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In memory of my mother Lynn Mary Turner who gave
kindness, laughter and understanding to all that knew her.
Her courage and love of life remain an inspiration.

“I’ve always had these little prayers
run through my head when I hear an
ambulance siren.”
Geraldine Brooks

“There is a lack of clinical staff to
support call-takers. No matter what
Trusts may tell you, patients are dying.”
NHS Paramedic
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List of abbreviations used throughout this report

List of abbreviations for NHS ambulance trusts

A&E
ECA
ECSW
EMT
EOC
CCG
CCP
CFR
COPD
FOI
VAS

EEAST
EMAS
LAS
NEAS
NWAS
SCAS
SECAmb
SWAST
WMAS
YAS

Accident and Emergency
Emergency Care Assistant
Emergency Care Support Worker
Emergency Medical Technician
Emergency Operations Centre
Clinical Commissioning Group
Critical Care Paramedic
Community First Responder
Chronic Obstructive Pulmonary Disease
Request under the Freedom of Information Act (2000)
Voluntary Ambulance Service (such as St John’s
Ambulance or the Red Cross)
JRCALC Joint Royal Colleges Ambulance Liaison Committee
MND
Motor Neurone Disease
PP
Paramedic Practitioner
PTS
Patient Transport
SI/SIRI Serious Incident Requiring Investigation

East of England Ambulance Service Trust
East Midlands Ambulance Service Trust
London Ambulance Service Trust
North East Ambulance Service Foundation Trust
North West Ambulance Service Trust
South Central Ambulance Service Foundation Trust
South East Coast Ambulance Service Foundation Trust
South West Ambulance Service Foundation Trust
West Midlands Ambulance Service Foundation Trust
Yorkshire Ambulance Service Trust

3

EMERGENCY AMBULANCE SERVICES IN ENGLAND

Executive Summary
Rising pressures
The demand for ambulance services has been rising by
more than 5% for many years. In 2014-15 the number
of calls to ambulance switchboards was 9 million, a
6.1% increase on the year before. Of these, 6.5 million
received a face-to-face response and 3.1 million were
classified as category A (most urgent). The number of
seriously ill patients now take up half of all face-to-face
emergency calls – compared with 27% in 2001.
Since 2010/11 the ambulance service has been finding
£75million a year in efficiency savings (National Audit
Office). In response trusts have imposed budget cuts,
kept vacant posts unfilled, reduced training and cut staff.
Ambulance resources are also being stretched because
of cuts elsewhere in the health and social care system.
Ambulance crews cope with shortcomings in mental
health services and in the care of the elderly. They travel
further because of closed hospital units and are
regularly left to wait with sick patients outside of
overloaded A&E units.

Using the private sector for blue light calls
The use of non-NHS ambulance providers has risen
substantially. Our study found that they are now being
used by all ten ambulance trusts in England to attend the
most life threatening of incidents. Non-NHS ambulances
responded to 139,086 life-threatening emergencies and
313,661 emergencies between January 2014 and March
2015. Private providers accounted for 89% and voluntary
crews 11% of non-NHS attendances in our study.
There is wide variation in the use of non-NHS providers;
from 17% use by South Central to less than 1% use
by the West Midlands Ambulance Service. A survey of
ambulance staff for this report revealed that many NHS
staff are worried about the standard of care provided by
some of these non-NHS crews. NHS managers told us
that independent providers use less paramedics – the
most qualified ambulance staff. An examination of trust
board minutes found that managers have expressed
concern about the spending on private ambulances. A
large number of non-NHS providers are providing care to
NHS patients, often in life threatening situations and yet
their performance is not being systematically monitored.

Threats to patient care from understaffing
It is widely acknowledged that there are insufficient
numbers of paramedics. Our research found that training
budgets have been cut between 2012 and 2014. Overall
numbers of paramedic posts have risen, but there are also
a large number of unfilled vacant posts. Numbers are not
high enough to keep pace with prolonged rises in demand.
There is strong evidence to suggest that ensuring that
there is a state-registered professional on every ambulance
would increase patient safety and efficiency.
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The effects of understaffing can be seen in the response
to a survey of ambulance workers carried out by Unite
the union. 53% of staff said that their individual workload
had increased considerably from 2013-2014. 28% said
that the increased workload is having a negative impact
on patient care.
This survey also revealed examples of problems with
the quality of care, near misses on patient safety and
feelings amongst staff of high stress and excessive
workload. They reported a shortage of paramedics and an
increasing reliance upon staff that are less well trained.
The need to meet response times, cope with rising
demand and insufficient paramedics is leading to
underqualified staff being sent to handle emergency
calls. This is both inefficient – as more qualified back up
is often needed – and a threat to patient safety.

Declining performance statistics
Performance data from NHS England shows a decline
in response times over the last 12 months. The average
response time was below target for the most serious cases
(Category A) throughout 2014 and the first quarter of
2015, reaching a new low over the winter period, although
the Category A target (arriving to calls 8 within minutes in
75% of cases) was met in the April and May 2015.
There are large disparities in survival rates across the
country. The trust with the lowest survival until discharge
rate, is three times poorer in performance than the trust
with highest.
In 2013/14 the number of complaints about ambulance
services rose by 28%, the number of complaints about
ambulance services rose by 28%, over five times more
than in the NHS as a whole (5%). The number of serious
incidents is rising and has doubled in two trusts in the
last three years.

Problems hidden from public view
Despite the obvious pressures on the ambulance
service many of the current problems remain unseen.
This is because according to figures released to us by
ambulance trusts around half (51%) of all emergency
or “blue light” calls are not part of the performance
monitoring statistics (response time and key quality
measures). These can include patients with conditions
such as suspected stroke, diabetes or limb fractures.
This means that both positive and negative aspects of
performance for nearly half of patients are not recorded.
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Foreword
Many people consider a responsive and highly trained
ambulance service to be essential in enabling the NHS to
care for people at their most vulnerable. Although we take
the service for granted, it was not until after 1952 that
ambulances became re-organised to provide treatment.1
It has taken decades to develop a framework to ensure
consistent standards of training nationwide. There is now
evidence that many of these gains are being threatened
and there is increasing uncertainty about the quality of
care that people will receive when they call 999.

Why I began this research
My research into the state of our ambulance services was
prompted by personal loss. In 2013, my mother – who
was suffering with Motor Neurone Disease – collapsed
at home. Whilst in the care of an NHS ambulance crew
from the South East Ambulance Service (SECAmb), she
suffered a respiratory arrest and died two days later.
My family had profound concerns about the standard of
treatment that she received: I now believe that a crucial
deficit in her care was the absence of a fully-trained
paramedic onboard the first ambulance to attend.
At the outset, I sought to establish whether all
ambulance crews were sufficiently well trained to
safely deal with all types of emergency that they may
encounter. Perhaps like many other members of the
public, I had assumed that all ambulance staff were
paramedics. In the course of this research, I learned
that while this is not the case, senior figures within the
ambulance service agree that there should be such
state-registered professionals on every ambulance.
I found that despite this, in order to cope with rising
demand, trusts are increasingly relying on strategies
that may reduce the likelihood of patients receiving a
paramedic response. These practices, including the
use of private providers, may be seen as a worrying
indicator of a crisis within the service. This study begins
by assessing what key performance indicators suggest
about the scale of the problem of under-capacity.

