e.g. stroke). The aim is for 

rapid arrival at a specialist or emergency care facility as soon as possible. As such, 

it is anticipated that dispatch would occur within 1 hour of an incident being 

categorised as Orange Now. 
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12. The Yellow Soon category will include cases where attendance at scene is required 

for further clinical assessment which could support remote clinical decision 

making to an alternative care pathway, and/or discharge at scene, and/or planned 

transport to a treating facility (e.g. a patient with abdominal pain). This category 

seeks to prevent unnecessary escalation of care through a view of supporting 

patients to remain in the community. 

 

13. The Green Planned category will include those cases which have a high potential 

for the ambulance service to manage the care episode in its entirety or in 

collaboration with a community service or planned care provider e.g. chest 

infection, palliative care, mental health or UTI. This category aims to ensure the 

right resource attends for the need of the patient in a planned way. This may 

include managing the incident for a period of time within the system whilst 

awaiting the ideal clinical response to become available. 

Table 4: Phase 2 New Ambulance Categories   

Category Descriptor Types of Complaint  

ORANGE 

NOW   
Refers to incidents where patients are likely to need 

diagnostics and transport to hospital or specialist care 

e.g. a person in stroke or heart attack 

▪ Stroke 

▪ Heart attack 

YELLOW  

SOON 
Refers to incidents where further clinical assessment 

to support clinician decision making (remote or face 

to face) is required for discharge at scene and/or an 

alternative pathway, and/or planned transport to a 

treating facility. 

▪ Abdominal 

pain 

▪ Lower leg 

fracture. 

GREEN 

PLANNED 
Refers to incidents where there is high potential for 

the ambulance service to manage the care episode in 

its entirety or in collaboration with a community 

service or planned care provider. 

▪ Chest infection 

▪ Palliative care 

▪ Urinary tract 

infection 

Orange Now Category Measures 

14. As seen in Phase 1 of the ambulance target review group’s recommendations, it 

was agreed that there should be more emphasis on measuring patient outcomes 

rather than solely on median response times for incidents.  

 

15. The first phase found that response time targets alone do not provide the right 

focus on truly improving patient care. For instance, prioritising rapid response 

vehicles for stroke victims to meet the target, despite these vehicles being unable 

to transport patients for treatment, could cause delays and impact outcomes. As 

a result, the Orange Now category includes a bundle of out-of-hospital care 

measures for time-sensitive complaints (see Table 5 for a full breakdown).  
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16. Transitioning to the publication of call-to-door times and eventually to call-to-

treatment times for conditions such as stroke and STEMI will enhance 

transparency on the entire system’s focus on outcomes, aligning with health and 

care quality standards. 

 

17. Although there will be no time-based target initially, this will be reviewed after 12 

months to consider if such a target would add value. This pilot approach will be 

supported by a thorough evaluation to determine if time-based targets would 

contribute to improved outcomes and experience.  

 

18. In line with advice from the Institute of Healthcare Improvement (IHI), WAST will 

report on the median and 90th percentile of response for all categories. This is a 

change from the current position whereby statistics published by Welsh 

Government only include a combined median response time for Amber 1 and 2 

calls. 

Table 5: Orange Now measures  

Category Measures 

ORANGE 

NOW  

▪ Median and 90th percentile of response of most appropriate resource 

▪ Stroke care bundle including call to door median and % arrival at a 

specialist site. 

▪ STEMI care bundle including call to door median and % arrival at 

specialist site. 

▪ Further measures to be developed over time. 

Yellow Soon Category Measures 

19. For the Yellow Soon category, it is recognised that a prompt response is required 

to minimise pain/discomfort and prevent deterioration. A response will also assist 

with gathering further information to inform appropriate care planning. 

Therefore, it is anticipated that dispatch of a resource would occur within four 

hours of a call being categorised as a Yellow Soon incident. 

 

20. As with current Amber and Green categories, there will not be set response time 

targets for the Yellow Soon or Green Planned categories. WAST will report on the 

following measures for the Yellow Soon category:  

Table 6: Yellow (Soon) measures 

Category Measures 

YELLOW 

SOON 

▪ Median response of most appropriate resource 

▪ 90th percentile. 
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▪ % by disposition 

Green Planned Category Measures 

21. The aim of the Green Planned category is to ensure patients receive the right 

response based on clinical need which could be for a see and treat/refer pathway 

or conveyance to a definitive care centre away from the Emergency Department 

(e.g. Minor Injury Unit). Responses will be in a timeframe that is most appropriate 

for the nature of the planned response and may exceed four hours (e.g. for 6 

hours overnight whilst waiting for an Advanced Paramedic Practitioner to be 

available to respond). The planned nature of this category will also allow for 

multiple contacts as appropriate to support the safe delivery of care. This may be 

via the Remote Integrated Care Service to remotely monitor the patient condition, 

supported by our volunteer network providing face to face contact and/or 

undertaking observations to inform decision making. 

 

22. WAST will report on the following measures for the Green Planned category:  

Table 7: Green (Planned) measures 

Category Measures 

GREEN 

PLANNED 

▪ Median response of most appropriate resource 

▪ 90th percentile. 

▪ % by disposition 

 

Welsh Government Approval 

23. The proposed changes were approved by the Cabinet Secretary for Health & 

Social Care. The Trust received formal correspondence of this by letter from Welsh 

Government on 14th July 2025 (Appendix 2). 

 

24. The Cabinet Secretary’s letter requested that the Trust implement the changes by 

the 1st December 2025. Feasibility of the proposed implementation date has been 

considered by the executive team and key leads who have noted the potential 

challenges and risks associated with making the changes in close proximity of 

winter pressures and during our busiest months of the year. The Trust recognises 

the additional challenge this could pose, and as such will seek to go live sooner 

than 1st December, if possible. This carries a high dependence on the external 

supplier to make the technical changes required to the CAD system. Should the 

original deadline not be achievable, we would seek to go live in February 2026 to 

avoid additional strain on operational capacity during the busiest period. This 

option has been presented to the Cabinet Secretary for consideration, and the 

Trust is awaiting a formal decision (Appendix 3).  
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25. We are awaiting further guidance from Welsh Government and NHS Wales Joint 

Commissioning Committee on the length of the pilot of the second phase of 

changes to the performance framework and how this may link to the first phase. 

 

Internal Screening Categorisation Codes 

26. Our Integrated Clinical Services Model adopts a ‘screen first’ approach for all calls, 

except for those categorised as Purple Arrest or Red Emergency (i.e. patients in or 

at high risk of cardiac or respiratory arrest). 

 

27.  Phase 1 of the Ambulance Performance Framework introduced a new RCS0 code 

to prioritise incidents from the previous Red category that were deemed suitable 

for Rapid Clinical Screening. 

 

28. Phase 2 will see the introduction of new screening codes RCS1-3 alongside RCS0. 

RCS1-3 will be used as part of the Phase 2 pilot to support Clinical Navigators in 

prioritising calls for screening based on the likelihood of the presentation 

(propensity) having high-risk clinical markers. Table 8 lists the new RCS categories. 

  

Table 8: New Rapid Clinical Screening Codes 

Category Descriptor Measures  

RCS1 High propensity for high-risk markers ▪ Median time to clinical 

screening. 

▪ Median time to clinical 

consultation. 

▪ % outcome 

RCS2 Medium propensity for high-risk markers 

RCS3 No/low propensity for high-risk makers. 

29. The new RCS codes will also be used for prioritisation of remote assessment 

internally to promote uniformity in categorisation across the service. This has 

been agreed at the Clinical Prioritisation Assessment Software (CPAS) group. For 

external reporting of 111 activity, cases categorised internally as RCS1 will 

continue to be reported externally as P1. This also applies to RCS2/P2 and 

RCS3/P3. 

 

30. During the transitional phase of the model, the RCS codes will be adapted from 

the current Amber 1, Amber 2 and Green code sets. This will form an initial 

approach for delivery of the new screening codes. There will be further continuous 

review and development based upon an evidence-based quality improvement 

approach that will respond to findings as the new model embeds. 
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Wider Internal Categorisation Changes: Time-Purpose-Skill 

31. Categories from both Phase 1 and Phase 2 form part of our broader changes 

towards a more integrated clinical services model. The five new categories address 

the important ‘Time’ element for colleagues to identify urgency and priority. 

 

32. However, the ‘Purpose’ of a response is also key to providing the most effective 

and appropriate resource. The ‘Purpose’ of a response will be based on the 

anticipated outcome, either for ‘Face-to-Face’ (F2F) assessment or to ‘Convey’. 

This will assist Resource Coordinators in identifying the most suitable resources 

based upon the need for attendance. 

 

33. The third aspect of ‘Skill’ provides the Resource Coordinator with an indication of 

the most appropriate skillset a patient would require, guiding the most optimal 

resource choice. This could provide a range of resource options or identify the 

need for specialist clinicians (e.g. APP or Mental Health Practitioner). Overall, this 

promotes effective resource utilisation and supports patient care remaining in the 

community. 

 

34. Time-Purpose-Skill classification will be undertaken by the Clinical Navigator 

reviewing the incident or by the Integrated Care Clinician in RICS passing the 

incident to the dispatch queue. 

 

35. The figure below demonstrates how Time-Purpose-Skill is applied in practice. 
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36. This concept will continue to develop and be subsequently formally implemented 

as we further transform our services towards a more integrated clinical services 

model. We wait to understand how this can be integrated into the CAD system by 

our supplier.  

 

WAST Preparedness 

37. This section of the paper provides a progress update across the preparatory work 

underway to implement and embed the Phase 2 changes.  

 

38. Overall, the planning and project delivery areas are progressing well and are on 

track for the proposed go-live date of the 1st December. All key work streams have 

been identified, and plans are either in place or being developed, with actions 

being assigned to key leads. 

 

39. As with Phase 1, there remains a high dependency on the external CAD system 

supplier (MIS) to deliver the technical system changes in readiness for go-live (this 

is further explored in the Technical Development section).  

 

Project Management & Delivery  

40. The Task & Finish group (T&F Group) project delivery arrangements for Phase 1 

remain in place and are taking forward the responsibility of leading the detailed 

planning, implementation and delivery of Phase 2.  

 

41. The Executive Sponsor for the group remains in place for Phase 2 with Lee Brooks 

(Executive Director of Operations) continuing in this role. There is however a 

change to the Senior Responsible Owner (SRO) with Ceri Griffiths (Deputy Director 

of Remote Clinical Care) stepping into this role. We would like to put on record 

our thanks to the Phase 1 SRO Gregory Lloyd for his outstanding leadership 

during the implementation of Phase 1 and to all colleagues who were involved in 

delivering the changes.  

 

42. The T&F group continues to include a broad range of internal WAST leads 

covering the breadth of expertise required for this work along with external 

representatives from the Commissioning team.  The T&F group continues to meet 

weekly with the full suite of project management processes and support in place. 

In line with best practice project governance, the Terms of Reference have been 

reviewed and updated to reflect the required changes for Phase 2.   

Governance Process 
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43. The Call Categorisation T&F group continues to report to the Emergency 

Response work stream as part of the broader Clinical Model Transformation (CMT) 

programme structure.  

 

44. To ensure robust internal governance arrangements, all of the key outputs from 

the work stream that require formal review & approval will be submitted to the 

following groups, Call Categorisation T&F group, Clinical and Quality Governance 

Group (CQGG), Clinical Priority Assessment Group (CPAS) for incident 

categorisation changes and Clinical Model Transformation (CMT) Programme 

Board. Key risks and issues that may impact the successful delivery of the work 

will be escalated by the Executive Sponsor / SRO through the formal CMT 

Programme channels.  

 

45. To ensure that that the Joint Commissioning Committee (JCC) is robustly sighted 

and assured on the planned changes, it has been agreed that the assurance paper 

will be shared with the Director of Commissioning for Ambulance Services and 

111 following Trust Board to inform the JCC Board.  

 

46. In the Cabinet Secretary’s letter, the Trust was required to respond to the 

implementation timescales by the 31st July and confirm the conclusion of the 

development of the data definitions by the 30th September. The Trust completed 

the data definitions and submitted these to the system supplier and 

commissioners by 18th August 2025. There is no formal requirement to submit the 

monitoring and assurance plan for Phase 2, despite this being a requirement for 

Phase 1. For transparency the Trust has offered to share this information with 

Welsh Government if requested.    

 

Impact Assessment  

47. A comprehensive Quality Impact Assessment (QIA) is being undertaken on the 

Phase 2 changes. This assessment has been conducted in collaboration with key 

work stream leads. The QIA has been reviewed and endorsed by the T&F group 

and will be reviewed by the Clinical Advisory Group (CAG) on the 16th Sept and 

then CQGG on 22nd September. The QIA will be submitted to an extraordinary 

Trust Board with the assurance report for Phase 2 in October.   

 

48. As part of the Trust’s commitment to embedding Equality, Diversity and Inclusion 

(EDI) across its transformation agenda, an Equality Impact Assessment (EQIA) has 

been developed for the Emergency Response work stream. This has been 

conducted with support from organisational EQIA experts and key leads from the 

work stream. The EQIA will include and give full consideration to the impact of 

the phase 2 changes along with the wider pieces of work being led by the group. 
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The EQIA has been reviewed by the T&F group and SRO and will be submitted to 

CAG for endorsement. A copy of the EQIA will be available for submission with 

the assurance report to extraordinary Trust Board as outlined above.   

