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INTRODUCTION 
 
Providing urgent care in the community can reduce the need for hospital admissions. This quick 
online guide provides ideas and practical tips to Local Health Boards and the Welsh Ambulance 
Services NHS Trust on how to safely manage patients with urgent care needs in the community. It also 
provides advice on opportunities to better collaborate with organisations and services for the benefit 
of citizens and the unscheduled care system at times of severe or extreme pressure.  
 
A broad range of representatives from a range of organisations and services (including from primary 
and community care, the ambulance service, the Chief Ambulance Services Commissioner, Welsh 
Government and through the National Programme for Unscheduled Care Board) worked together on 
the development of this Quick Guide to identify existing solutions to common problems that can be 
implemented quickly. 
 
The practical tips within this Quick Guide are to be taken as pragmatic recommendations to support 
local health and care systems; they are not mandatory. 
 
The recommended way to use this quick guide is to convene a local working group of all key 
stakeholders and to use the contents as a checklist for discussions and to support identification of 
joint solutions that are right for your locality.  
 
The Emergency Ambulance Services Committee’s 5 Step ambulance patient care pathway can be used 
as an organising tool by local systems for planning initiatives to provide the optimal response to 
people with urgent care needs in the community (see annex 1). 

 
A National Programme for Unscheduled Care product 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

 

CULTURE: 
 
Enabling improvement in how emergency ambulance and community and primary care 
services and work together. 
 
Has the local system: 
 

 Arrangements in place for working in partnership and building trust, and physically 
meeting at least once every six months? 

 
 An understanding of the role and responsibilities of emergency ambulance services 

and primary and community care, and their existing pressures? 
 

 Considered pooling resources to optimise services and reduce organisational 
boundaries? 
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IMPROVING COMMUNICATION: 
 
Does the local system have: 
 

 Local agreement on how emergency ambulance services and primary and  
community care services can engage at an early stage at times of increased 
pressure? 

 
 Named contacts in place? 
 
 Agreed escalation processes at times of increased pressure? Do Health  

Board leads clearly communicate with primary care services when there is 
severe / extreme levels (levels 3 and 4) of pressure on the acute care 
system, including when WAST is under significant strain? 
 

 An agreed way of communicating messages that identify other possible 
options than 999 or Emergency Departments where clinically appropriate? 
 

 Agreement on how GPs, in particular, can be encouraged to consider very 
carefully means of safely looking after patients short of admission to an 
acute site? 
 

 A method to communicate a balanced message, praising primary care 
colleagues for the work that they were doing in managing patient demand at 
a difficult time? 
 

 
 
 
 
 
SHARING INFORMATION: 
 
This should allow a much stronger local dialogue between LHBs, WAST and practices as 
well as local identification of possible solutions. 
 
Does the local system have: 
 

 A local way of systematically sharing examples of incidents where an 
ambulance was despatched but where alternatives were suitable (where 
possible)? 
 

 A system where examples of ambulance calls where alternatives could have 
been used are shared with Directors for Primary, Community and Mental 
Health for local action?  
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*NICE guideline [NG94] Published date: March 2018 
 

A SINGLE POINT OF ACCESS 
 
Establishing day-time single points of access to identify primary / community care 
services to support ‘amber 2’ calls (where clinically appropriate) can help the unscheduled 

care system de-escalate. 

Does the local system have: 
 

 A day-time single point of access in order to identify if primary or 
community services could support appropriate ‘amber 2’ patients as an 
alternative to an ambulance response and conveyance to Emergency 
Departments? 
 

 An agreed approach for Local Health Boards to consider utilising senior 
clinical staff to work with the ambulance service to review the call ‘stack’ 
during times of severe or extreme pressure (see annex 2 for further 
guidance)? 

 

 A similar link into out of hours services teams to enable appropriate 
patients to receive secondary triage to identify whether alternatives can be 
provided during evenings and overnight? 

 
 

 
 FIRST POINTS OF CONTACT WITH HEALTHCARE 
SERVICES* 
 
Has the local system considered: 
 

 Using advanced paramedic practitioners** who have extended training in 
assessing and treating people with medical emergencies? 
 

 For people who are at increased risk of developing a medical emergency: 
 

 Considered providing advanced community pharmacy-based 
services? 

 Considered providing advanced pharmacist services in general 
practices? 

 

 
**Advanced clinical practitioners should be introduced in a planned manner to avoid 
depleting other sectors of health care. 
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PALLIATIVE CARE 
 
Does the local system have: 
 

 Plans to increase its capacity to deal with palliative care? 
 

 An agreed approach to proactively using District Nurses and Specialist 
Palliative Care Nurses to support fast track continuing healthcare for both 
community patients, and for early discharge? 
 