Methodology
A combination of quantitative and qualitative methods
were used. Using the Freedom of Information Act (2000),
in February 2014 I asked ambulance trusts about staffing
numbers, funding for training and the training levels of
ambulance crews sent to the most serious emergencies.
I also requested information about the numbers of private
ambulances used to respond to specific categories
of emergency calls. This was repeated in 2015. This
detailed attendance data has made it possible to examine
how non-NHS ambulance use is distributed over the
various call categories, including those relating to the
most serious emergencies. It has also made it possible
to determine how well non-NHS ambulance use is
monitored in NHS England statistics.

The call categories that are used were introduced
into the ambulance service in June 2012. This study
therefore, examines attendance data from that date
until March 2014 when Trusts’ responded to the above
Freedom of Information (FOI) requests. This was followed
up with second batch of FOI requests covering January
2014 to April 2015.
In order to place the information that was obtained from
FOI requests within the context of ambulance service
performance, NHS England system and quality indicators
data from 2012-2015 were collated and analysed. We
examined the growing demand on the service and
how well Trusts have performed against response-time
standards and on clinical quality measures.
The report examines the ten NHS ambulance trusts of
England. It does not include the ambulance services
in the Isle of Wight which are governed by different
arrangements from those on the mainland.2,3 Eight trusts
reported data in February 2014 and two (LAS and SCAs)
reported to March 2014. Data was supplied by seven
trusts in answer to Further FOIs from January 2014 to
April 2015. Three trusts, LAS, NWAS and YAS supplied it
to March 2015.
All numerical data was collated and analysed using IBM
SPSS 22 and Microsoft Excel software. Qualitative data
has come from a number of journal and press articles.
In order to go beyond the statistics and gain a real
sense of sense of the problems that the data revealed,
I consulted Unite’s regular survey and communications
with its members across the health service. In
conjunction with the NHS Support Federation, Unite
conducted a bespoke sample survey of ambulance
members resulting in 162 individual responses. This
provided a rare opportunity to gather ambulance crews’
direct experience of the increasing pressures within the
service. The survey was conducted using Questback
online survey software.
In order to include ambulance workers’ comments within
this report, it was necessary to remove details that could
identify any individual or case. There is however, one
specific example of inadequate patient care that I am
able to describe – that which originally indicated the
need to conduct this research. I have decided to include
details of my discussions and correspondence with senior
members of SECAmb concerning my mother’s care
because of their bearing upon crucial issues within the
ambulance service as a whole. In the latter regard, I have
also spoken at length or corresponded with a number of
senior figures within the Trust’s management.

Nick Turner
Researcher, NHS Support Federation
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1. Seeing the size of the problem
The figures published by NHS England are
the only publicly available overview of how
well the ambulance service is performing.
They provide measures of how quickly trusts
are responding to calls and limited statistics
about patient outcomes. But how well does
this data actually reflect the experience of
ambulance staff and their patients?
We looked at the workload of all the
ambulance trusts in England and how it is
categorised. We then compared this with
the activity figures from NHS England.
This analysis revealed that many aspects
of current performance are not publicly
reported. This is because a large proportion
of emergency calls are not part of the national
quality monitoring statistics.

Ambulance trusts are required to reach Category-A calls
and provide life support within 8 minutes in 75% of cases
– the ‘A8’ response standard. A second response target,
specifies that trusts should be able to provide transport to
Category-A patients, within 19 minutes in 95% of cases.
The Category-A calls (Red 1 and 2) account for 49% of
emergency calls reported to us by trusts.6 This is shown
in Figure 1.

Over half of all emergency calls have
no required time response and have
no clinical information recorded about
them by NHS England
In addition to category A there are many other serious,
but less urgent emergency (blue light) calls. These
are categorised as Green-1 (serious clinical need) and
Green-2 (less serious clinical need):
Green-1 emergencies can include suspected stroke
(without serious symptoms) or diabetic problems;
Green-2 calls can include suspected limb fractures.

1.1 Why are emergency calls missing from the
performance data?
Ambulance trusts divide up their emergency calls into
different categories.4 The most urgent of these are
classified as Category-A. From June 2012,i Category-A
calls were subdivided into Red-1 (most urgent) and Red-2
(serious but less time critical): 5
Red-1 calls include patients with cardiac arrest who
are not breathing and have no pulse or patients with an
airway obstruction;
Red-2 calls include conditions such as stroke and fits.

i Data before and after June 2012 are not strictly comparable. For this reason,
we have chosen within this report to concentrate on the period from June 2012
onwards

6

These Green calls are classified as emergencies and
include conditions that may present greater risk if allowed
to deteriorate. Despite their importance and urgency
Green 1 and 2 categories have only recommended
response targets. They also do not appear in the key
national performance statistics.7
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Figure 1

Number of emergency calls
broken down by category

EMAS

January 2014 – April 2015*

EEAST

Red-1 calls

LAS

Red-2 calls
NEAS

Green-1 calls
Green-2 calls
Not all trusts consistently
recognise all green categories.
Some trusts do not use Green 1
(SECAmb, NEAS), while YAS use
an additional unnumbered Green
category.

NWAS
SCAS
SECAmb
SWAST
WMAS
YAS

*January 2014 – March 2015 for LAS, NWAS and YAS

An analysis of this data shows that Green-1 calls made
up nearly 16% of all emergency calls and Green-2 calls
accounted for just over 35%. 8 (Fig 1) Whilst together,
these Green categories comprise 51% of reported
emergency ambulance calls, they do not appear in
national clinical outcome statistics.9
Concern about a lack of essential monitoring information
was expressed in the 2011 Department of Health
document, Transforming NHS Ambulance Services:
“The ability to improve performance is limited by
a lack of data on patient outcomes ... Being able
to assess the impact of delays ... and the accuracy
of paramedics’ diagnoses could help services to
measure the safety and quality of patient pathways,
and ensure that these pathways are tightly managed.
But at present, data on clinical outcomes are
available for only a few key conditions such as stroke
and cardiovascular disease.” 10

Mark Docherty, Director of LAS Commissioning in North
West London, believes there is a case for broadening the
scope of performance monitoring.
“In relation to the Green calls, I think the response
times are not adequately monitored and this causes
a few issues: they are locally determined and
performance managed, so this can result in differing
experiences depending where in the country you are.
With Green 1 and 2 (particularly), these can involve
patients that are well, but may be deteriorating
rapidly, so this category can hide some patients who
need a quick response.” 12