Technical CAD System Development & Data Definitions  

49. Significant technical changes are required to the 999 CAD architecture to reflect 

the new categories. Urgent engagement has commenced with the external CAD 

supplier (MIS) who have confirmed the allocation of dedicated developer capacity 

to undertake the technical changes to the CAD. 

 

50. The technical CAD changes are the most critical and highest risk factor to the 

success of the project. To effectively mitigate this risk an additional layer of senior 

oversight has been built into the supplier relationship arrangements to ensure a 

‘tight’ grip and increased expediency of issue resolution. These arrangements 

include weekly meetings between WAST project leads and technical supplier 

experts and a fortnightly executive level meeting. A revised process to raise 

‘issues’ has also been put into place which will flow direct to a senior MIS manager 

and formally logged.     

 

51. Technical changes are also required to the CAD in Integrated Care to reflect the 

internal change of categorisation from P1/2/3 to RCS 1/2/3. These changes are to 

be made by our CAD administration teams internally and are not dependent on 

the system supplier. Enacting this change has been factored into readiness plans. 

 

52. The detailed data definitions for the new Orange Now, Yellow Soon and Green 

Planned categories have been produced and were reviewed by key leads on the 

14th August 2025. These were submitted to commissioners on the same day who 

provided support, allowing for submission to our CAD system supplier on 18th 

August 2025. This is in accordance with the agreed project timescales between 

WAST and MIS for go-live by 1st December 2025. The data definitions received 

retrospective approval from the Call Categorisation Group on 19th August 2025 

and will be received by the CMT Programme Board on 8th September 2025. 

 

53. The Information and Data Services (IDS) team have continued to prioritise this 

work and the development of the performance reporting processes. The team has 

been organised into two sub-team. The first team are continuing to concentrate 

on the completion of the remaining actions for Phase 1 which is on track and no 

reported issues), and the second team are working on the Phase 2 changes.    
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Monitoring & Assurance  

54. A key requirement in readiness for go-live is to ensure that there are robust daily 

performance and quality reporting arrangements in place to monitor the patient 

safety and service delivery impacts of the changes. An overview of the monitoring 

and assurance arrangements will be shared with Welsh Government for 

information.   

 

55. Work is currently underway to develop the monitoring and assurance approach 

which will include both the requirements for quantitative performance and quality 

data alongside qualitative patient level experience information. This will include 

detailed operational level reporting and performance information (e.g., Splash 

reports). This work has also been prioritised by the IDS team to ensure that there 

is full accessibility to the right performance data to ensure the changes and 

impacts can be effectively and proactively monitored.    

 

56. Fortnightly quality and safety assurance meetings will be held with the JCC and 

WAST from the outset of delivery of phase two to track progress against all new 

measures, including those not captured within the performance framework. These 

arrangements will be scaled back accordingly as confidence is established. Future 

monitoring will be led by the JCC.  

 

Operational Readiness 

57. Considerable work is also required, aligned to the changes undertaken as part of 

the Phase 1 implementation plan to ensure operational teams are well prepared 

and ready for go-live. This includes a review of key operational procedures, 

process familiarisation and training for all staff directly impacted by the changes.  

 

58. Explainer Document: A detailed explainer document has been developed outlining 

the objectives, developments, and anticipated outcomes of Phase 2, as WAST 

continues its drive for improved emergency response and clinical effectiveness 

(Appendix 4).  

 

59. Operational Procedures: The same approach adopted during Phase 1 to support 

the systematic review and refresh of all of the operational Standard Operating 

Procedures (SOPs) will be applied for Phase 2. This work has already commenced 

with operational colleagues. Plans are in place to undertake this work at pace over 

the coming months and SOPs will be reviewed in priority order, supported by a 

streamlined review and approval process.  
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60. Staff Familiarisation & Training: A similar approach to that taken in Phase 1 will 

be repeated for Phase 2 to develop the staff familiarisation and training plan. 

Once data definition development has been completed, a full training need 

analysis for specific roles, creation of materials, and subsequent delivery of 

training will be planned & undertaken. This will ensure all operational teams fully 

understand the changes and the impact on their day-to-day role. 

 

Communications (Internal & External)  

61. The changes outlined for Phase 2 will require effective communication across a 

broad range of internal and external stakeholders to ensure they are appropriately 

informed and understand the changes to the Ambulance Performance 

Framework.  

 

62. Following the completion of the Phase 1 changes, the Trust received positive 

feedback from a small sample of stakeholders regarding the communication 

materials.  This feedback has helpfully informed the decision to largely replicate 

the approach for the Phase 2 communication plan.     

 

63. Work has commenced to refresh the internal and external communications plans 

which will continue to be managed and delivered by the P&E work stream with 

key materials being reviewed by the Call Categorisation T&F Group and signed 

off by the CMT Programme Board. 

 

64. The communication plans will adopt a hybrid communications approach and will 

include a range of tailored communication materials including FAQs, letters, 

briefing packs, videos and social media content to maximise its reach and describe 

the changes in an easy and understandable way. All public facing information will 

be created bi-lingually and will be available on the website. 

 

65.  It is understood that Welsh Government will maintain the position that WAST 

holds the delegated responsibility to manage the communications approach in 

line with the position for Phase 1. Key materials will be shared with Welsh 

Government for sighting and comment to ensure policy alignment with the key 

messaging prior to formal release.      

 

Evaluation  

66. Implementation of the phase 2 changes will be independently evaluated as part 

of the broader evaluation approach for the entirety of the Clinical Model 

Transformation programme. The evaluation will include an assessment of the 
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patient, service and system impacts considering a broad range of qualitative and 

quantitative data.   

 

67. The Trust is nearing the completion of the procurement processes to confirm the 

preferred external partner. Work will then commence to finalise the evaluation 

work portfolio and key evaluation priorities.      

Finance   

68. There are currently no known direct financial implications for the Trust to enable 

the Phase 2 changes to be successfully implemented. The technical system 

changes on the CAD, as with Phase 1, are covered within the development 

arrangements with the supplier (MIS) with no additional costs as the changes are 

policy and Welsh Government led.   

 

69. Whilst this is not a dependency for the implementation of Phase 2, it is important 

to note that there has been additional investment approved by the Executive 

Finance Group (EFG) to increase the Band 6 Integrated Care Clinical workforce by 

up to 12FTEs from November, which is expected to return to establishment by the 

new financial year.    

 

70. Whilst not a dependency for Phase 2, as part of broader changes for the 

integrated clinical services model, an £138k capital and £42k recurrent revenue 

cost is required to adopt a combined remote assessment queue across both CAD 

systems. An options appraisal identified this as the preferred option to provide 

the safest and most consistent care for all patients and improves internal 

efficiencies. Identification of this as the preferred option has been supported at 

CMT Programme Board and is due for consideration at Capital Management 

Board on 12th September for financial approval. 

Risks 

71. The changes to the Ambulance Performance Framework will form part of the 

broad suite of mitigating actions against corporate risks 223 (The Trust’s inability 

to reach patients in the community causing patient harm and death) and 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).   

 

72. As part of the project arrangements, the T&F group regularly review and assess 

the associated risks. There are two high level risks with a risk score of 16 or over. 

One is related to the ability of an external supplier to deliver the technical CAD 

changes described in the system developments section (see paragraph 50).  
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73. The other risk relates to potential time constraints of establishing internal 

reporting for these changes. This work is being prioritised by the Insights and 

Data team with a timeline to be produced that ensures those reports required 

prior to go-live will be available. 

Table 9: Project Risk Log (High Level Risk only) 

 

 

 

Wait 45 Initiative 

74. In October 2024, the Cabinet Secretary for Health and Social Care announced 

appointment of an external independent Ministerial Advisory Group (MAG) on 

Performance and Productivity in NHS Wales. The MAG published a series of 

recommendations in April 2025, one of which was to adopt a maximum 

ambulance handover time of 45 minutes by October 2025. This recommendation 

was partially accepted by Welsh Government, noting the need to explore 

feasibility of the timescale proposed. 

 

75. In response, the NHS Wales Leadership Board launched a national handover 

taskforce to oversee delivery of the programme of work that will take a clinical 

collaborative approach to handover improvement. Liam Williams (Executive 

Director of Quality and Nursing) and Andy Swinburn (Executive Director of 

Paramedicine) represent WAST as members of this group. 

 

76. Each health board will host an accelerated design workshop in Q2 to support 

development of plans to achieve the 45-minute maximum ambulance handover 

time expectation. Arrangements have been made for operational, clinical and 

planning leads from WAST to attend each of these workshops. 
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RECOMMENDATION 

Committee is asked to: -  

77. Note that the QIA and EQIA are being developed, and each shall be subject to 

the appropriate quality governance mechanisms, and both shall accompany this 

paper at the time of final approval being sought from the Trust Board. The 

committee is asked to note that it may be necessary to make minor adjustments 

to this paper ahead of its final submission to Trust Board following the internal 

review process. It is requested that the committee allow for minor changes to this 

assurance paper prior to submission to Trust Board, providing any change does 

not materially alter the direction or outcomes. 

 

78. Endorse onward submission to Trust Board, confirming that the Committee is 

assured that the organisational preparedness meets with the appropriate 

requirements to implement the changes safely and effectively. 

 

79. Endorse that the Ambulance Performance Framework (phase 2) proceed to 

implementation, with oversight of implementation be provided by the Clinical 

Model Transformation Board.  

NEXT STEPS 

80. Following consideration by the committee, the assurance report and copies of the 

QIA and EQIA will be submitted to an extraordinary Trust Board meeting being 

arranged for Mid-October for assurance and approval to proceed with 

implementation of the phase 2 changes. 

 

81. Following completion of the phase 1 & 2 pilots, the findings of the independent 

external evaluation will inform the next steps and subsequent actions that may be 

required to permanently adopt the changes.  

 

82. If the outcome of the evaluation determines that the new Ambulance 

Performance Framework should be implemented on a permanent basis 

consideration should be given to undertaking a further Demand & Capacity 

review. This would be a prudent approach considering the significant changes to 

the Ambulance Performance Framework, wider changes being delivered by the 

Clinical Model Transformation Programme and the potential system and 

operational implications following the implementation of the Wait 45 initiative. 

Undertaking this work would be consistent and in-line with the Trust’s approach 

of undertaking regular strategic modelling of demand and capacity requirements.      
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EXECUTIVE SUMMARY

The purpose of this paper is to provide the Trust Board with an update and assurance 
regarding the internal arrangements to pilot changes to the Ambulance Performance 
Framework from the 1st July 2025, following the announcement by the Cabinet 
Secretary for Health and Social Care Services in March (see appendix 1). 
The 8-minute ambulance response target has been in place in Wales since its 
introduction in 1974. Across the UK and internationally there is significant variation in 
how ambulance services are currently measured, whilst maintaining the traditional 
time-based response target.
Following discussion by the Health & Social Care Committee, it was recommended 
that a review was undertaken regarding the ‘appropriateness’ of the current 8-minute 
target. In response, Welsh Government convened an Ambulance Target Review group 
to consider the available evidence and put forward proposals for future ambulance 
targets. 
The review found that there is a lack of clinical evidence to support the link between 
the ‘8-minute’ target and clinical outcomes. There was, however, clear evidence linking 
improved clinical outcomes and the ‘Cardiac Chain of Survival.’   
The review group agreed that a more balanced approach is required, aligned to the 
‘Chain of Survival,’ with a greater focus on clinical outcome and quality measures, 
rather than just a ‘time based’ response target.
A range of options were considered, and the preferred option put forward a proposal 
to split the current Red category into separate categories (1) Purple Arrest and (2) Red 
Emergency. By segmenting the categories, it allows bespoke condition-specific clinical 
outcome measures to be developed, supporting the shift away from the emphasis on 
response targets.
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Table 1: New Ambulance Categories & Measures  
Category Descriptor Types of Complaint 
PURPLE 
ARREST  

ARREST: Refers to incidents where a person is 
in cardiac or respiratory arrest.

▪ Cardiac arrest
▪ Respiratory arrest

RED 
EMERGENCY  

EMERGENCY: Refers to incidents where a 
person is at risk of cardiac or respiratory arrest. 