 
 COMMUNITY HOSPITALS 
 
Additional community hospital capacity should be opened where possible to support 
patients to leave acute sites before returning home. 

 
Does the local system have: 
 

 A plan for additional community hospital capacity to be opened, including 
non-ward areas, ensuring they are appropriately staffed?  

 Proactively managed community hospitals with defined links back to their 
parent DGHs? 

 Involvement of community senior nursing staff in ward board rounds as 
standard? 

 

 
 
ENHANCED CARE HOME SUPPORT 
 
LHBs should enhance the support that they directly provide to care homes. 
 
Has the local system: 
 

 Sought to proactively support and maintain residents within the home rather 
than to admit? Does this consistently include consideration of ANP, pharmacy, 
therapy input as well as contemplation of required equipment? 
 

 Ensured treatment escalation plans are implemented for residents to  reduce 
unnecessary emergency admissions?  

 
 Considering including assessment duty teams, consisting of a social worker, 

occupational therapy and frailty nurse / integrated assessment nurses, to 
support joint visits with GPs to mitigate admission where possible and 
appropriate? 
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COMMUNITY RESOURCE TEAMS 
 

Does the local system: 

 Use their Community Resource Teams - with enhanced therapy input - to spot 
purchase for Care Homes and contracts in conjunction with social services 

and housing?  

 
 

 
 DISTRICT NURSING SERVICES 
 
LHBs should have 24-hour district nursing services linked to out of hours services 
 
Does the local system have: 
 

 24-hour district nursing services with direct links to GP out of hours services 
to support preventable emergency admissions? 

 

 
 

ACUTE RESPONSE TEAMS 
 
Acute Response Teams (ART) should be established where possible 
 
Does the local system have: 
 

 ARTs, or variations thereof, implemented where possible to assess and 
support patients who can be discharged home on IVs?  

 

 
 
MANAGING PEOPLE WHO HAVE FALLEN BUT ARE NOT-
INJURED  
 
LHBs should learn from the Aneurin Bevan UHB (ABUHB) ‘Falls Reduction Programme’: 
 
Has the local system taken learning from: 
 

 The ABUHB falls reduction programme, which has shown evidence of success 
including utilisation of ‘Mangar’ lifting equipment in care homes to support 
with falls management? 
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ADVANCED CARE PLANS 
 
Offer advance care planning to people in the community and in hospital who are 
approaching the end of life and are at risk of a medical emergency. Ensure that there is 
close collaboration between the person, their families and carers, and the professionals  
involved in their care.  
 
Does the local system have: 
 

 A clear focus on increasing awareness and use of advanced care plans with 
specific focus on care homes? 

 

 
 WORKING WITH NURSING HOMES 
 
Does the local system have: 
 

 Engagement with nursing homes to identify and manage deteriorating 
patients? 
  

 An Advanced Care Planning team in-reaching into nursing homes to increase 
advanced care plans and focus on targeting those homes who have not yet 
engaged? 

 
 
GP OUT OF HOURS  
 
Has the local system considered: 
 

 Changing the GP and OOH messaging to remove mention of dialling 999? 
 

 Maintaining a consistent approach to taking WAST referrals? 

GP ADMISSIONS  
 
Has the local system considered: 
 

 Ensuring all GP referrals to hospital (admissions) go by their own transport or a 
taxi unless there is a clinical reason (treatment required en route) for an 
emergency ambulance response? 
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USEFUL METRICS 
 

 ‘Hear and treat’ rates; ‘See and Treat’ rates (and other Ambulance Quality 
Indicators); 

 
 Use of direct admission, alternative and community pathways; 

 
 Access to anticipatory care plans for visiting clinicians / practitioners; 

 
 Emergency admissions via Emergency Department; 

 
 % of urgent’ calls logged and returned within  20 minutes by GP Out of Hours 

services;  
 

 % of urgent patients provided with an appointment to meet patient need 
within 2 hours by GP Out of Hours services; 

 

 Ambulance conveyance rates to Emergency Departments, Minor Injuries Units; 
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Annex 1 
 

EASC 5 step ambulance care patient pathway 
 

 
 

 The intention of the 5 step model is to encourage and enable patients to access services 
through other, more appropriate means before their needs become urgent and/or life -
threatening, and require a response from the emergency ambulance service.  
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Annex 2 
 
Ambulance stack review guidance 
 
STEP 1:  
 

 Access the All Wales Integrated Unscheduled Care Dashboard via your intranet 
(http://nww.iuscdash.wales.nhs.uk). 

 

 Whilst on the All Wales tab of the dashboard , scroll down on the ambulance section of the 
dashboard and click more activity, see red circle: 
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STEP 2: Click on ‘Live Incident’ stack 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

STEP 3: Select your Health Board area to view live stack 

 