An over emphasis on response times has been criticized
by the Department of Health as it creates:
“...a narrow view of what constitutes ‘good’
performance, and skewed the ambulance services’
approach to performance measurement and
management.” 11
Performance measures were reduced in 2011 to cover
only category-A calls. However other quality measures
that can be viewed and understood by the public have
not been introduced.
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2. Rising pressure: signs and causes
2.1 Growing demand from 999 calls
An analysis of the national statistics shows that there
has been a prolonged period of growth in the demand
for ambulance services.13 According to a report from
the Association of Ambulance Chief Executives (AACE)
in 2011-12, the average increase in emergency calls
was 5.1% over 2010-11. There is also wide variation in
demand between areas. During 2011-12, some areas
experienced increases of as much as 11.6%.14
In 2014 the Health and Social Care Information Centre
(HSCIC) said that “the demand for ambulance services
is generally increasing with a national 3.9% increase in
emergency calls.” 15 They add that “any increase in the
number of emergency calls places considerable pressure
on resources.” 16

Between 2012 and 2014 ambulance
trusts received over twenty-five million
calls;17 in 2014-15 trusts received an
average of 24,661 calls per day 18
The number of calls to seriously ill patients rose by 5%
in 2013. Based upon data obtained from NHS England,19
HSCIC state that these calls occupy almost half of face
to face emergency calls – compared with 27% in 2001.20
The results of our own study in April 2015 confirmed
these proportions. However NHS England do not measure
the relative size of call categories and state that:
“There is no indicator explicitly designed to measure
the split between Category A and Category-C [the
latter includes Green 1&2] but some of the indicators
can help with estimating this.” 21

In contrast, our study uses specific data supplied to us
by trusts about the number of Red-1 to Green-2 calls that
trusts responded to. This shows that between January
2014-April 2015, Category-A calls comprised 49% of
emergency calls.22

Media reports of ambulance pressures
The ambulance service warned that it is struggling to
cope with the number of 999 calls and this has been
widely reflected in media coverage. In 2014, the West
Midlands Ambulance Service reported the following:
“Over the three days, Friday to Sunday, June 27 to
29, the Trust dealt with 7,889 incidents, which was
almost six per cent up on last year. That is equivalent
to over 145 incidents a day more than 2013.” 23
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In the same month The Express reported the experience
of cardiac and elderly patients in London forced to
endure long waits: “NHS horror: Heart-attack victims
forced to wait four hours for ambulances.” 24
“Strained ambulance service to cut call-outs by 15%,”
revealed the Health Service Journal, describing how the
London Ambulance Service Trust has announced that it
will cut the number of emergency calls that receive an
ambulance response by 15 per cent, in response to staff
shortages and rising demand. 25
In September the Guardian reported the experience of
a grandmother who died whilst waiting in a queue of
ambulances outside a busy hospital in Wales. Her family
are critcal of the part this delay played in her death and
highlighted the level of resourcing:
”We blame the cutbacks in the health service
that has resulted in all of our ambulances having
to wait.” 26
The Oxford Mail reported that rural areas had been hit by
a drop in ambulance response times: “Representatives
from South Central Ambulance Service (SCAS) said there
had been a significant rise in the past year in “red calls”
and that it was using some private ambulances to help
meet demand.” 27
In August 2014 it was reported that the number of
patients in the East Midlands waiting more than an hour
and a half for an ambulance “has more than tripled in
recent months.” 28
The BBC has reported on the challenge presented to
health services by a population that is living longer with
more long-term disease. 29
Some health commentators believe that too many patients
are being treated in hospitals – particularly those with
chronic conditions – and could be better cared for in the
community. However budget cuts have seen the closure
of such facilities. The BBC reported in November 2013
that the regulator Monitor had warned that the pressure
on A&Es would rise as a result of fifty of England’s walk-in
centres being closed in the last three years.30
The demands on the ambulance clearly rise as other a
parts of the health service come under pressure. The
Daily Mail reported in November that emergency readmission rates are rising and that this could be due
to patients being discharged from hospital too early. 31
It has also been widely reported that patients in some
areas who have been unable to get help through the
non-emergency 111 system were calling on ambulance
services for help instead. 32
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2.2 Funding pressures

2.3 What’s the impact upon patients?

Whilst demand for ambulance services has been rising
finances have become tighter. From 2010 to 2014 the
ambulance service has been forced to find around £75
million a year in efficiency savings – 4% of its budget, 33
as part of an initiative to improve productivity across the
NHS. In addition the NHS has been restricted to inflation
only increases in funding.

As we have shown, not all emergency calls are
comprehensively monitored, so many of the effects of
rising demand and policy changes may not be visible
through NHS sources of information. The impact upon
patients and their families is tangible and often reflected
through media reports and public interest research.
In the course of our investigations it became clear
that ambulance trusts collect a lot more information
about their performance than they release to the
public. However, systems differ between trusts and
the information published by NHS England is narrow.
In subsequent sections we examine the evidence from
ambulance staff about the effect on the standards of
patient care, drawing upon the qualitative responses to a
survey of ambulance staff.

A number of ambulance trusts have announced budget
cuts. East Midlands Ambulance Service has agreed
to a £6.2million reduction. 34 Savings are being found
by launching community ambulance stations, cutting
management and reducing fleet operating costs. They
deny that the changes will affect services. However
similar plans to shed £14million from the budget in the
North West brought threats for strike action. NWAS
planned to reduce night cover, remove vehicles and
reduce overtime. Staff in the area warned of a direct
impact on services “from cuts in frontline services.” 35

Pressure from cuts in health and social care
In 2011 Liberal Democrat health minister, Paul Burstow
predicted a wave of hospital closures as a result of
cost pressures. 36 The ambulance service has not been
insulated from the impact of these changes. James
Pavey, Senior Operations Manager at SECAmb confirmed
in an email (September 5th 2014) that the closure
of hospital units had necessitated longer ambulance
journeys to alternative centres for treatment and hence
“longer job cycle times.” 37,38
Mr Pavey also highlighted a further issue that has
received wide media coverage because of its impact
upon a large number of patients in the last year:
“One of the most serious issues is related to
handover delays at A&E departments, something
that has become widespread across the country, and
has a substantial impact upon the 999 system and
responding to patients.” 39
When patients are taken to A&E, ambulance staff have
to wait to transfer responsibility for patient care to
the hospital medical staff. This may lead to delays in
ambulance crews responding to other jobs. Sometimes
for example, a crew may have to wait until tests or
other observations are carried out before the patient
is admitted. Once transfer is complete, the ambulance
must be prepared to make it ready to respond to other
patients, further increasing total job turnaround time.40

What does the data from NHS England tell us?
Although limited in its scope the data collected by
NHS England does confirm that ambulance trusts are
experiencing difficulty in coping with demand and that
some patients are enduring a poor service. The figures
show that more trusts are missing response targets
and large differences are emerging in quality measures
between areas. There has been a rise in complaints and
in the number of serious incidents and failures.