▪ Choking
▪ Major trauma

Category Measures
PURPLE 
ARREST 

Purple: cardiac arrest ‘bundle’ of measures
▪ % of people to have a heartbeat restored after a period of cardiac 

arrest which is subsequently retained until arrival at hospital (Return 
Of Spontaneous Circulation)

▪ Time of call handler to commence CPR instructions
▪ Time to defibrillator at scene /patient side
▪ Median response time target range of 6-8 minutes
▪ 90% receive an ambulance response within 20 mins

RED 
EMERGENCY

▪ Clinical performance indicators (to be developed)
▪ Median ambulance response time target range of 6-8 minutes
▪ 90% receive an ambulance response within 20 mins

The proposed changes to the Ambulance Framework were accepted by the Cabinet 
Secretary for Health & Social Care in March. It was agreed that the changes would be 
tested for a 12-month pilot period commencing on the 1st July 2025. A decision 
regarding the permanent introduction of the changes will be subject to the findings 
of a detailed evaluation.
In preparation to introduce and operationalise the new Ambulance Performance 
Framework the Trust has rapidly commenced detailed planning and implementation 
arrangements. The implementation arrangements are progressing well and on-track 
in readiness for the changes to go-live on the 1st July.
To deliver the changes, a range of key packages of work have been identified and are 
being progressed at pace, including: 

Project Management & Delivery: a Task & Finish group has been established to 
lead all aspects of operational delivery and performance reporting 
arrangements to successfully embed the changes. 
Quality Impact Assessment (QIA) / Equality Impact Assessment (EqIA): a detailed 
Quality Impact Assessment has been undertaken on the changes to the 
ambulance performance framework. The QIA is currently being finalised in 
readiness for submission to CQGG on the 12th May. A CMT programme wide 
EqIA has been drafted and is currently in the review stage in readiness for 
submission to the CMT Programme Board on the 6th May.  
Data Definitions & Performance Reporting:  Strong progress has been made to 
review and develop all the technical data definitions that make up the new 
categories. The development of the data definitions is a key dependency to 
build the data reporting systems to ensure effective reporting systems are in 
place for the new measures. This critical work has been prioritised by the 
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Information and Data Services (IDS) team who will be leading the development 
of the performance reporting processes.
Monitoring & Assurance: In addition to the key performance metrics for the new 
categories, a key requirement is to ensure that there are robust daily 
performance and quality reporting arrangements in place to monitor the 
patient safety and service delivery impacts of when the changes are introduced. 
Work is currently underway to develop the monitoring and assurance approach 
which will include both the requirements for quantitative performance and 
quality data alongside qualitative patient level experience information.
Operational Readiness: A significant amount of work is underway to ensure the 
operational readiness for the changes, including: 
▪ Technical CAD Development: Significant technical changes are required to 

the 999 CAD architecture to reflect the new categories. Early engagement 
has commenced with the external CAD supplier and work is continuing at 
pace to finalise the technical specification. Given the importance and 
complexity of this area of work, and the reliance on an external supplier, this 
element of the preparatory work has been flagged as a potential risk to the 
overall delivery of the changes. All mitigatory actions are in place and the 
Trust will maintain close and regular dialogue with the supplier to monitor 
and oversee delivery of this work.

▪ Operational Procedures: A full review of the Operational Standard Operating 
Procedures (SOPs) has been undertaken with over 30 SOPs requiring 
revision. Work is underway to work through the changes to the SOPs in 
priority order which will be supported by a streamlined approval process 
where changes are made consistent with the category changes.

▪ Staff Familiarisation & Training: A staff Familiarisation and Training plan is 
being developed to ensure that all staff directly affected by the changes 
fully understand the changes, the impact on their day-to-day role and that 
they receive any required training. 

Communications: Detailed communications plans are in development setting   
out how the Trust will effectively communicate the changes with both internal 
staff and volunteers, and also externally with the public, wider stakeholders and 
partner organisations. The plans adopt a hybrid approach using different 
communication approaches, tools and collateral to maximise its reach.
Finance: There are currently no known financial implications for the Trust to 
enable the changes to be successfully implemented. 
Risks: There is one high level risk with a risk score of 16 or over that has been 
identified. This is related to the ability of an external supplier to deliver the 
technical CAD changes described in the operational readiness section. This risk 
is being proactively managed by the Trust with close monitoring and regular 
dialogue to track progress and foresee any potential issues.
Evaluation: As part of the wider changes to the Integrated Clinical Services 
Model, the Trust along with Commissioners are working jointly to procure an 
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independent external partner to undertake a detailed and comprehensive 
evaluation. A key aspect of the evaluation process will focus upon evaluating 
the impact of the changes to the ambulance performance framework following 
the introduction of the Purple Arrest and Red Emergency categories. 
Next Steps: Following completion of the initial Welsh Government led review of 
the current ‘Red’ performance target, the Ambulance Target Review group has 
been reconvened to undertake a second phase of the review, to consider the 
performance framework for the remaining Amber and Green categories. This 
review work has commenced and is projected to conclude in two months. The 
findings will be presented to the Cabinet Secretary for Health and Social Care 
for consideration and approval. 

Recommendations
Trust Board is asked to: - 

1. Note the requirement for the Trust to alter its model of service delivery and 
reporting to meet Welsh Government instructions.

2. Confirm that the Board is assured that the organisational preparedness meets 
with the appropriate requirements to implement the changes safely and 
effectively.

REPORT APPROVAL ROUTE

Executive Director review 
Clinical Transformation Programme Board (CMT) (7th May 2025)

REPORT APPENDICES

Attachment 1: Cabinet Secretary for Health & Social Care ‘New Emergency 
Ambulance Performance Framework’ letter 
Attachment 2a & 2b:  Trust Board Briefing Paper: Proposals to ‘evolve’ the Clinical 
Services Model & SBAR

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) x Financial Implications x
Environmental/Sustainability x Legal Implications x
Estate x Patient Safety/Safeguarding x
Ethical Matters x Risks (Inc. Reputational) x
Health Improvement x Socio Economic Duty x
Health and Safety X TU Partner Consultation x
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SITUATION
3. The purpose of this paper is to provide the Trust Board with an update and 

assurance regarding the internal arrangements to pilot changes to the Ambulance 
Performance Framework from the 1st July 2025, following the announcement by 
the Cabinet Secretary for Health and Social Care Services in March (see appendix 
1). 

BACKGROUND 

999 Ambulance Targets (Red) 

4. In 1974 the 8-minute ambulance response target was introduced by ORCON 
(Operational Research Consultancy) as a standard for monitoring ambulance 
service performance across the United Kingdom and subsequently adopted by a 
number of countries internationally. 

5. The 8-minute ambulance response target is for the highest acuity ‘Red’ 999 calls 
encompassing conditions such as Cardiac Arrest or Choking where there is an 
‘immediate threat to life’ therefore requiring an immediate ambulance dispatch 
and ‘blue light’ response. 

6. The current Welsh Government (WG) performance target for emergency 
ambulance response in Wales is 65% arrival within 8 minutes.

Table 1: Current Red Ambulance Response Target 
Category Descriptor Types of Complaint Response Standard
Red Immediately life-

threatening 
incidents

▪ Choking
▪ Cardiac arrest
▪ Respiratory arrest
▪ Major haemorrhage
▪ Breathing problems

▪ 65% of emergency 
responses to arrive within 
8 minutes (Pan Wales)

▪ 60% within 8-minutes at a 
local Health Board level

7. Historically the Trust has delivered mixed performance against the 8-minute 
ambulance response target. Following the introduction of the new ‘Clinical 
Response Model’ in 2015 the Trust performed well against the target, however 
performance has since fallen below the 65% target and was last met in June 2020. 
The factors impacting ambulance response times and target attainment are 
complex and well-documented.

Health & Social Care Committee Recommendation

8. During a review of ambulance performance, the Senedd’s Health & Social Care 
Committee (H&SC) discussed the broader system challenges impacting 
ambulance service provision and the limitations associated with the current 8-
minute ambulance performance target. 
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9. As a result, the H&SC Committee published a series of recommendations in Aug-
24 to enable improvement. One of the recommendations, accepted by the 
Cabinet Secretary for Health and Social Care, was to ‘review the existing national 
target for ambulance response, and to determine whether it is still appropriate.’

WAST Integrated Clinical Services Model 

10. In parallel to the H&SC Committee recommendations, a briefing paper was 
presented to a closed Trust Board meeting in Sep-24 outlining the emerging plans 
to ‘evolve’ WAST’s Clinical Response Model to improve clinical outcomes and 
reduce the current levels of ‘avoidable’ harm as a result of delays receiving 
definitive care. This was considered by Board in advance of the briefing being 
shared with the Joint Commissioning Committee (JCC).

11.The briefing paper provided an overview of the proposed changes to support the 
shift from the current service model centred on ‘ambulance response,’ towards an 
‘Integrated Clinical Services Model’ bringing together the three core services (111, 
EMS and Ambulance Care) to maximise patient and system benefits.

12.The briefing paper set out the approach to safely manage and resolve more 999 
calls without requiring an ‘ambulance’ dispatch. A key aspect of the model is the 
introduction of a new process called Rapid Clinical Screening to enable earlier 
clinical review of 999 calls to determine the most ‘appropriate’ care options to 
best meet patient need. In addition to this, the paper set out an early description 
of the establishment of the Remote Integrated Care Service (RICS) which seeks to 
leverage the benefits of remote clinicians in both 111 and the 999 Clinical Support 
Desk (CSD) into a single function and maximise the ability to manage more care 
remotely.

13.As part of the early development of the clinical model, consideration was given to 
the potential challenges of the current ambulance targets and limitations of the 
time-based performance measure. An early ‘WAST position’ on the opportunities 
to develop more clinically focussed metrics was presented in the briefing paper. 

ASSESSMENT 

National Ambulance Target Review Task Group 

14. In response to the H&SC Committee recommendation, a National Ambulance 
Target Review Task Group was established. The task group was responsible for 
leading the review, considering the available evidence and putting forward a 
preferred recommendation to the Cabinet Secretary for Health & Social Care on 
the future Ambulance Performance framework. 
 

15.The Task Group, chaired by WG, included a broad mix of expert leads including 
policy leads and statisticians, ambulance commissioners, and senior clinicians with 
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experience of ambulance and pre-hospital emergency care. WAST membership 
included senior executive directors (Rachel Marsh, Andy Swinburn and Liam 
Williams). 

16.The first phase of the review process considered the available evidence base to 
understand the history, challenges and opportunities for change. The review 
process adopted a mixed methodology approach and considered expert insight, 
population survey data, literature reviews and data modelling. The high-level 
findings of the review found the following: 

▪ Wales remains the only UK nation to retain an 8-minute response time target;
▪ There is wide international variation in ambulance performance frameworks;
▪ No clinical evidence available to make the link between an 8-minute ambulance response 

and improved patient outcomes. 
▪ Questioned the clinical efficacy of binary ‘time based’ targets and clinical outcomes 

whereby the response could exceed 8 minutes however the patient's life could be saved. 
▪ Clear evidence that outcomes can be improved through timely interventions known as 

the ‘Chain of Survival’ for people in out of hospital cardiac arrest;   
▪ The existing Red category has ‘broadened’ over time, resulting in the inefficient use of 

precious ambulance resources. This can result in an immediate ambulance dispatch to 
people who initially appear seriously ill but later transpire to be well enough to be 
discharged at scene without transport to hospital. These patients are subject to the same 
8-minute target as a person with a clear clinical need for an immediate response in 
minutes e.g. a person in cardiac arrest. 

New Ambulance Performance Framework 

17.Following careful consideration of the available evidence, the task review group 
concluded that the current 8-minute ambulance target is not ‘fit for purpose’ and 
that a ‘new’ performance framework should be developed. 

18. It was agreed that a more balanced approach would be required, with a greater 
focus on clinical outcome and quality measures, which will have a greater 
significance for patient care, rather than just a ‘time based’ response target. 

19. It was recognised that the current ‘Red’ category had broadened overtime in 
terms of the level of acuity, reaching circa 15% of all verified 999 incidents. The 
current category includes patients with an immediate threat to life and patients 
with a less acute presentation that may not require an immediate ambulance 
dispatch. This prompted a discussion about the importance of improving clinical 
outcomes for patients in cardiac / respiratory arrest and it was agreed that future 
measures should be built around the ‘Chain of Survival,’ with the goal of 
improving ‘Return of Spontaneous Circulation’ (ROSC) and subsequent survival to 
hospital discharge. 
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Fig 1: Cardiac Chain of Survival                              Fig 2: Old & New Categories 

20.  A range of options were considered and the 
preferred option put forward a proposal to split the 
current Red category into three separate categories.

21.The Purple Arrest category includes cardiac / respiratory arrest only. By 
segmenting these conditions, it enables them to be measured differently with 
targeted clinical outcome measures aligned to ROSC and the Chain of Survival.

22.The Red Emergency category includes other life-threatening complaints 
(previously in the old ‘red’ category) that require an immediate emergency 
ambulance response. These calls are no less important than the Purple Arrest 
category calls and would be placed on the same queue and dispatched in time 
order. This separation allows more targeted clinical outcome measures to be 
developed specific to the type of presenting complaint.

23.The RCS0 category whilst outside of the scope of the new ambulance targets,  will 
include the remaining conditions from the previous Red category that have been 
deemed suitable for rapid clinical screening (where a clinician may listen live to 
the incident, or become involved as soon as the call has concluded, and 
determines the appropriateness for further clinical assessment or a face to face 
response).   

Table 2: New Ambulance Categories  
Category Descriptor Types of Complaint 
PURPLE 
ARREST  

ARREST: Refers to incidents where a person is in cardiac 
or respiratory arrest.

▪ Cardiac arrest
▪ Respiratory arrest

RED 
EMERGENCY 

EMERGENCY: Refers to incidents where a person is at risk 
of cardiac or respiratory arrest. 

▪ Choking
▪ Major trauma

RCS0 RCS0: incidents that have been deemed suitable for rapid 
clinical screening. 

▪ Breathing problems
▪ Allergy

Purple Arrest Category Measures  

24.The Purple Arrest category includes a bundle of measures focused upon 
improving clinical outcomes for patients in cardiac or respiratory arrest (see table 
3 below for a full breakdown). 

25.The overarching clinical outcome measure for the Purple Arrest category is the %  
of Return of Spontaneous Circulation (ROSC) along with key measures across each 
link in the chain of survival. These clinically focussed measures will shift the 
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emphasis from speed of a WAST response to a broader system response focussed 
on clinical effectiveness and improving patient outcomes. 