Category-A response targets
In general, Ambulance Trusts are struggling to meet the
main response targets. Despite a recent improvement in
April 2015 – nationally the 8-minute response target was
missed every month since April 2014. This is the worst
performance period against this target since June 2012,
when it fell close to 65% and 60% for Red 1 and Red
2 respectively. Figure 2 shows the number of times that
each trust breached the target of responding to 75% of
Category-A emergencies within 8 minutes.42
Nationally, the percentage of Category-A Red 1 (serious
and urgent) incidents in May 2015 that received an
emergency response within eight minutes was 76.7%,
but this was the first time that this target had been in
reached in since April 2014. The number of Category-A
Red 2 (serious but less urgent) incidents that received
an emergency response within eight minutes was 73.2%,
a fall from the 77.5% performance recorded in July
2012. Figure 3 shows the Category-A response time
performance between 2012 and 2015. There was a
dramatic fall in the percentage of responses within the
eight minute target during the winter months of 2014,
with December marking the lowest point since the
current call categories were introduced in 2012. 43
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Figure 2

Monthly breaches of Category-A8
targets

EMAS

July 2012 – April 2015

EEAST

51
57
35

LAS
20

NEAS

34

NWAS
SCAS

17
31

SECAmb
26

SWAST
WMAS

20
45

YAS

Measures of ambulance clinical quality

Complaints and Serious incidents

In 2011 ambulance performance also began to
be assessed by a number of quality measures. A
performance measure known as Survival Until Discharge
Following Cardiac Arrest ii is commonly included along
with response time in discussions about performance.44
There are large disparities in survival rates across the
country45 as Figure 4 shows. In January 2015, an average
of only 9.1% of patients survived until discharge from
hospital after resuscitation by EMAS. In contrast, an
average of 40.0% of comparable patients resuscitated by
the Yorkshire Ambulance Service survived.46

The growth in demand has been followed by an increase
in the number of complaints and Serious Incidents (SIs)
recorded by trusts.
Figures from the Health and Social Care Information
Centre show that in 2013-14, there was more than a 28%
percent rise in complaints against ambulance crews.
This is far higher than the growth in complaints in the
NHS as a whole, which rose by 5%. The Royal College
of Paramedics said that the biggest single cause of
complaints was delays.47
The number of complaints received by LAS for example,
rose from 576 in 2011 to 1022 in 2014.48 Complaints rose
for NWAS from 386 in 2011, to 2078 in 2014.49
The number of serious Incidents recorded by SECAmb
rose from twenty-two in 2011 to forty-four in 2014 and
from twenty-two for LAS in 2011 to thirty-nine in 2014.50

ii There are several measures of Survival until discharge. The utstein
comparator group is used in this report because this provides the most
comparable measure of ambulance response to cardiac arrest.
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Figure 3

Percentage of Category-A (Red-1&2)
calls answered within 8 minutes
July 2012 – May 2015
Red-1 calls

Standard =

Red-2 calls

DEC
2012

DEC
2013

DEC
2014

Figure 4

Percentage of patients
surviving until discharge

EMAS

January 2015

EEAST
LAS
NEAS
NWAS
SCAS
SECAmb
SWAST
WMAS
YAS
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3. Critical staffing insufficiencies
3.1 Recruitment and demand

Staffing cuts and vacant posts

The drive for efficiency savings across the ambulance
service has particularly affected its staffing, as this
accounts for 80% of costs.51 Consequently achieving
staffing levels that can keep pace with demand has been
a challenge for all trusts. Martin Berry, executive officer
of the Royal College of Paramedics, told The Independent
in August 2014 that: “We have seen a massive increase
in demand and there has not been the financial
investment to meet that increase.” 52

Exacerbating this situation, several trusts have recently
announced budget cuts. NWAS is cutting £13.8 million
with a decision to leave vacant posts unfilled and the
possibility of future job losses.58 EMAS has to implement
£6.2 million in cuts.59 Forced to save £53m, in April 2011
London Ambulance Service announced plans to cut staff
by 890 over five years. It confirmed it intended to achieve
this partly by not filling vacancies. Staff warned that this
would affect the service to patients.60

Training
In just over half the trusts that we sampled with Freedom
of Information requests, overall expenditure on training
in 2014 was still lower than in previous years.53 Figure 5
shows the downward trend over the last three years.

The chairman of the College of Paramedics, Professor
Andy Newton, stated on 6th April 2014, that the rise
in demand has not been matched by the numbers of
extra staff being taken on and that nationally there
are approximately 2,500 vacancies for paramedics.61
Similarly, in a letter dated 5th September 2014, James
Pavey stated that “most trusts have an overall shortfall of
operational staff” and added that he would “like to see
the majority of staff as paramedics.” 62

Numbers of paramedics
Between 2011 and 2014 most of the ten ambulance
trusts each gained a few hundred extra paramedics
(see Figure 6). In three trusts there has been little or no
increase in numbers. NWAS gained 1835 paramedics
between 2013 and 2014 and SECAMB gained 102.54
These numbers fall short of recruitment targets and
demand. A spokesperson from the Department of Health
said in August 2014 that:
“...there are over 16 per cent more paramedics than
there were in 2010. However, we know more needs
to be done and that’s why all ambulance services are
actively recruiting and we are making sure we have
enough paramedics trained for the future.” 55
In September 2014, I asked James Pavey at SECAmb
why these additional numbers of paramedics were
insufficient. He stated that:
“I can’t speak for other organisations but we have
found that because demand has increased for
many years at or around 5% it has been challenging
to keep pace with recruitment demands ... ten
years ago the percentage was below what was
required so even though there was a 16% increase
that is not enough.” 56
An indication of the effects of understaffing can be seen
in the response to a survey of ambulance workers who
are members of the union Unite. 53% said that their
individual workload had increased considerably compared
with the same time last year. 28% said that increased
workload had a negative impact on patient care.57
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Changing roles and skill mix
Although it is often assumed that all ambulance staff are
paramedics, ambulances crews may be composed of a
number of different grades of staff which may include:
Emergency Medical Technicians (EMTs)
Emergency Care Assistants (ECAs)
Emergency Care Support Workers (ECSWs)
The role of EMT is now being phased-out, but used to
require a six week course covering ambulance aid and
a three week course in emergency medicine. EMTs are
able to deal with a greater variety of drugs, treatments
and conditions than ECAs and ECSWs but receive less
training than paramedics.63 Phasing out of the EMT role
is controversial amongst ambulance staff. Many think the
ideal system should be a double-manned crew made up
of a paramedic working with an EMT, as both staff are
qualified in contrast to ECAs and ECSWs, who are classed
as unqualified assistants.
ECAs and ECSWS are trained to assist EMTs or
paramedics and receive a 6-9 week in-service training
course including moving and handling techniques, first
aid and safe driving techniques.64 They are permitted to
begin resuscitation as Basic life support but not to an
advanced level and cannot transport emergency patients
to hospital.65
Crucially, amongst the different ambulance crew roles
only paramedics are state-registered professionals
qualified to exercise independent clinical judgment.
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Paramedics may either receive training as student
paramedics within a hospital or study for a diploma
in Paramedic science at university. They are also
increasingly trained by a three year degree and by 2016
this will be the only accepted route.66 Paramedics have
a far greater range of skills and clinical competencies
including: advanced airway, trauma and incident
management and advanced life support techniques.67
There are also a number of senior paramedic roles with
a range of titles including Emergency Care Practitioner,
Paramedic Practitioner (PP) and Critical Care Paramedic
(CCP).68 Senior paramedics are trained to give primary
care including the treatment of minor injuries and illness
and making referrals.69 Critical Care Paramedics receive
additional training to manage critical injury or illness.70
Unite representatives working in the ambulance service
informed us that the upskilling of paramedics to senior
paramedics enables ambulance crews to ‘see and treat’
patients and reduce the number of A&E admissions.
This way of allowing more patients to be left at home and
referred to alternative care pathways was advocated in
the recent Keogh report.71

iii The proportion is calculated here as the number of paramedics expressed
as a percentage of the total number of paramedics, EMTs and ECAs/ECSWs for
each trust.
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3.2 The importance of paramedics
The importance of greater paramedic support has been
confirmed by research looking at the chances of survival
from out-of-hospital cardiac arrest. A study based In
Nottinghamshire found that the survival chances were
greater when a “paramedic crew were either called to
assist technicians or dealt with the arrest themselves.” 72
Despite a continuing debate concerning the relative
merits of basic or advanced life support techniques,73 a
number of other studies have supported the importance
of paramedics in achieving good outcomes for prehospital patients.74
In addition to the positive effects that paramedics may
have on the survival of conditions such as cardiac arrest,
their greater training can improve clinical decision
making and reduce the risks associated with emergency
treatment. These risks are particularly accentuated for
the elderly or those with existing serious illness.75
As of March 2014, the two Trusts with the lowest and
second lowest ratio of paramedics to other ambulance
staff, were EMAS (12.5%) and EEAST (38.8%).76,iii Trusts’
performance will be influenced by a range of additional
factors such as the overall numbers of operational staff,
the types of vehicles used by trusts and the total number
of emergency calls received. However it is worth noting
that the above two Trusts had the lowest (12.9%) and
third lowest (17.31%) average Survival Until Discharge for
the last quarter of 2013-14.77
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What’s the impact of a lower mix of
paramedics?

Increasing the paramedic skill-mix to meet
demand and enhance patient safety

Despite trusts’ attempts to increase the number of
paramedics, there is evidence of an increasing and
often inappropriate reliance on less trained ambulance
staff. Some crews have no paramedics on board but
are composed of two technicians. Clearly crews should
only be sent to calls they are trained to deal with. In the
Unite survey of ambulance staff it is evident that failure
to adhere to this way of working is leading to threats to
patient safety and a rise in inefficiency. An ambulance
Resource Dispatcher told us of the practice of “constant
manning of two EMTs together, who constantly need
paramedic back up.” 78

In 2013, Mark Docherty, then Ambulance Commissioning
Director at West Midlands Ambulance Service (WMAS),
told a Select Committee of his goal to “ensure that every
vehicle has a paramedic on board.” 82 He said that in
the case of WMAS this would require a 70% paramedic
skill-mix. The exact percentage necessary to achieve this
goal he states, would vary depending on how many single
or double crewed vehicles are currently used by a trust.
Fewer paramedics are needed if more double crewed
ambulances are used for example. 83

One technician described a case of a “double EMT crew
sent to an infant who had stopped breathing, with no
paramedic back up.” 79
In addition to the lack of paramedic support for
ambulance technicians, many ambulance staff have
told us that crews comprised of ECAs are being left to
deal with emergencies without more qualified support.
Another paramedic outlined an instance of “double
emergency care assistant crews attending cardiac arrests
and pediatric emergencies and not receiving backup from
qualified staff.” 80
Concern about the use of double ECA crews was
expressed during a Select Committee meeting on Urgent
and Emergency Services in 2013-14:
“As a result of the drive for efficiency savings,
the deployment of double crewed Emergency Care
Assistants (ECAs) is becoming an increasing common
policy in some ambulance trusts, despite advice from
other trusts who have discarded this model due to
the clinical risks involved.” 81

Now Ambulance Commissioner at the London Ambulance
Service, Mr. Docherty states that a registered professional
on every ambulance was “important if we are to manage
demand and ensure we don’t add to system pressures.” 84
He explained that greater numbers of paramedics are
required because a substantial proportion of the growth
in demand has come from the need for ambulance
services to give urgent primary care. Registered
professionals can treat on scene without conveyance or
referral to another service. Mr. Docherty also emphasized
that paramedics can reduce the number of ambulances
that need to be sent:
“If there is a paramedic on every frontline vehicle
then there is a greater chance of reducing the
multiple vehicle attendance ratio – you don’t for
example have to send a back-up vehicle just because
the patient needs something that only a paramedic
can do.” 85
In addition to emphasising the operational advantages of
a greater paramedic skill-mix, Mr Docherty told me that
the public had a right to expect that there would be state
registered professionals within any ambulance crews
attending them. 86
There is considerable variation across the country with
some areas falling well below even a 50% skill-mix.
Addressing the subject of ambulance skill-mix nationally
and within SECAmb, James Pavey stated that:
“Most trusts would like to be at around more than
fifty per cent paramedics, but there are variances
across the country – my area (East Sussex) currently
has forty-eight per cent paramedic staff.” 87
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3.3 The importance of paramedics in saving
lives: my family’s experience, an account by
Nick Turner
The standard of ambulance care that my mother Lynn
Turner received in 2013, illustrated the difference that
the presence – or absence – of a qualified paramedic can
make. It provides one example of why, as senior figures in
the ambulance service agree, it is simply not acceptable
for the public to be treated by non-professionals. What
happened to my mother also illustrates the problems
that can arise when the decision to request paramedic
support is dependent on emergency software systems
and call handlers trained in first aid 88,89 or the patient
assessment skills of lesser-qualified ambulance staff.
The risk of poor clinical decisions being made by lesserqualified ambulance staff is accentuated when crews
are faced with the special requirements of patients
with severe chronic diseases. To those such as my
mother suffering with Motor Neurone Disease (MND)
for example, the normal high-dose oxygen routinely
given by many ambulance crews, may itself present a
serious risk of suppressing a patients’ breathing reflex.
According to guidance issued by the Joint Royal Colleges
Ambulance Liaison Committee (JRCALC), patients with
conditions such as MND, Chronic Obstructive Pulmonary
Disease (COPD) iv chest wall disorders, morbid obesity
or cystic fibrosis, should be given controlled or low-dose
supplemental oxygen.90
When my mother collapsed on 2nd October 2013,
my father called 999 and two SECAmb ambulances
were sent. The first to arrive was crewed by two EMTs.
This crew took the decision to stand down the second
ambulance (staffed only by an EMT and an ECSW). Both
the failure of SECAmb’s Emergency Operations Centre
(EOC) to have initially sent a paramedic to the scene and
the failure of the first crew to immediately request one,
were to have very serious consequences.
The Trust accepts that that my mother was still able to
breathe by herself when she entered the ambulance
and was communicating with staff by means of writing
on a white-board. My father observed that following the
administration of high-dose oxygen, my mother went
into respiratory arrest and had to be resuscitated. Only
then was a paramedic sent to the scene. My mother was
left in a considerably weakened state by these events.
She died two days later after a year-long struggle against
her disease.
JRCALC guidelines stipulate that administration of oxygen
should be based upon proper clinical observations. The
Trust apologised for failures by the first crew attending
my mother, to make these observations or listen to
important information that my father tried to convey to
them about my mother’s condition.