26.By measuring the chain of survival, it emphasises the importance of the societal 
role in helping to ‘save a life’ through bystander CPR and the availability and 
utilisation of Public Access-Defibrillators (PADS), alongside the ambulance 
response and timely clinical intervention.

27.The organisational transition of Save a Life Cymru (SALC) into WAST will be a 
catalyst to deliver targeted and demonstrable improvement across each of the 
‘links’ in the chain of survival. The expected outcome will mean more lives will be 
saved and the overall %ROSC rates in Wales should increase from current levels 
of circa 20%, to more comparable levels in other leading countries (e.g., over 40% 
ROSC rate in the Netherlands).

28. In addition to the clinical outcome measures, the speed of response will continue 
to be monitored. A median response time target of 6-8 minutes will be introduced 
alongside a back stop target of 90% of Arrest calls to receive a response within 
20 minutes. 

Table 3: Purple (Arrest) measures 
Category Measures
PURPLE 
ARREST 

Purple: cardiac arrest ‘bundle’ of measures
▪ % of people to have a heartbeat restored after a period of 

cardiac arrest which is subsequently retained until arrival at 
hospital (Return Of Spontaneous Circulation)

▪ Time of call handler to commence CPR instructions
▪ Time to defibrillator at scene /patient side
▪ Median response time target range of 6-8 minutes
▪ 90% receive an ambulance response within 20 mins

Red Emergency Category Measures

29.The Red Emergency category includes immediately life-threatening incidents 
where there is a risk of cardiac or respiratory arrest if help does not arrive quickly 
and includes choking, major haemorrhage or major trauma.

30.A bundle of clinical measures will be developed for this category. 

31. In addition to the clinical measures, this category will also report against the same 
two time-based measures included in the Purple Arrest category to ensure there 
is parity in ambulance response. 

Table 4: Red (Emergency) measures 
Category Measures
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RED 
EMERGENCY

▪ Clinical performance indicators (to be developed)
▪ Median ambulance response time target range of 6-8 minutes
▪ 90% receive an ambulance response within 20 mins

RCS0 Category Measures

32.Further work is required to develop the key measures for the RCS0 category. This 
work is aligned and dependent upon the planned review of the remaining Amber 
and Green categories. Further information is provided in the next steps section.

Welsh Government Approval 

33.The proposed changes were presented to the Cabinet Secretary for Health & 
Social Care in Jan-25 for consideration. The proposals were approved and formally 
announced on the 11th March and presented to the Senedd receiving positive 
support across political parties. 

34. It was agreed that the changes would be piloted for a 12-month period 
commencing on the 1st July 2025. A decision regarding the permanent 
introduction of the changes would be subject to the findings of the evaluation.

WAST Preparedness

35.The breadth of preparatory work and organisational changes required to embed 
the new ambulance performance framework, in less than three months, cannot 
be understated. This section of the paper details the key areas of planning and 
preparatory work underway to enable the successful implementation of the new 
performance framework for go-live on the 1st July.

36.Overall, the planning and project delivery areas are progressing well and on track 
for the go-live date. All key work streams have been identified, and plans are 
either in place or being developed, with key actions being assigned to key leads.

37.There remains a high dependency on delivering technology change with the 
WAST CAD system. The supplier is engaged, and there is a delivery timeline that 
supports the 1st July go-live, however this will be subject to successful 
development and testing.

Project Management & Delivery 

38.To take this work forward an urgent Call Categorisation Task & Finish group has 
been formed, tasked with the responsibility of leading the planning and 
implementation of all the required changes.

39.The Executive Sponsor for the group is Lee Brooks (Executive Director of 
Operations) and the Senior Responsible Officer is Greg Lloyd (Assistant Director 
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of Clinical Delivery). The group includes a broad range of internal WAST leads and 
external commissioners. The group meets weekly with full project support and 
underpinned with the full package of project management processes. 

Governance Process

40.The Call Categorisation T&F group sits within the Clinical Model Transformation 
(CMT) programme structure. Key outputs of the group requiring formal review 
and approval will follow the agreed governance processes. This will include the 
Clinical Quality and Governance Group (CQGG) and CMT Programme Board.

41.Discussions are continuing with the Joint Commissioning Committee (JCC) via 
Ross Whitehead (Director of Commissioning for Ambulance & 111) to confirm the 
role of the JCC in the governance and approvals process for the changes. 

42.There is also a requirement, as set out in the Cabinet Secretary’s letter to provide 
written assurance to Welsh Government by the 31st May regarding the monitoring 
& assurance process, and development of the data definitions. Work is continuing 
at pace across both these areas of work in readiness to submit these by mid-May. 
Further information is provided in the corresponding sub-sections below.

Quality Impact Assessment / Equality Impact Assessment 

43.A comprehensive Quality Impact Assessment (QIA) has been developed and is on 
track to be completed and approved in May. The governance process for the QIA 
will mirror the agreed approach for the CMT Programme. The document will be 
reviewed initially by the Clinical Advisory Group (CAG) on the 25th April in 
readiness for submission to CQGG on the 12th May.

44.As part of the Trust’s commitment to embedding Equality, Diversity and Inclusion 
(EDI) across its transformation agenda, the CMT Programme established a 
dedicated Task and Finish Group to lead the completion of the Equality Impact 
Assessment (EqIA) (see appendix 2). The EqIA will be considered at the CMT 
Programme Board on the 6th May and any changes will be updated verbally to 
the Trust Board on the 7th May.  

45. In addition to the programme-level EQIA, an individual EqIA was also undertaken 
for the implementation of Rapid Clinical Screening (RCS), acknowledging its role 
in introducing a new clinical decision-making touchpoint. This work also included 
a commitment to review the categorisation of calls, in line with the principles of 
the Chain of Survival. As the forthcoming changes to call categories are a core 
component of the RCS model, enabling improved clinical prioritisation based on 
patient acuity, these changes align directly with the processes and patient flows 
assessed through the RCS EqIA – namely, direct dispatch or routing to remote 
clinical assessment. 
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46.The programme-level EDI Definition Document and the RCS EqIA collectively 
demonstrate how equality considerations have informed the design and delivery 
of the revised call categories and provide assurance that the Trust’s statutory 
responsibilities under the Equality Act 2010 are being met. 

Data Definitions & Performance Reporting 

47.Strong progress has been made to review and develop all the technical data 
definitions that make up the Purple Arrest, Red Emergency and RCS0 categories. 
The definitions cover all the internal and external measures across each of the 
three categories. The development of the data definitions is a key dependency to 
build the data reporting systems to ensure effective reporting systems are in place 
for the new measures. This critical work has been prioritised by the Information 
and Data Services (IDS) team who will be leading the development of the 
performance reporting processes.

48.The development of the data definitions is nearing completion in readiness for 
formal internal review and sign off. The review and approval process will follow 
the agreed governance processes and will be presented to the CMT Programme 
Board on the 6th May in readiness for submission as part of the assurance letter 
to Welsh Government by the 31st May.

Monitoring & Assurance 

49. In addition to the key performance metrics for the new categories, a key 
requirement in readiness for go-live is to ensure that there are robust daily 
performance and quality reporting arrangements in place to monitor the patient 
safety and service delivery impacts of the changes. An overview of the monitoring 
and assurance arrangements are required to be submitted to WG by the end of 
May and will follow the agreed internal governance arrangements for approval. 

50.Work is currently underway to develop the monitoring and assurance approach 
which will include both the requirements for quantitative performance and quality 
data alongside qualitative patient level experience information.

51.A key enabler for this work is the requirement to review and update the identified 
operational level performance reports to reflect the new performance categories. 
This work has been prioritised by the IDS team as a matter of urgency to ensure 
that there is full accessibility to the right data to ensure the changes can be 
effectively and proactively monitored.

Operational Readiness
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52.Considerable work is required to be undertaken as part of operational readiness 
to embed the changes. This includes the review of key operational procedures, 
technical changes to the 999 CAD, and familiarisation & training for all staff 
directly impacted by the changes.

53.Technical CAD Changes: Significant technical changes are required to the 999 CAD 
architecture to reflect the new categories. Earlier engagement has commenced 
with MIS (external CAD supplier) who have confirmed the allocation of dedicated 
developer capacity to undertake the technical CAD changes. Work is continuing 
at pace to finalise the technical specification for the CAD development. Given the 
importance and complexity of this area of work, and the reliance on an external 
supplier, this element of the preparatory work has been flagged as a potential risk 
to the overall delivery of the changes (see risk section). All mitigatory actions are 
in place and the Trust will maintain close and regular dialogue with the supplier 
to monitor and oversee delivery of this work. 

54.Operational Procedures: A full review of the Operational Standard Operating 
Procedures (SOPs) has been undertaken to identify those that require revision and 
updating. Over 30 SOPs to date have been flagged as requiring revision. Work is 
underway to work through the changes to the SOPs in priority order which will be 
supported by a streamlined approval process where changes are made consistent 
with category changes.

55.Staff Familiarisation & Training: A staff familiarisation and training plan is being 
developed to ensure that all operational staff directly affected fully understand 
the changes, the impact on their day-to-day role and appropriate training is 
provided. This work will align with the timescales to review and refresh the 
operational policies. 

Communications (Internal & External)

56.Effective communication will be required to ensure that all internal staff / 
volunteers, external stakeholders and the public are informed and understand the 
changes to the ambulance performance framework. A dual but linked approach 
has been agreed to develop two clear communication plans to cover the internal  
and external communications plans. Both plans will initially be reviewed by the 
Call Categorisation T&F Group and signed off by the CMT Programme Board.

57. Internal Communications: The internal communications plan is currently in 
development and sets out in detail the approach to communicate with all WAST 
staff and volunteers. The plan adopts a hybrid approach using different 
communication tools and collateral to maximise its reach across the organisation 
and describe the changes in an easy and understandable way.
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58.External Communications: The external communications plan is also being drafted 
and is framed around three different stakeholder groups (1. Organisations 
impacted by the changes, 2. Wider external stakeholders and 3. Public). In 
recognition of the wider external communications & engagement associated with 
the changes to the wider Clinical Services Model, it was prudent to dovetail the 
communication messaging to include and inform stakeholders of both the model 
and ambulance target changes. The plan adopts a hybrid approach using different 
communication approaches, tools and collateral to maximise its external reach 
including using the media, social media, videos and key documentation (FAQs, 
letters). All public facing information will be created bi-lingually and will be 
available on the website.

59.Discussions are taking place with Welsh Government to confirm their expectations 
and role in the external communications approach with the public. It is possible 
that a joint approach may be advised between WG, WAST and Commissioners 
working together on this element of the plan.

Evaluation

60.As part of the wider changes to the Integrated Clinical Services Model, the Trust 
along with Commissioners are working jointly to procure an independent external 
partner to undertake a detailed and comprehensive evaluation. The proposed 
approach is to undertake a phased evaluation covering the lifespan of the 
programme, focussing on specific elements of the clinical service model following 
its respective implementation building up to a comprehensive overall evaluation. 
A key aspect of the evaluation process will focus upon evaluating the impact of 
the changes to the ambulance performance framework following the introduction 
of the Purple Arrest and Red Emergency categories.

61.The Trust is currently in the procurement and formal application phase to identify 
potential bidders. Application shortlisting is planned for the 1st May.

Finance 

62.There are currently no known financial implications for the Trust to enable the 
changes to be successfully implemented. In relation to the technical system 
changes on the CAD, the current understanding with the supplier (MIS) is that the 
technical development work will be completed at no additional cost as the 
changes are policy and Welsh Government led. 

Risks 

63.As part of the project arrangements, the T&F group regularly review and assess the 
associated risks. There is one high level risk with a risk score of 16 or over. This is 
related to the ability of an external supplier to deliver the technical CAD changes 
described in the operational readiness section (see paragraph 49).
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Table 5: Project Risk Log (High Level Risk only)

Next Steps 

64.Following completion of the initial Welsh Government led review of the current 
‘Red’ performance target, the Ambulance Target Review group has been 
reconvened to undertake a second phase of the review, to consider the 
performance framework for the remaining Amber and Green categories.

65.This review work has commenced and is projected to conclude in two months. 
The findings will be presented to the Cabinet Secretary for Health and Social Care 
for consideration and approval. Pending the outcome of the review, the Trust may 
be required to undertake further work to implement and operationalise the 
recommended changes. 

RECOMMENDATIONS

Trust Board is asked to: - 
i. Note the requirement for the Trust to alter its model of service delivery and 

reporting to meet Welsh Government instructions.

ii. Confirm that the Board is assured that the organisational preparedness meets 
with the appropriate requirements to implement the changes safely and 
effectively.

APPENDICES 
Attachment 1: Cabinet Secretary for Health & Social Care ‘New Emergency 
Ambulance Performance Framework’ letter 

1. JG letter to WAST 
CEO and Dir of Ambulance Commissioning - commencement of new ambulance performance framework - pdf (4).pdf

Attachment 2: CMT Programme Equality Impact Assessment

2.%20CMT%20Progr
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Chief Executive  
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Ross Whitehead 
Director of Commissioning for Ambulance Services & 111 
NHS Wales Joint Commissioning Committee 
 
  

Our Ref: JG/A58841243 
 

14 July 2025 
 
Dear colleagues, 
 

Further changes to the emergency ambulance performance framework 
 
Firstly, thank you to you and your teams for your contributions and support in the second 
phase review of the emergency ambulance performance framework for categories which fall 
outside of the new arrest and emergency categories, i.e. the amber and green categories.  
 