iv Conditions such as COPD are extremely common. In the Trust’s Disclosure
Log, a Freedom of Information request in November 2013, showed that in that
year alone, SECAmb attended 2328 patients with COPD.
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Most importantly, my father told them that he had just
measured my mother’s blood saturation at 97%, which is
within the normal range even for healthy individuals. This
indicated that she did not require high flow oxygen. Paul
Sutton admitted in his letter of 18th December 2013 that
whilst the crew had not attempted to measure her blood
saturation before taking her into the ambulance:
“...they recall Mr Turner said the saturation level
was normal when he put the pulse oximeter on Mrs
Turner. Our staff should have done more to properly
establish what Mrs Turner’s normal level of oxygen
saturation was and we are sorry they did not do this
when they had the opportunity to do so.”
The crew noted that my mother had difficulty lifting her
head and had swallowing difficulties. My father attempted
to tell the crew that her symptoms, rather than being
something new, were a result of her MND. In his letter the
Chief Executive wrote:
“Mr Turner had attempted to volunteer pertinent
information to the crew … however, the crew failed
to take full and proper account of what was trying to
be conveyed to them ... it is necessary for ambulance
staff to obtain a full set of clinical observations on
patients ... to enable them to properly assess what
treatment may or may not be appropriate. On this
occasion it did not happen, despite the opportunity
to take a proper set of clinical observations before
taking Mrs Turner into the ambulance.” 91
The ambulance crew attempted to suggest that their
failure to take account of what my father was telling
them was because he was distressed about my mother’s
condition. The Trust rejected this attempt to blame family
members for the crew’s poor listening and observation
skills and have issued an apology.
The Trust have refused to accept full responsibility for
the clinical failures and inadequate training of its crew
however. When SECAmb carried out its own internal
investigation, the ambulance crew denied administering
oxygen prior to my mother suffering respiratory arrest and
SECAmb has chosen to simply accept this. This is despite
the fact that the Trust’s Senior Operations Manager,
James Pavey has confirmed that the administration of
oxygen by lesser-trained crews would at that time have
been a normal practice that has since had to be revised.
In his letter dated 18th December 2013 SECAmb’s Chief
Executive Paul Sutton wrote:
“During his interview with our staff, Mr Pavey was
surprised to learn that in this case the crew had not
given Mrs Turner any oxygen before she suffered the
respiratory arrest, as often in similar circumstances
it may well have been given routinely.” 92
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3.4 Ambulance trusts claim that all staff are
equally able to deal with any clinical situation

3.5 SECAmb changes its policy on oxygen
administration

In the course of this research a distinct picture about call
handling started to emerge. It became clear the decision
about which crew is sent to answer a call is often
governed by the response time rather than the level of
expertise that a particular emergency may require.

In the year following my mother’s death, SECAmb
has instructed its lesser-trained ambulance staff to
administer oxygen based on “relevant observations
and physiological markers such as blood oxygen
saturation.”96 The Trust says that it took this initiative
after it “challenged itself to reduce the number of
patients admitted to hospital following over-oxygenation.”
Whilst additional training may be put in place after
particular problems such as over-oxygenation have come
to light however, for affected patients and their families,
such piecemeal initiatives will come too late. Many will
feel that it would be better to prevent such occurrences
in the first instance, by having more state-registered
clinical professionals in ambulances.

In a reply to my FOI request in March 2014, NEAS told
me that “dispatch of clinical staff is determined by the
priority of call and not the clinical condition.” 93 Whilst
it may often be important to stabilise some patients
before more qualified staff arrive, as my mother’s case
demonstrated, the appropriately qualified crew may never
arrive because they are not dispatched to begin with or
requested by an attending crew.
In the continued absence of paramedics on every
ambulance, many trusts maintain that ECAs and EMTs
are equally able to respond to any clinical emergency.
In March 2014, I sent out Freedom of Information (FOI)
requests to ten ambulance trusts asking them if they had
regulations which stipulate the minimum level of training
that crews must possess in order to respond to certain
types of call. Using Motor Neurone Disease or COPD as
an example, I asked if there are any circumstances or
medical conditions to which they would deem an EMT
or ECA to be unqualified to respond and to which they
would send a paramedic instead. A typical example of the
responses that I received was that of NWAS:
“I can inform you that we do not have separate
minimum levels of training for different categories
of emergency call. The principle we work to is that
all crews have the necessary skills, training and
experience to respond to whatever emergency that
they are called to.” 94
Despite such assurances, several ambulance staff have
told us that the crews being sent out without paramedic
backup are often insufficiently qualified to deal with the
clinical situations that they encounter.95 Without adequate
resourcing, this is a problem that is set to become worse
as demand on the ambulance service grows.

As part of their training, paramedics already learn
to administer oxygen based upon proper clinical
observations. In June 2014, I asked Mr Pavey about
whether a paramedic initially attending my mother would
have taken a different decision specifically about the
administration of high-flow oxygen. This question would
not have been relevant if it had not been administered to
begin with. In response Mr Pavey began by emphasising
that all grades of ambulance staff were now trained to
administer oxygen based on appropriate observations.
Whilst expressing some difficulty in stating “Whether or
not a paramedic attending in the first instance would
have made a difference to treatment,” he conceded
that, “it could be reasonable to expect that their clinical
assessment would have been more in depth than that of
a technician.”97 My family believe it to be unacceptable
that whilst professional standards are expected in many
areas of everyday life, people still cannot depend on being
attended by a professional when their lives are at stake.
“Although ambulance staff work to national guidance,
it is reasonable to assume that individuals with higher
levels of clinical education and training will make
better clinical decisions ... Paramedic Practitioners
(PPs) have greater clinical competencies, compared
to Technicians who receive a six to eight week
training course. Therefore PPs are able to conduct
a more in depth clinical assessment of a patient’s
condition and provide treatments accordingly…” 98
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4. Ambulance Trusts’ responses to the problem of under-capacity
4.1 Further steps in managing demand:
‘demand reduction’

The document recognised however, that in London
“just under 75% per cent of the increase in ambulance
incidents” were related to four types of incidents:
“breathing problems, unconsciousness/passing out, chest
pain and traumatic falls/back injury” 102 – that is to say,
potentially serious clinical conditions.

Pressure has come from government for trusts to find
efficiency savings under the QIPP initiative.
“The pressure to manage and use Trust finances
ever-more prudently will grow, and there is no
reason to suggest that the trend of annual increases
in the number of 999 calls the Trust receives each
year will not continue. Finding better and more
appropriate ways to respond to patient need, without
necessarily sending an ambulance resource, will be
essential in ensuring the Trust continues to provide
high-quality care to all our patients.” 99

In a recent Strategic Forward plan of the West Midlands
Ambulance Service, factors such as public attitudes to
calling 999 or frequent callers were not mentioned, even
as potential drivers of demand. Instead, the document
cites “health and demographic analyses which show
that population growth will be greatest in the 60+ age
group who are those most likely to use the ambulance
services.” 103 A large proportion of increased demand
moreover, results from the success of health awareness
campaigns such as the stroke awareness campaign
Acting FAST that encouraged people to take their
symptom seriously and call 999.104 According to Caroline
Watkins Professor of Stroke and Older People’s Care at
the University of Central Lancashire, the most concerning
problem is not peoples’ over-willingness to call 999,
but delayed dialing. She writes of patients’ continued
reluctance to “bother a doctor or other medical staff
when ill.” 105

There has been a growing tendency for trusts to attempt
to manage demand. In 2009, the NHS document
Tackling Demand Together emphasised the need to
change public attitudes to calling 999 as well as to tackle
the problem of frequent callers.100 Peter Bradley, London
Ambulance Service Chief Executive, has stated:
“Our whole plan is based on seeing fewer
ambulances sent to calls and fewer patients
transported to A&E. You can’t stop people ringing
so we have to take responsibility to do something
different with their calls ... I think we can save tens
of millions for the rest of the NHS.” 101

Figure 7
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4.2 Triaging
The idea that trusts should discourage people from
calling 999 and ‘tackle‘ demand continues to influence
policy. There are now financial incentives offered to
Trusts by the Department of Health to ‘triage-down’
emergency calls and reduce the proportion of those
calling 999 who are taken to A&E.106
999 calls to ambulance services, are assessed or
‘triaged’ in Emergency Operations Centres (EOCs) by
call handlers using resource allocation software (NHS
Pathways or the Medical Priority Dispatch System).107
Using a triaging practice termed ‘hear and treat’,
alternative pathways to an ambulance response or A&E
admission are sought. Where an ambulance response is
necessary, if possible, “see and treat” is used to triage
down cases rather than admit them to hospital.108 This
has proved controversial. In 2013, trust executives told a
select committee on Urgent and Emergency Services that
greater numbers of paramedics are necessary in order to
cope with demand however.109

4.3 Concerns about the reliability and safety of
telephone triaging
Without the aid of physical examination, telephone triaging
is dependent on patients’ description of their clinical
problems. This limitation may be reflected in re-contact
statistics. In April 2015 for example, 5.2% of patients felt
the need to re-contact South Central Ambulance Service
after being treated and discharged by an ambulance crew
at the scene, where as 12.9% of people felt it necessary
to call for an ambulance again 24 hours after discharge
by telephone (see Figure 7). This was a pattern that was
repeated nationally, with seven out of ten Trusts having
higher re-contact rates after discharge by telephone than
discharge by an ambulance crew.110
The lack of nationally recorded information about a large
proportion of emergency calls, raises concerns about
how assured the public can be about the safety of the
triaging process.
In 2010 it was estimated that a software flaw responsible
for wrongly categorising calls, may have contributed to
hundreds of deaths over a period of years.111 Serious
problems can also result from human error. SECAmb has
stated that there were two Serious Recordable Incidents
resulting from triage and seventy-eight complaints and
PALS enquiries since the NHS Pathways software system
was implemented.
Among the causes that the Trust identified were “All
grades of staff failing to take account of callers’/patients’
concerns,” and “Staff failing to listen actively to what they
were being advised.” 112 A senior manager at SECAmb
that I spoke to, conceded that there is a limit to how
much demand can be reduced using triaging. He stated
that while any triaging will carry some level of risk,
triaging-down more than ten per cent of calls is generally
considered to be unsafe. I put it to him that even with
respect to this ten per cent it was difficult to establish
how safe the triaging was, because no information about
forty-five per cent of (Green category) emergency calls
is contained within NHS England’s’ national quality
statistics. In response, I was offered the reassurance
that information about Green calls is held by Trusts
themselves and that in cases where things do go wrong,
that this information would be available in the form of
coroner’s reports. The Manager conceded however, that
it would be better to have information about these calls
held on NHS England statistics and that this might be
something which could be addressed in future.
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4.4 Asking ambulance staff to work harder
Our earlier analysis of NHS England’s data on ambulance
performance showed that despite initiatives designed
to ‘reduce’ demand, trusts are continuing to struggle to
cope. The strategic assessment of one Trust was:
“Demand management has yet to be successful and
we have seen a steady increase in demand in recent
years.” 113
With inadequate staffing levels and rising workload, in
practice, ambulance crews are often being asked to
shoulder the burden of this increased workload. In 2012,
a report by SECAmb stated that:
“For operational crews, the NHS Pathways system
was sold as a panacea that would reduce the
numbers of calls that crews would be attending …
[however] any improvements in Hear & Treat rates
have not translated into less busy working lives for
staff, work-loads have increased.” 114
The reality of how demand is managed by underresourced Trusts is indicated by Unite’s Health Pay
and Terms Survey 2013 (Fig 8). Members were asked
how their workplaces were responding to the financial
challenges facing the NHS. Whilst 21.1% emphasised
restructuring of services, 22.4 % emphasised changes
to their working terms and conditions as the main way in
which their Trusts were responding to under-resourcing.
In the same survey, 53.3% of ambulance workers
said that compared with the same time last year, their
individual workload had increased considerably.115
Rather than increasing productivity, this excessive
workload is having negative effects on performance.
27.5% of ambulance workers said that increased
workload had a negative impact on patient care. In an
additional survey of ambulance workers opinions that
Unite conducted in association with the NHS Support
Federation, one paramedic told us that:
“Crews are literally on the go every shift, often going
out on an emergency calls without any opportunity to
check the drugs or vehicle. Crews are exhausted as
they finish on average 15 minutes to 2 hours late at
the end of their shift time. This increases sickness
levels and thus puts extra strain on an already over
stretched service.” 116
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In February 2014 Yorkshire Ambulance Service proposed
the introduction of new shift patterns that would force
paramedics to work twelve hour shifts and go without
a meal break.117 This was opposed by staff. Nearly 400
Unite Yorkshire ambulance members held a series of
strikes in this dispute since April 2013, Unite commented
on its website,
“The crux of the dispute, which is now 18 months
old, is the introduction of elongated shift patterns.
The union has said that it is only a matter of time
before someone is seriously injured or killed as a
result of staff exhaustion.” 118
A survey of 1300 ambulance staff carried out by Income
Data Services reported that 84% said they frequently or
always worked for longer than their contractual hours –
20% higher than for all NHS staff. Similarly 85% reported
frequent staff shortages over the last 12 months – 13%
higher than for all NHS staff.119 56% said their workplace
had undertaken a restructuring. 77% of respondents felt
that morale had got worse, again 13% higher than the
figure for all NHS staff.
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4.5 Using less experienced staff to make sure
targets are met: ‘clock stopping’
Ambulance crew members have told us about trusts’
practice of formally meeting response-time targets but
subsequently failing to ensure adequate paramedic care.
An initial response is made by an ECA staffed crew or
community first responders (volunteers trained in first
aid and equipped with defibrillators). A paramedic told us
that the failure to then back-up lesser trained staff and
first responders is costing lives:
“Fast response vehicles are sent to Category-A
8-minute emergencies. Often they are left waiting
as there are no ambulances to back these vehicles
up. There appears to be ‘they have stopped the
clock’ mentality among senior management but
patients have deteriorated and actually died while
single responders end up having to initiate Basic Life
Support ... Patients’ families are forced to watch as
their loved ones deteriorate in front of them.” 120