I am writing to inform you that the Cabinet Secretary for Health and Social Care has 
approved the recommendations of the review.  
 
The new performance framework (enclosed at appendix 1) is designed to focus on clinical 
outcome and enhance the efficiency and effectiveness of emergency ambulance services. 
 
As with the first phase, we now need your support with development of clear and precise 
definitions for the new performance metrics agreed by the Cabinet Secretary. These 
definitions will be crucial in accurately measuring and reporting performance against the 
new framework, and in identifying areas for continuous improvement. We should appreciate 
it if this work is concluded by 30 September. 
 
I appreciate the Trust will need time to make the required technical and operational changes 
to respond to the new performance framework. Therefore, please come back to me by 31 
July with a proposed launch date. This will need to be ahead of 1 December 2025 to enable 
changes to be implemented ahead of winter in line with commitment made by the Cabinet 
Secretary’s expectations. 
 
Officials will keep in touch with your teams through regular communication over the coming 
weeks to ensure we maintain an aligned approach towards launch. 
 
 

mailto:Jeremy.Griffith@wales.nhs.uk
../../../../../../../../Documents%20and%20Settings/Thomast2/Local%20Settings/Temporary%20Internet%20Files/OLK1/www.wales.gov.uk


Thank you for your ongoing commitment. 
 
Yours sincerely,  
 

 

Jeremy Griffith 
 
Director of Operations 
NHS Wales / Health, Social Care and Early Years Group, Welsh Government 
 
Cc:    Judith Paget, Director General Health and Social Services / NHS Chief Executive, 

HSCEY Group, WG 
 Nick Wood, Deputy Chief Executive, NHS Wales, HSCEY Group, WG 
 Aled Brown, Head of Emergency Care Policy, HSCEY Group, WG 
 Ryan Pike, Head of Hospital Statistics, WG 
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Our Ref: RM046 

 

31 July 2025 

 

Jeremy Griffiths 

Director of Operations NHS Wales, Health, Social Care and Early Years Group 

Welsh Government 

 

Sent via e-mail:- Jeremy.griffiths001@gov.wales 

 

Dear Jeremy 

 

RE: New Ambulance Performance Framework Phase 2  

 

Thank you for your letter of 14th July 2025 confirming the approval by the Cabinet Secretary for 

Health & Social Care of the move to the next phase of the new Ambulance Performance Framework, 

in particular, Time Sensitive (Orange Now), Assess and Respond (Yellow Soon) and Planned Response 

(Green Planned). 

 

In your letter, you requested that the Trust confirm its proposed implementation date with a back 

stop date of the 1st December 2025.  Following extensive consideration, and given the complexity of 

the changes and the dependency on our CAD supplier, at present we are working towards an 

implementation date of the 1st December 2025.  

 

However, our preference would be to implement these changes earlier if at all possible. December 

is usually our busiest month of the year and earlier implementation would allow staff to adopt 

change ahead of peak activity, and should there be any technological challenges post go-live, we 

would again avoid the peak activity period to deploy fixes. In this regard, if there is an opportunity 

to bring forward the implementation date we may call on your support to deploy a change mid-

month, which we know is not advantageous statistically, but would go some way to mitigating the 

risks. We will notify you as soon as possible if this possibility materialises.  

 

http://www.ambulance.wales.nhs.uk/


It is also important to note though that if the 1st December date becomes unachievable,  we would 

need to hold off the go-live until the 1st of February 2026 in order to preserve our operational 

capacity to minimise patient risk during the challenging months of December and January.  

 

As noted, the Trust has a high dependency on the CAD supplier, which has not been without its 

challenges during phase one, despite our close attention to this identified risk. We will be further 

increasing our risk management controls for phase two and will be aiming to submit the work on 

the data definitions to the CAD supplier by the 18 August, to give them time to develop the changes 

into their systems.  

 

The Director of Commissioning, Ambulance and 111 Services is on the Call Categorisation Task and 

Finish Group and will also be actively involved in the sub-group leading on the definitions.  We note 

that Welsh Government want the definitions by 30th September 2025, but as outlined here, we will 

be required to complete this work much earlier to support meeting the back stop go-live date of 1st 

December.  

 

In relation to the monitoring arrangements for assurance purposes, again, we will work closely with 

the Director of Commissioning, Ambulance and 111 Services.  We produced a monitoring and 

assurance plan for phase one and intend to do the same for phase two, which we can make available 

to you if required. 

 

If there are any questions, please let us know as soon as possible.  

 

Yours sincerely 

 

                                                       
 

Rachel Marsh                                                     Ross Whitehead                    

Interim Chief Executive    Director of Commissioning for Ambulance  

Prif Weithredwr Dros dro    Services & 111  

 

 

cc.   Estelle Hitchon, Interim Executive Director of Strategy, Planning and Performance  

  Andy Swinburn, Executive Director of Paramedicine  

 Lee Brooks, Executive Director of Operations 
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Executive Summary 
This executive summary provides a focused overview of Phase 2 of the Ambulance 

Performance Framework (APF) for the Welsh Ambulance Services University NHS 

Trust (WAST), building on the foundations established during Phase 1. The main 

priority of this document is to detail the objectives, developments, and anticipated 

outcomes of Phase 2, as WAST continues its drive for improved emergency response, 

patient safety and clinical effectiveness. 

Background 

The Call Flow Prioritisation Project Group was formed in response to the Health and 

Social Care Committee’s recommendations surrounding existing ambulance response 

time targets. The initial assessment led to significant changes in how emergency 

responses are categorised and measured, culminating in the introduction of new 

categories - ‘Purple Arrest’ and ‘Red Emergency’ - in Phase 1 (from 1 July 2025). 

Transition to Phase 2 

Following the launch of Phase 1, focused on outcome-based performance for cardiac 

arrest and immediately life-threatened patients, Phase 2 represents a further and 

comprehensive evolution of the remaining call categories. This represents most 

patients presenting to 999 services and the core aim of Phase 2 is to extend the 

principles of outcome-driven, clinically relevant performance measurement across all 

emergency ambulance service categories. This document introduces the further 3 

new categories: Orange Now, Yellow Soon, and Green Planned, and their 

respective definitions and metrics. 

Objectives of Phase 2 

• Expand the adoption of outcome-based metrics to encompass the full 

spectrum of emergency ambulance care, moving beyond the initial focus on 

cardiac arrest and critical illness. 

• Refine performance targets and measurement methods to ensure they remain 

clinically meaningful and aligned with both patient outcomes and service 

improvement. 

• Consolidate learning from the first phase to establish best practices and set 

new operational standards for emergency response in Wales. 
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• Engage with a broad range of stakeholders including clinical teams, 

commissioning bodies, and governance groups, to ensure robust 

implementation and accountability. 

 

Key Activities in Phase 2 

• Continued evaluation and adjustment of the framework based on real-world 

data and feedback from frontline staff and patients. 

• Introduction of additional performance indicators tailored to the unique needs 

of various emergency situations (such as ST Elevated Myocardial Infarction 

(STEMI) and Stroke). 

• Enhanced reporting and monitoring mechanisms, enabling more detailed 

insights into patient journeys and clinical outcomes. 

 

Expected Impact 

• Broader and more nuanced measurement of ambulance service effectiveness, 

capturing not just speed, but the quality and result of care delivered. 

• Improved patient outcomes through a sharper focus on clinical interventions. 

• Ongoing service development driven by evidence, partnership, and a shared 

commitment to excellence in urgent and emergency care. 

 

Conclusion 

Phase 2 of the Ambulance Performance Framework marks a pivotal stage in the 

transformation of pre-hospital and emergency care in Wales. By expanding outcome-

based standards and involving a wider array of clinical and organisational 

stakeholders, WAST aims to ensure the ambulance service remains responsive, 

clinically effective, and continually improving for all patients. 

Updates on further developments, time standards, and additional performance 

metrics will accompany the roll-out of Phase 2 as the framework matures and evolves 

in line with national health priorities and patient needs. 
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Transitioning to the Ambulance Performance 

Framework (Phase 2) 
1. INTRODUCTION 

1.1. Following the implementation of Phase 1 of the Ambulance Performance 

Framework (APF), WAST is now able to transition the rest of the APF. The 

purpose of this ‘version 2’ of the Explainer Document is to summarise the 

findings of the second phase of work undertaken by the task group 

established to review the emergency APF and provide detail of the full APF 

moving forward.  

 

1.2. In February 2025, the Cabinet Secretary received advice (MA-JMHSC-0429-

25) on the findings and recommendations from a National Ambulance 

response target task group. This group was established in response to a 

Health and Social Care Committee recommendation to assess whether the 

existing national ambulance response time target continues to be 

appropriate.   

 

1.3. In summary, the task group, which included representation from a number 

of clinical executive directors, the national clinical lead for emergency care, 

the NHS Wales Joint Commissioning Committee and Welsh Government, 

found the pre-existing target for the ‘Red’ (immediately life threatened) 

category of patients was no longer appropriate. 

 

1.4. The Cabinet Secretary subsequently approved implementation of a new APF 

for WAST introducing the new ‘Purple Arrest’ and ‘Red Emergency’ 

categories with a focus on clinical outcomes, especially outcomes from 

cardiac arrest. This was ‘phase one’ of the review work programme. 

 

1.5. It was agreed that phase one of the APF would take effect from 1 July 2025, 

and (commencing in August) the Purple Arrest category will report on (but 

not limited to): 

• The percentage of people to have a heartbeat restored after a period of 

cardiac arrest which is subsequently retained until arrival at hospital 

(return of spontaneous circulation (ROSC)); and 
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• The median time it takes for a 999 call handler to identify a cardiac or 

respiratory arrest, median time to commence cardio pulmonary 

resuscitation (CPR) instructions, and median time for an automated 

electronic defibrillator (AED) to be brought to the scene following an out 

of hospital cardiac or respiratory arrest. 

 

1.6. Additionally, WAST will report performance for both the Purple Arrest and 

Red Emergency categories against the following time standards: 

• Median emergency ambulance response standard of 6-8 minutes. 

• Aim for 90% receive an emergency ambulance response within 20 

minutes. 

 

1.7. As part of work to evolve its clinical model, WAST has implemented 

operational changes to enable ‘rapid clinical screening’ for all calls not 

classified as an arrest or emergency. This brings a clinician to the forefront 

of decision making, ensuring a more tailored approach which takes account 

both of a person’s symptoms and their environment (where the incident 

occurred). 

 

1.8. Recognising the need to focus, as far as possible, on outcomes for all service 

users, and particularly those with time-critical conditions, the Cabinet 

Secretary committed to a phase two of the review work.  

 

1.9. This saw the extension of the review to 999 incidents which fall outside of 

the Purple Arrest and Red Emergency categories – i.e. the current ‘Amber’ 

(serious but not immediately life threatening) and ‘Green’ (neither serious 

nor life threatening) categories. Table one illustrates the phased approach 

and status following the launch of phase 1. 
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PHASE ONE  CURRENT STATE 
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 c. 10% of calls c. 70% of calls c. 20% of calls 

Category 

description 

Cardiac or 

respiratory 

arrest 

At high risk of 

cardiac or 

respiratory arrest 

Serious but not 

immediately life-

threatening 

Neither serious 

nor life 

threatening 

Typical 

conditions 

Cardiac 

arrest 

Respiratory 

arrest 

Choking 

Major 

haemorrhage 

Major trauma 

Most medical and 

trauma cases including: 

Chest pain 

Fractures 

Most stroke 

Minor injuries 

Generally 

unwell 

Earache 

Response 

type 

Immediate 

dispatch (no 

rapid clinical 

screening) 

Immediate 

dispatch (no 

rapid clinical 

screening) 

Emergency response – 

most suitable clinical 

resource based on 

response profile – 

includes management 

via remote “hear & 

treat” services 

Ideally suited to 

management 

via secondary 

telephone 

assessment 

Standards 
Median response 6-8mins 

90% within 20mins 
 No current time standards / targets 

1.10. Table 1: phase one and two (current state) of ambulance response target 

review 

 

1.11. As it stands, statistics published by Welsh Government include call volumes 

and a combined median response time for Amber one and Amber two calls.1 

There is no target response time for the Amber or Green categories.  

 

1.12. This transition reflects a movement within healthcare towards integrated, 

patient-centred care models, where ambulance services play a role both in 

 

 

1 Emergency responses: minute-by-minute performance for amber calls, by Local Health Board and month 

https://statswales.gov.wales/Catalogue/Health-and-Social-Care/NHS-Performance/Ambulance-Services
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emergency situations and in supporting the system to meet diverse patient 

needs. The WAST Integrated Clinical Services Model aims to enhance the 

efficiency, effectiveness, and responsiveness of our ambulance service, 

ensuring it is equipped to meet the evolving needs of the population it 

serves. 

 

1.13. The review of the new and current categories aligns with the Trust’s strategic 

intention to deliver a ‘whole system' approach to responding to 

emergencies, whilst also ensuring that the response sent is the most 

clinically suitable on the first occasion. This document has been developed 

to provide information on these changes and provides further details on the 

new categories and process flows. 

1.14. Figure 1: Future Evolution of Ambulance Dispatch in the Integrated Clinical 

Services Model 



 

Ambulance Performance             Page 10 of 58                                           Version 2.0                                                              

Framework Explainer                     

2. PHASE 2: THE CASE FOR CHANGE 

2.1. The second phase of the task group focused on; 

• Current performance outcomes for Amber / Green incidents; 

• UK and international measures for equivalent categories / conditions; 

• Evidence relating to what matters to patients and staff; and  

• Proposed categories and performance measures. 

 

The group’s findings are summarised below: 

2.2. Limitations with current Amber category 

2.3. The Amber category accounts for the majority of total 999 incidents / calls 

(c.70%). The volume of these incidents has been relatively stable over the 

long term, as shown in Graph 1. Median response times to Amber category 

incidents have increased significantly, reaching around five times higher 

than in 2016, as shown in Graph 2. 

 

 

2.4. Graph 1: Average Amber calls per day, April 2016 to March 2024 
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2.5. Graph 2: Median Amber call response times, April 2016 to March 2024 

 

2.6. In December 2022, the median response time for Amber category incidents 

was a record 3 hours and 29 minutes. This was due to a high volume of 'Red' 

category calls using most resources, along with reduced availability caused 

by ambulance handover delays (see section 2.11).  

 

2.7. The types of conditions within the Amber category include most medical 

and trauma cases such as chest pain, strokes and limb fractures. A number 

of these conditions require an ambulance response and transport to the 

right diagnostics, care and treatment in a timely manner to optimise 

outcomes. For example, for a patient in stroke, every minute counts as 

evidence suggests a loss of 2 million brain cells every minute. 

 

2.8. The current management of the Amber category, which represents around 

70% of total demand, does not allow for a nuanced response to truly time-

sensitive complaints. Patients with evident symptoms of stroke, STEMI (a 

type of heart attack) or fractured hips are grouped in this broad category 

and managed through a system that, despite being internationally 

accredited and well-evidenced, has high sensitivity but sometimes low 

specificity. This approach can have an impact on how quickly people who 

have a clear clinical need for a rapid response receive help. 
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2.9. Operational challenges faced by the ambulance service 

2.10. There is a clear correlation between increasing Amber response times and 

rising lost hours due to ambulance patient handover delays. There has been 

a significant increase in ambulance patient handover delays in recent years, 

with around five times as many hours lost in 2023-24 compared with 2016-

17. This position has shown little sign of improving with an additional 1.5% 

of capacity lost in 2024-25 when compared to the previous year (Graph 3). 

 

 

2.11. Graph 3: Lost hours for the ambulance service following notification to 

handover at Emergency Departments, April 2016 to April 2025 

 

2.12. Currently, the reduced ambulance availability because of Emergency 

Department handover delays is having a significant impact on response 

times. This has also resulted in patients either being informed that an 

ambulance is not able to be sent or led to the patient cancelling an 

ambulance before it arrives and taking measures themselves.  

 

2.13. Health boards will need to significantly improve ambulance patient 

handover performance to maximise the opportunities the new APF model 

could bring. The national ambulance patient handover guidance 

(WHC/2024/04) reaffirms that every effort should be made to handover the 

care of a patient from ambulance clinicians to Emergency Department staff 

within 15 minutes of the ambulance arrival. 

 

2.14. Meeting recommendations set by the Ministerial Advisory Group for a 

maximum 45-minute ambulance patient handover has been communicated 
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as an expectation to health boards. Additional support will be provided via 

an executive director clinical taskforce, WAST and NHS Performance and 

Improvement.   

2.15. Increasing focus on outcomes where time matters 

2.16. Ambulance response time performance is measured and reported 

differently across the UK and internationally. England, Scotland, Northern 

Ireland and the Republic of Ireland all use an outcomes-driven approach to 

ambulance performance frameworks.  

 

2.17. Stroke 

The Stroke Association Wales (SAW) has raised concerns about the lengthy 

ambulance response times for stroke patients in Wales, which are slower 

compared to the rest of the UK. SAW reports that 80% of stroke patients 

now wait over 30 minutes for an ambulance. WAST indicates an average 

'call-to-door time' of 2.5 hours for stroke responses, whereas other parts of 

the UK perform better. This issue is exacerbated by ambulance handover 

delays, which are significantly higher in Wales than in other UK regions. 

 

2.18. SAW also felt there is a need to raise the profile of ‘onset’ or ‘call-to-door 

times’ for people in stroke, and to use Stroke Sentinel National Audit 

Programme (SSNAP) data to hold health board executive teams to account 

for their role in this metric to help drive improvement in diagnostic, 

assessment and treatment times. 

 

2.19. Dr Shakeel Ahmad, National Clinical Lead for Stroke, acknowledges that 

prioritising all stroke calls could cause harm due to about 52% being false 

alarms or ‘mimics’. Thus, efficiently assessing these calls is crucial to ensure 

ambulance resources are allocated to patients truly in need of rapid 

response and onward transport to the right specialist service.    

 

2.20. ST-Elevation Myocardial Infarction (STEMI) – a type of heart attack 

Wales is also an outlier for ‘call-to-door’ times for STEMI compared to the 

rest of the UK. In a letter to the Cabinet secretary on 25 November 2024, the 

Welsh Cardiovascular Society highlighted that delayed ambulance 
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responses in Wales are contributing to longer call-to-door and call-to-

treatment times, which was resulting in avoidable harm to patients. The 

British Heart Foundation advised that long ambulance and emergency 

department delays are leaving seriously ill patients worse off and even 

costing lives. 

 

2.21. Dr Jonathan Goodfellow and the Wales Cardiac Network identified STEMI 

'call-to-balloon time' as crucial for improving patient outcomes. They also 

emphasised the importance of early access to ECG results to ensure proper 

treatment.  

 

2.22. The network raised concerns around patients who self-present to hospital, 

who have longer treatment times because of the triage required in the 

emergency department and often need inter-hospital transfer to a primary 

percutaneous coronary intervention (PPCI) centre. Calling 999 for heart 

attack symptoms enables swift assessment, accurate diagnosis with an ECG, 

resuscitation (if needed), and direct admission to PPCI centres, bypassing 

emergency departments and other non-primary PCI hospitals. 

2.23. Different approaches used across the UK 

2.24. To understand the impact of ambulance response on patients with stroke 

and STEMI, the NHS in England and Scotland use a set of ‘Clinical Quality 

Indicators’ to measure patients’ experience and outcomes. These indicators 

focus on both clinical outcomes and ‘care bundle’ compliance by ambulance 

clinicians and the continuum of the patient journey.  

 

2.25. Some of the related key performance measures used internationally are 

listed below. 

 

2.26. For Stroke: 

• Time from call to hospital arrival (call-to-door) 

• Time from hospital arrival to CT scan 

• Time from call to thrombolysis (if applicable) 

• Overall call to intervention time 

• Stroke care bundle compliance, which includes: 
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➢ Face Arm Speech Test (FAST) documented 

➢ Blood glucose recorded 

➢ Time of onset recorded 

 

2.27. For STEMI: 

• Time from call to arrival at a specialist heart centre (call-to-door) 

• Door to angiography or primary percutaneous coronary intervention 

(PPCI) (call-to-ballon) 

• Overall call to intervention time 

• STEMI care bundle compliance, which includes: 

➢ 12-lead ECG performed 

➢ Aspirin administered 

➢ Glyceryl trinitrate (GTN) administered 

➢ Pain score recorded 

 

2.28. In England and Scotland these indicators are collected and published 

monthly and are used to assess both timeliness and quality of pre-hospital 

care, which are critical for improving outcomes in time-sensitive conditions 

like stroke and STEMI. 

 

2.29. Additionally, measuring the remainder of the patient journey as an overall 

call to intervention time provides a comprehensive assessment of the entire 

process, from accessing help to the delivery of the required intervention. 

 

2.30. Comprehensive measurement of the pathway is crucial for accurate 

reporting of clinical outcomes. A plan to enable data linkage is currently 

being developed. 

2.31. Wider approach to performance measurement 

2.32. The current performance framework is at odds with performance 

frameworks used for ambulance performance in all other parts of the UK 

where ‘average’ response time performance is captured and reported 

alongside a suite of clinical indicators and a 90th or 95th percentile 

(representing the ‘longest response’ time) for all categories.  
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2.33. Following the Institute for Healthcare Improvement's (IHI) recommendation, 

both the median and the 90th percentile have been adopted in Wales and 

will be used to better understand overall performance and variability in 

response times from 1 July 2025 for Purple Arrest and Red Emergency 

incidents.
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3. PHASE 2: THE TASK GROUP FINDINGS 

3.1. The proposed changes after phase 2 review completion are closely tied to 

WAST's management of patient flows and how the Trust aims to respond 

based on clinical prioritisation. 

 

3.2. The involvement of clinicians much earlier in a patient’s 999 journey is the 

foundation of WAST’s evolved clinical model. It also sees much closer 

working between 999 and 111 services. This is intended to ensure that 

whatever the entry point to the ambulance service, a patient receives an 

equitable, clinically prioritised response (remote or face-to-face) which is 

focused on improving outcomes. This aligns to the principles of the health 

and care quality standards and the six goals policy handbook.  

 

3.3. Based on the efforts of phase 1, WAST aims to consolidate its pilot program 

for Rapid Clinical Screening for all 999 service users who are not classified 

as 'Purple Arrest' or 'Red Emergency'. 

 

3.4. The Rapid Clinical Screening (RCS) will occur immediately after the call 

handler stage. For the most serious calls (RCS0), ambulance resources will 

be dispatched immediately if the screening is not completed quickly enough 

based on the caller’s assumed clinical priority (commenced within 60 

seconds of final MPDS code).  

 

3.5. The clinical screening process itself is not expected to take longer than 90 

seconds and will provide a ‘safety net’ to ensure a rapid face-to-face 

ambulance response is not required for those not already categorised at call 

handler stage as ‘Purple Arrest’ or ‘Red Emergency’.   

 

3.6. The NHS Wales JCC and WAST will monitor and report, via the JCC website, 

monthly on the following indicators: 

• the median time to clinical screening; 

• the median time to a clinical decision by screener; and  

• the outcome of the clinical interaction. 

 

3.7. Most service users will be screened and likely will not need a rapid face-to-

face response. They will be prioritised for a detailed clinical assessment by 

WAST clinicians through the Remote Integrated Care Service. Users can 
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expect a callback within one to four hours, depending on their symptoms 

and the incident location. Higher-risk callers, for example patients with 

breathing difficulties, will receive priority for this assessment. 

 

3.8. 999 calls pre-identified for the Remote Integrated Care Service will bypass 

Rapid Clinical Screening and be warm transferred to a call handler for a CPSS 

(111 non-clinical call handler) assessment. For example, this would typically 

include presentations such as lower back pain, abdominal pain and people 

who are vomiting and can often have their care successfully managed 

without an emergency ambulance attendance. 

 

3.9. WAST and its commissioners will monitor and report monthly on: 

• the median time and 90th percentile time to remote clinical assessment; 

and 

• the disposition following in-depth remote clinical assessment. 

 

3.10. If the Remote Integrated Care Service deems a face-to-face response is 

required then the ambulance service will either dispatch immediately 

(Arrest/Emerg/Now), within a short time frame (Soon), or schedule a 

person’s care or transport to the right place (Planned). They may also decide 

for a face-to-face assessment to better inform the remote clinical decision 

e.g. sending a volunteer Community Welfare Responder.  

 

3.11. The proposed modifications to the APF are centred on the face-to-face 

response component. 

 

3.12. During the initial introduction of these changes, officials will hold fortnightly 

quality and safety assurance meetings with the NHS Wales JCC and WAST 

from the launch to track progress against all new measures, including those 

not captured within the APF. These arrangements will be scaled back 

accordingly as confidence is established, with future monitoring led by the 

NHS Wales JCC.  
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3.13. Changes to Amber and Green categories 

3.14. To align with the evolving clinical model, new categories are to replace 

‘Amber’ and ‘Green’. These are: 

 

Orange Now: time sensitive 

Yellow Soon: assess and respond 

Green Planned: planned response 

 

3.15. Task group members concluded there is a need for new measures and 

standards for emergency ambulance response to incidents not categorised 

in the ‘Purple Arrest’ or ‘Red Emergency’ categories. This should be driven 

by available clinical evidence and what matters most to the public. 

 

3.16. There was consensus for using median and the 90th percentile for any new 

categories, in line with IHI advice. 

 

3.17. The group felt there should be more emphasis on measuring patient 

outcomes rather than solely median response times for calls.  This is 

consistent with the changes already introduced as part of phase 1 and aligns 

to approaches used by the rest of the UK. 

 

3.18. Like phase 1, there is an opportunity to introduce a 'bundle' of out-of-

hospital care measures for time-sensitive complaints. This would improve 

public understanding of how each part of the pathway, including ambulance 

interventions, contributes to outcomes.   

 

3.19. During the Task Groups Options Appraisal, there was an emphasis on the 

importance of directing individuals with time-sensitive complaints to the 

appropriate specialist promptly, ensuring that the treatment is administered 

in a timely fashion. Transitioning to the publication of call-to-door times and 

eventually call-to-treatment times for conditions such as stroke and STEMI 

will enhance transparency regarding the entire system's focus on outcomes, 

aligning with health and care quality standards.  

 

3.20. The first phase found that time-based targets may lead to 'hitting the target 

but missing the point'. For instance, prioritising rapid response vehicles for 

stroke victims to meet the target, despite these vehicles being unable to 
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transport patients for proper diagnostics and treatment, could cause delays 

and impact outcomes. Therefore, enabling more nuanced assessment and 

response without a blunt time target is the preferred route- subsequently 

the new category targets will be without specified response targets. 

 

3.21. Although there would be no time-based target initially, this would be 

reviewed after 12 months to consider if a target would add value. This pilot 

approach would enable a thorough evaluation to be undertaken to 

determine whether time standards would contribute to improved outcomes 

and experience. 

 

3.22. It has been agreed that as part of the new approach, commissioners/LHBs 

will revisit setting of aspirations for ‘consult and close’ as part of the 

commissioning performance framework to coalesce with the new response 

approach. 
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4. CALL CATEGORISATION AND FLOW: THE INTEGRATED CLINICAL SERVICES 

MODEL 

4.1. Phase 1- Call Flow & Screening 

4.2. In accordance with the July 1st pilot, Purple Arrest and Red Emergency 

incidents should continue to be dispatched in time order with the closest 

suitable and available resource.  

 

4.3. RCS0 will continue to be utilised in line with current practice. If this screening 

cannot commence within 60 seconds of final MPDS code, this category will 

default to Red Emergency and be presented to the dispatch queue as a 

safety measure. 

 

4.4. These measures will continue to be reported to the JCC and Welsh 

Government as the suitability and effectiveness of these measures continues 

to be assessed. 

4.5. Phase 2- Screening 

4.6. In line with the Integrated Clinical Services Model and a ‘Screen first’ 

approach, all other calls will be subject to Rapid Clinical Screening prior to a 

dispatch decision being made.  

 

4.7. These screening codes will align to the definitions relating to propensity for 

high-risk markers and present to the Clinical Navigators accordingly. Median 

time to both clinical screening and clinical decision will be measured, as well 

as the percentage breakdown of outcome per screening category. Although 

no time target has been formally set against these codes, they will continue 

to be monitored and reviewed for patient safety purposes. 

 

4.8. A smaller subset of calls will continue to be identified at final determinant 

(this is the incident code as determined by the 999-call handler using the 

Medical Priority Dispatch System (MPDS) as suitable for direct transfer to 

the Remote Integrated Care Service (RICS). These will continue to be 

streamed to the most appropriate RICS queue and measures for these are 

established later in this explainer document. 
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4.9. A breakdown of the initial screening approach to 999 calls can be found in 

the table below. 
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EMERGENCY 
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RCS0 
High priority for rapid clinical 

screening 

• Median time to clinical 

screening 

• Median time to clinical 

consultation 

• % outcome 

RCS1 
High propensity for high-risk 

markers 

RCS2 
Medium propensity for high-risk 

markers 

RCS3 
No/Low propensity for high-risk 

markers 

4.10. RCS1-3 are new categories introduced as part of the Phase 2 pilot. These 

screening categories are used to support Clinical Navigators in identifying 

call propensity for high-risk markers and provide a priority order for 

assessment.  

 

4.11. During the transitional phase of the model, the RCS codes will be adapted 

from the current Amber1, Amber2 and Green code sets. This will form an 

initial approach to delivery of the new screening codes and aid a swift 

delivery of the revised approach. This will be continuously reviewed and 

developed based upon an evidence-based quality improvement approach 

that will respond to findings as the model embeds. 

 

4.12. Some incidents will be identified at the MPDS stage as unsuitable for RCS 

(such as the current Amber1 CHARU dispatch codes). A small number of 

incidents will continue to stream direct to the Recall Queue and bypass RCS. 
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4.13. Phase 2 Response Categories 

4.14. The Phase 2 pilot now means that WAST will have 5 distinct response 

categories available for the dispatch of assets. The categories provide a 

patient centric approach to resource allocation that support decision 

making rather than dictate it. The timeliness of response will continue to be 

an important focus of response (particularly for Purple Arrest, Red 

Emergency and Orange Now categories), but the category now supports 

the wider goal of ensuring the most appropriate care is delivered on the first 

occasion. 

 

4.15. A summary of the 5 targets, their respective descriptions and measures, as 

well as a full flow diagram of the Phase 2 process can be found on the 

following pages.  

 



 

Ambulance Performance             Page 24 of 58                                           Version 2.0                                                              

Framework Explainer                     

 Category Description Aim Measures 
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PURPLE: 

ARREST 
Cardiac or respiratory arrest Increase ROSC rates 

• ROSC rate 

• Median time to identify cardiac arrest 

• Median time to commence CPR instruction 

• Median time for defibrillator arrival 

• Median response (6-8 minutes) 

• 90th percentile (20 minutes) 

 

RED: 

EMERGENCY 

 

At high risk of cardiac or respiratory arrest 
Prevent deterioration 

into arrest 

• Median response (6-8 minutes) 

• 90th percentile (20 minutes) 

• Outcome measure (Pain, NEWS, Spo2) 
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ORANGE:  

NOW 

Likely to need diagnostics and transport to 

hospital or specialist care e.g. a person in 

stroke or heart attack 

Rapid arrival at 

specialist or emergency 

care facility as soon as 

possible 

• Median response of most appropriate resource 

• 90th percentile 

• Stroke care bundle inc. call to door median and % arrival at 

specialist site 

• STEMI care bundle inc. call to door median and % arrival at 

specialist site 

• Further measures developed over time 
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YELLOW: 

SOON  

Further clinical assessment to support 

clinician decision making (remote or face to 

face) for discharge at scene, and/or 

alternative pathway, and/or planned transport 

to treating facility, e.g. a person with 

abdominal pain. 

Prevent unnecessary 

escalation of care 

• Median response of most appropriate resource 

• 90th percentile 

• % by disposition 
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GREEN: 

PLANNED 

High potential for the Ambulance Service to 

manage the care episode in its entirety or in 

collaboration with community service or 

planned care provider, e.g. chest infection, 

palliative care, mental health or UTI. 

Right response for need 

• Median response of most appropriate resource 

• 90th percentile 

• % by disposition 
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4.16. Time Purpose Skill 

4.17. The categories form part of the revised, clinically focussed and patient 

centred approach to the ambulance service’s response model. Categories 

are intended to allow for identification to Emergency Medical Services 

Coordination (EMSC) staff and responding clinicians the urgency and 

priority order that must be considered in providing a suitable response. The 

category will reflect the ‘Time’ scale in which a resource must ideally be 

allocated. 

 

4.18. However, to ensure the most effective and appropriate response possible it 

is recognised that the purpose of the response (what are we anticipating the 

outcome to be), and the most appropriate skill set of the response also have 

an impact on the patient outcome (to best resolve or manage the presenting 

condition). Therefore, the new framework will reflect a move towards this 

with a ‘Time-Purpose-Skill’ decision deployed.  

 

4.19. The ‘Purpose’ of a response will be ‘Face to Face’ (F2F) or ‘Convey’. This will 

assist Resource Coordinators with identifying suitable resources based upon 

the need for a conveying asset. 

 

4.20. The ‘Skill’ will provide a range of suitable options for the dispatcher to 

choose from, as well as assist in guiding the most optimal resource choice. 

The skill required could be a range of suitable clinical responses or identified 

as requiring a specialist asset (such as an APP or Mental Health Practitioner). 

This supports the deployment of the most suitable resource to patients, 

ensuring effective utilisation, improved patient care and greater emphasis 

upon resolving cases as close to the patient’s home as possible. 

 

4.21. The Time-Purpose-Skill will be provided by the Clinical Navigator or RICS 

clinician prior to passing the incident to the Recall Queue (dispatch queue). 

 

4.22. Additionally, the triaging clinician in RICS will provide a Time-Purpose-Skill 

specification when streaming calls to ensure that the most appropriate 

assessment queue is utilised. The ‘Time’ in this instance will be indicated by 

the RCS code of the call. Clinical Navigators will pass the call across at the 

current RCS code for review and a process to alert cases that are needing to 
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5. CALL CATEGORISATION AND FLOW: PURPLE ARREST CATEGORY 

5.1. The first and most significant change within our new call categorisation 

system is Purple Arrest, which specifically focuses on cardiac and 

respiratory arrest incidents. These are the most time-sensitive emergencies, 

where swift identification, early effective CPR, access to a defibrillator, rapid 

dispatch, and immediate attendance, are crucial to patient survival. Our 

commitment to providing a prompt and effective response for these cases 

will be strengthened under the new model. Our protocols shall ensure that 

these incidents are prioritised and handled with the utmost urgency 

including CAD auto-dispatch. 

 

5.2. Definition: Incidents where a person is in cardiac or respiratory arrest. 

 

5.3. Response: Immediate dispatch (supported by auto-dispatch CAD 

functionality) with the fastest possible response, ensuring that paramedic 

and conveying resources also attend the scene as soon as possible. This will 

include the use of volunteer responders and GoodSam. Enhanced Care 

capabilities, such as CHARU, must be dispatched, where available. Purple 

Arrest and Red Emergency must be dispatched upon in time order. 

 

5.4. Purpose of Attendance and Skillset: To swiftly respond to patients in 

cardiac or respiratory arrest, increasing ROSC rates that are subsequently 

transferred to an appropriate hospital facility. This includes the early 

provision of bystander CPR and the retrieval/use of a defibrillator to the 

patient, and a paramedic-led attendance to undertake high-quality 

resuscitative and post-ROSC care.   

5.5. Measurement 

5.6. While our operational response remains consistent, this represents a 

significant shift in how we measure the effectiveness of our response to 

cardiac and respiratory arrests. Traditionally, the 8-minute response time has 

been used as the standard metric for these cases. However, this time-based 

target lacks direct clinical evidence linking it to improved patient outcomes, 

particularly in terms of survival rates. 
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6. CALL CATEGORISATION AND FLOW: RED EMERGENCY CATEGORY 

6.1. The Red Emergency category is designated for incidents where a person is 

identified as being at high risk of cardiac or respiratory arrest and therefore 

require immediate clinical intervention. These situations are clinically 

determined as inappropriate for rapid clinical screening before dispatch due 

to the urgency and severity of the patient’s condition and the likelihood of 

conveyance to secondary care. As a result, once the initial call handling 

process is completed, these incidents bypass any further assessment and 

proceed directly to dispatch, ensuring that help is on the way without delay. 

CAD auto-dispatch functionality shall be enabled for the Red Emergency 

category. 

 

6.2. Calls within this category are time-sensitive and are likely to necessitate a 

higher level of clinical skill for effective intervention. These cases often 

involve complex emergencies where swift, expert care is critical to 

preventing deterioration and improving patient outcomes. Therefore, it is 

essential that our response to these emergencies remains both rapid and 

well-equipped, with highly skilled clinicians prepared to deliver enhanced 

medical interventions on scene. 

 

6.3. Maintaining this direct to dispatch approach (including CAD system driven 

auto-dispatch) for the Red Emergency category aligns with our 

commitment to prioritising patient safety and delivering timely care where 

it is most needed. This approach ensures that our resources are mobilised 

quickly and effectively to address the most urgent cases, minimising the 

time to intervention and enhancing the chances of a positive outcome. 

 

6.4. Definition: Incidents where a person is identified as at high risk of cardiac 

or respiratory arrest. 

 

6.5. Response: Immediate dispatch. To attend the scene as soon as possible 

(supported by auto-dispatch CAD functionality), with both a WAST median 

response time measure and 90th percentile measure in 20 minutes inclusive 

of CFR & UFR for the median response time (90th percentile excludes 

CFR/UFR response times). Purple Arrest and Red Emergency must be 

dispatched in time order. 
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7. CALL CATEGORISATION AND FLOW: RAPID CLINICAL SCREENING PRIOR 

TO DISPATCH (RCS0, RCS1, RCS2, RCS3) 

7.1. Rapid Clinical Screening (RCS) encompasses incidents that require a 

preliminary clinical assessment before dispatching emergency resources and 

is completed before the incident presents to a dispatch queue.  

 

7.2. This provides a clinician-led review of incidents to identify those who require 

immediate face-to-face response, versus those who may benefit from an 

extensive remote clinical assessment to determine an appropriate pathway. 

By tailoring our response to better meet the specific needs of these 

individuals, we can ensure that emergency resources are preserved for those 

who require them most urgently. This approach allows us to provide high-

quality care while optimising the allocation of emergency response units. 

 

7.3. This will allow a clinically informed decision to respond to a patient 

immediately, or stream individuals to a further remote assessment as a 

priority patient. The intention of RCS is to ensure that the first response is 

the correct response and reduce incidents where emergency ambulance 

response does not result in an emergency transfer to hospital. 

 

7.4. Definition: Incidents that, by virtue of not requiring an immediate response, 

have been identified as appropriate for rapid clinical screening to determine 

the appropriate next steps.  

 

7.5. Response: RCS0 High Acuity Live Review of incidents, including the active 

listening to calls in progress. Screening to commence within 60 seconds of 

final determinant, by a Clinical Navigator within the Emergency Medical 

Services Coordination Centre (EMSCC). A default backstop to Red 

Emergency exists for safety. All other calls to be streamed in priority order 

given the propensity for high-risk markers. No backstop is prescribed but 

calls should be screened as promptly as possible. 

 

7.6. Purpose of Intervention and Skillset: Identification of incidents that 

require immediate intervention versus those that would benefit from 

additional time to gather information and inform the most appropriate 

response. The Clinical Navigators should assess the incident and determine 
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8. CALL CATEGORISATION AND FLOW: ORANGE NOW CATEGORY 

8.1. Definition: A patient likely to need timely diagnostics, treatment and/or 

transport to hospital or specialist care e.g. a person in stroke or heart attack. 

 

8.2. Response: Determined by the clinical need of the patient and 

recommended by the triaging clinician. In the case of STEMI or Stroke, this 

will in almost all cases be an emergency ambulance, but additional 

responses can be considered. Auto dispatch disabled, this category will 

normally be responded to with emergency warning devices. It is anticipated 

that this would occur within 1 hour of categorising or prioritising as an 

Orange Now incident. 

 

8.3. Purpose of Attendance and Skillset: Rapid arrival at specialist or 

emergency care facility as soon as possible. 

8.4. Measurement 

• Median response of most appropriate resource 

• 90th percentile 

• Stroke care bundle inc. call to door median and % arrival at specialist site 

• STEMI care bundle inc. call to door median and % arrival at specialist site 

• Further measures developed over time 

 

8.5. This change aims to manage time-sensitive complaints in the current 

‘Amber’ category differently by prioritising ambulance dispatch. Case study 

examples of a suspected stoke and a significant heart attack ‘STEMI’ are 

provided below (at figure one and two) to illustrate the changes to current 

model. 

 

 

8.6. Figure one: Case study example of stroke management 
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9. CALL CATEGORISATION AND FLOW: YELLOW SOON CATEGORY 

9.1. Definition: Further clinical assessment to support clinician decision making 

(remote or face to face) for discharge at scene, and/or alternative pathway, 

and/or planned transport to treating facility, e.g. a person with abdominal 

pain.  

 

9.2. Response: Determined by the clinical need of the patient and 

recommended by the triaging clinician. An emergency ambulance may be 

required, but suitable alternative response options may be able to resolve 

the situation. Conveying resource requirement to be identified at remote 

assessment if possible. Auto dispatch disabled, this category would not 

normally be responded to with emergency warning devices. It is anticipated 

that this would occur within 4 hours of categorising or prioritising as a 

Yellow Soon incident. 

 

9.3. Purpose of Attendance and Skillset: To prevent unnecessary escalation of 

care, provide a prompt response to cases to minimise pain or distress, assist 

with gathering further information to inform appropriate care planning. 

Skillsets will be determined by the clinical need, and as closely aligned with 

best practice as possible. The use of the volunteer network may support 

effective deployment of resources. 

9.4. Measurement 

• Median response of most appropriate resource 

• 90th percentile 

• % by disposition 

 

9.5. The screening process is designed to enable more detailed clinical decision-

making for individuals who have experienced a serious injury or are acutely 

unwell in an environment that may affect their outcome. An example of a 

serious sports injury in harsh weather conditions is illustrated below. 
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10. CALL CATEGORISATION AND FLOW: GREEN PLANNED CATEGORY 

10.1. Definition: High potential for the Ambulance Service to manage the care 

episode in its entirety or in collaboration with community service or planned 

care provider, e.g. chest infection, palliative care, mental health or UTI. 

 

10.2. Response: Community or non-emergency based responses. Auto dispatch 

disabled. This will be responded to in a timeframe that is most appropriate 

for the nature of the planned response and may exceed 4 hours if 

appropriate (e.g. for 6 hours overnight whilst awaiting transfer to an in-hours 

service such as an Advanced Paramedic Practitioner). 

 

10.3. Purpose of Attendance and Skillset: Right response for need and this may 

be for a see and treat/refer disposition or for a conveyance to a definitive 

care centre away from the Emergency Department (e.g. Minor Injury Unit). 

Skillset will be aligned with the most suitable for clinical presentation (e.g. 

Falls Responder for fallen person). 

10.4. Measurement 

• Median response of most appropriate resource 

• 90th percentile 

• % by disposition 

 

10.5. Individuals who have fallen will have their needs evaluated through the 

screening process. If it is determined that a fall responder may be necessary, 

one will be dispatched while simultaneously forwarding the case to the 

Remote Integrated Care Service. This allows for a remote clinician to conduct 

an intervention and assessment before the fall responder arrives, thereby 

decreasing the chances of prolonged lying on the floor or other negative 

outcomes. 

 

10.6. Figure four: Case study example of elderly falls management 
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11. REMOTE INTEGRATED CARE SERVICE (RICS) 

11.1. RICS represents a significant advancement that goes beyond the simple 

merging of our Clinical Support Desk (CSD) and NHS 111 Wales services. 

RICS is an expanded, multi-disciplinary team (MDT) with enhanced 

capabilities, offering more than traditional triage, ‘consult and close’ or 

‘consult and refer’ functions. This unified approach combines the expertise 

and resources of both services to deliver a more comprehensive and patient-

centred care model. By utilising the full range of skills and support from our 

teams, RICS ensures improved delivery of care and effectiveness. 

11.2. Flow to Assessment or Care Planning 

11.3. Following the flow determination in the RCS process, it is anticipated that a 

majority of RCS incidents will stream to RICS. These will transfer across as 

an ‘RCS’ code, streamed to the most appropriate queue by the Clinical 

Navigator.  

 

11.4. Any RCS0 incident identified as suitable for remote assessment by the 

Clinical Navigator will stream to the Rapid Assessment Queue. These 

consultations will happen as soon as possible; however, the aim is to 

commence a consultation within 15 minutes of the incident presenting to 

the queue. 

 

11.5. Other RCS codes will pass to the queue most relevant to their clinical need. 

Again, this will be streamed by the Clinical Navigator in the same process in 

place for the Amber and Green calls now. A flag to indicate a need for a 

Rapid Clinical Assessment requirement will continue to be available to 

highlight non-RCS0 incidents that are felt to require a faster assessment. 

 

11.6. It is anticipated that a proportion of incidents streamed to RICS will not 

require an ambulance dispatch and may be managed appropriately via an 

alternative arrangement. These calls may result in a single contact resolution, 

or a transfer into Care Planning for ongoing management. Transfer to Care 

Planning may require the incident to be recategorised to the most 

appropriate response category to allow the dispatch of ideal or interim 

responses. 
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12. APPENDIX A: PURPLE ARREST DATA MEASURES 

12.1. GREEN – EXTERNAL MEASURE BLUE – INTERNAL MEASURE  

REF  METRIC  

ARR1a  PURPLE ARREST Coded Calls  

ARR1b  PURPLE ARREST Scene Attendance Time  

ARR2  ROSC at Hospital  

ARR3a  Time to Identify Cardiac Arrest  

ARR3b  Time to Identify if the Patient is not Breathing  

ARR3c  Time to Commence CPR Instructions  

ARR3d  Time to ARREST MPDS Code  

ARR4a  Incidents with Bystander CPR  

ARR4b  Number of ARREST Calls with no Time to Commence CPR  

ARR5a  Incidents where a PAD was Available  

ARR5b  Incidents where a PAD was Allocated  

ARR5c  Incidents where a PAD was Brought to Scene  

ARR6a  Instruction to Retrieve an Available PAD  

ARR6b  PAD Retrieval Time  

ARR6c  Time to PAD Arrival  

ARR7a  Time to First Alert: WAST Resource  

ARR7b  Time to First Mobilisation: WAST Resource  

ARR8a  Time to First Alert: Paramedic Resource  

ARR8b  Time to First Mobilisation: Paramedic Resource  

ARR9a  Time to First Alert: GoodSAM  

ARR9b  Time to First Mobilisation: GoodSAM  

ARR9c  Response Time: GoodSAM  

ARR10a  Time to Conveying Resource Response  

ARR10b  Time to Enhanced Care Response  
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13. APPENDIX B: RED EMERGENCY DATA MEASURES 

13.1. GREEN – EXTERNAL MEASURE BLUE – INTERNAL MEASURE  

REF  METRIC  

EMR1a  RED EMERGENCY Coded Calls  

EMR1b  RED EMERGENCY Scene Attendance Time  

EMR2  EMERGENCY Calls with CPR Instructions  

EMR3  Time to Conveying Resource Response  
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14. APPENDIX C: RCS DATA MEASURES 

14.1. GREEN – EXTERNAL MEASURE BLUE – INTERNAL MEASURE  

14.2. RCS0 

REF  METRIC  

RCS 1  RCS0 Categorised Incidents  

RCS 2a  How long does a clinical navigator take to open an RCS0 call for review? 

RCS 2b  How many RCS0 calls wait longer than 60 seconds for screening? 

RCS 3  How long is the clinical navigator engaged with a RCS0 call? 

RCS 4a  How many RCS0 calls are streamed to dispatch as PURPLE ARREST or RED EMERG? 

RCS 4b  How many RCS0 calls are streamed to dispatch as ORANGE NOW, YELLOW SOON 

or GREEN PLANNED? 

RCS 4c  How many RCS0 calls are sent to Integrated Care? 

RCS 4d How many RCS0 calls timeout and do not have a High Acuity Live Review (HALR) 

applied? 

RCS 4e RSC0 Exceptions 

14.3. RCS1 

REF  METRIC  

RCS 5a How many RCS1 categorised calls are received? 

RCS 5b How many RCS1 categorised call are streamed directly to remote integrated care 

without screening? 

RCS 6a How long does a clinical navigator take to open an RCS1 call for review? 

RCS 6b How long is the clinical navigator engaged with a RCS1 call? 

RCS 7a How many RCS1 calls are streamed to dispatch? 

RCS 7b How many RCS1 calls are streamed to remote integrated care? 

14.4.  RCS2 

REF  METRIC  

RCS 8a How many RCS2 categorised calls are received? 

RCS 8b How many RCS2 categorised call are streamed directly to remote integrated care 

without screening? 

RCS 9a How long does a clinical navigator take to open an RCS2 call for review? 

RCS 9b How long is the clinical navigator engaged with a RCS2 call? 

RCS 10a How many RCS2 calls are streamed to dispatch? 

RCS 10b How many RCS2 calls are streamed to remote integrated care? 

14.5. RCS3 

REF  METRIC  

RCS 11a How many RCS3 categorised calls are received? 
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15. APPENDIX D: ORANGE NOW DATA MEASURES 

15.1. GREEN – EXTERNAL MEASURE BLUE – INTERNAL MEASURE  

REF  METRIC 

NOW 1a  How many ORANGE NOW incidents are received? 

NOW 1b  How long do ORANGE NOW incidents take to receive a response to scene? 

NOW 1c How long do ORANGE NOW calls take to receive a conveying resource response to 

scene? 

NOW 2  Percentage of suspected stroke patients who are documented as receiving 

appropriate stroke care bundle with a subsequent conveyance to an appropriate care 

setting 

NOW 3  Percentage of ST segment elevation myocardial infarction (STEMI) patients who are 

documented as receiving appropriate STEMI care bundle with a subsequent 

conveyance to an appropriate care setting  

NOW 4a  How many ORANGE NOW incidents are resolved through remote clinical assessment 

(Consult and Close)? 

NOW 4b  How many ORANGE NOW incidents are resolved (see, treat, refer) at scene after a 

response has arrived? 

NOW 4c How many ORANGE NOW incidents result in a conveyance to hospital and what type 

of hospital are they conveyed to? 
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16. APPENDIX E: YELLOW SOON DATA MEASURES 

16.1. GREEN – EXTERNAL MEASURE BLUE – INTERNAL MEASURE  

REF  METRIC 

SOON 1a  How many YELLOW SOON incidents are received? 

SOON 1b  How long do YELLOW SOON incidents take to receive a response to scene? 

SOON 1c How many YELLOW SOON incidents receive an ideal or interim response? 

SOON 1d How long do YELLOW SOON incidents take to receive an ideal or interim response to 

scene? 

SOON 2a  How many YELLOW SOON incidents are resolved through remote clinical assessment 

(Consult and Close) 

SOON 2b  How many YELLOW SOON incidents are resolved (see, treat, refer) at scene after a 

response has arrived? 

SOON 2c  How many YELLOW SOON incidents result in a conveyance to hospital and what type 

of hospital are they conveyed to? 
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17. APPENDIX F: GREEN PLANNED DATA MEASURES 

17.1. GREEN – EXTERNAL MEASURE BLUE – INTERNAL MEASURE  

REF  METRIC  

PLAN1a  How many GREEN PLANNED incidents are received? 

PLAN 1b  How many GREEN PLANNED incidents receive an ideal or interim response as 

determined by a clinician? 

PLAN 1c  How long do GREEN PLANNED incidents take to receive a response to scene? 

PLAN 1d How long do GREEN PLANNED incidents take to receive an ideal or interim response 

to scene? 

PLAN 2a  How many GREEN PLANNED incidents are resolved through remote clinical 

assessment (Consult and Close) 

PLAN 2b  How many GREEN PLANNED incidents are resolved (see, treat, refer) at scene after a 

response has arrived? 

PLAN 2c  How many GREEN PLANNED incidents result in a conveyance to hospital and what 

type of hospital are they conveyed to? 
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18. APPENDIX G: RICS DATA MEASURES 

18.1. GREEN – EXTERNAL MEASURE BLUE – INTERNAL MEASURE  

REF  METRIC  

RICS 1 How many 999 incidents flow to remote integrated care service (RICS)? 

RICS 2  How long does a remote integrated care service (RICS) call take to open for 

consultation? 

RICS 3  How long does the care episode in remote integrated care service (RICS) take? 

RICS 4 How many remote integrated care service (RICS) consultations are prioritised for 

response and what response category are they? 

RICS 5  How many remote integrated care service (RICS) consultations are resolved as 

consult and close and what outcomes are they? 

 