Figure 8

Ambulance Trusts’
responses to under-resourcing
The main emphasis as reported
by members in Unite’s Health
Pay and Terms Survey

Recruitment freezes 9%
Restructuring / reorganising services 21.1%
Outsourcing 13%
Cutting service 12.1%
Down-banding 8.5%
Changes to terms and conditions 22.4%
Reduction in posts 12.1%
Other 1.8%
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5. The use of non-NHS ambulances to cope with increased demand
Most people will be aware of the use of taxis
and private ambulances to perform routine
non-emergency patient transport.
In 2014 Sir Mike Richard’s Care Quality
Commission report revealed that fifty percent
of these journeys are now made by private
ambulance.121 However many might be
surprised to learn that non-NHS ambulance
crews are increasingly used to respond to the
most serious emergency calls.
Non-NHS ambulance providers may include
‘voluntary’ (charitable) ambulances and fully
commercial private companies.v
5.1 Non-NHS ambulance emergency attendance
figures
In response to Freedom of Information requests in March
2014, trusts reported a total of 250,526 emergency
responses made by non-NHS ambulances over the period
June 2012 to March 2014. A total of 113,425 of these
were Category-A (life-threatening) emergencies.122
This was followed up with a further batch of FOI requests
for the period between January 2014 and April 2015. The
new data revealed that non-NHS ambulances responded
to 139,086 life-threatening emergencies and 313,661
emergencies. Private providers took up 89% and voluntary
crews 11% of non-NHS attendances in our study.

Between January 2014 and April 2015,
non-NHS ambulances responded to
more than 139,000 life-threatening
emergencies
Over the last 16 months there has been wide variation
between the ambulance trusts in the use of non-NHS
providers: South Central used 17%, North East 9%, South
East 9%, East of England 5% and London 5%. Where as
North West, South West, West Midlands and Yorkshire
Ambulance Services all have non NHS useage of less than
1%.123 Overall there has been an increase in the use of non
NHS providers in comparison with our first FOI in 2014.

v Separate figures for EMAS’ private and voluntary ambulance use were
unavailable at the time of writing this report. With significance for the proper
monitoring of providers, SWAST were unable to break-down the overall figure
for non-NHS ambulance use by private and voluntary ambulance provider.
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All ten Trusts admitted to using private (commercial)
ambulances to respond to life-threatening emergencies.124
For nearly all trusts, the largest use of non-NHS responses
was for Green calls rather than Red, although Green 1 and
2 are classed as emergencies. South Central use nonNHS ambulances for 17% of their Green 1&2 calls, North
East 13%, South East 9%, East of England 8%.
Three trusts stood out as larger users of private providers
to attend emergencies: South Central (16%), South East
(8%) and London (5%). However three trusts did not
provide a breakdown between private and voluntary
providers, including North East Ambulance services,
who use non-NHS ambulances for over 9% of all
emergencies.
Of those trusts that could breakdown their use of non
NHS providers (five trusts), total journeys by private
crews were 204,143 (89%) versus 26,161 by voluntary
providers (11%).
Although use of private ambulances has risen not
all trusts view this as desirable. In a response to my
freedom of information request in March last year,
SECAmb stated that:
“We are continuing to look at ways in which we
can reduce our reliance on the use of private
ambulance services and always prioritise using our
own staff whenever possible. However, along with
all ambulance services nationally, SECAmb does use
private ambulance providers when faced with high
levels of demand.” 125
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Figure 9

Number of Category-A (Red-1
and Red-2) calls attended by
non-NHS ambulances
January 2014 – April 2015*
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*January 2014 – March 2015 for LAS, NWAS and YAS

Further investigation
NWAS states that “voluntary aided sector (VAS) resources
are sometimes used to assist with transfers and nonemergency journeys, but we do not use them for Red 1 &
2 or Green 1 & 2 response.” 126 In reply to my FOI request
in March last year, the Trust said that:
“We have never discussed or seriously considered
using private ambulance services to respond to 999
calls as we have never felt the need to do so. We do
sub-contract some non-emergency work when we have
a capacity problem, but we try to avoid doing so. It
costs more, is not in our control and raises issues of
compliance and governance. If we were to use a private
service for an emergency we would have to ensure that
the private service was registered with CQC and that all
of their clinical and safety practices were in line with
ours. There has simply never been a call to do this.” 127
Despite giving these strong arguments against using
private ambulances, our most recent FOIs reveal that
(for reasons that are presently unclear) the trust has now
begun to make some limited use of private providers.

On 21st June 2013, SWAST announced a service
contract worth nearly £50m128 for the “Provision of
Private Ambulance support to Accident and Emergency
Services including “Blue Light” Urgent Care and Out
Of Hours.” Despite this, the Trust stated in March 2014
that “we do not use third-party Private Ambulances
to respond on blue lights to accident and emergency
incidents, however we can use them in support of
the A&E service if we have an urgent requirement to
transport a patient on non-blue lights.” 129
The figures for third-party (non-NHS) ambulance use
that SWAST disclosed to me however, were categorised
as Red 1-Green 2 calls.130 The Trust would appear
therefore, to be using third party ambulances to respond
to calls at least initially categorised as emergencies.
In response to a Freedom of Information request in
February 2014 concerning the above service contract,
SWAST had provided a very extensive list of third party
ambulance providers that it employs on an ad-hoc
basis.131 The Trust states that in using a ‘framework
agreement,’ it has no contract with any individual
supplier. Many will find this a cause for some concern.
Parties to a contract are bound by an agreement to
honour certain obligations such as standards of service
delivery. In place of this, it remains unclear what
protection there is for patient care quality or public
money in these transactions.
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5.2 Concerns about the training levels of nonNHS crews
Whilst there is an insufficient number of paramedics
staffing NHS ambulances, there appear to be even fewer
present on non-NHS ambulances.

SECAmb, one of the largest users of
non-NHS ambulances, state that “only
2% of the non-NHS ambulance crews
have a qualified paramedic on board.”132
A Director at SECAmb told me that
“We would never have used the private sector if
there hadn’t been such high levels of demand. I
would rather use my own people. The private sector
is many years behind and the quality far below that
of the NHS….The private sector crews are composed
of more support grade personnel, which they’re good
at supplying, but you can only get a paramedic from
the NHS.“
NHS ambulance staff have similarly expressed concerns
about the training of private ambulance crews. One
paramedic told us that:
“A lot of the time the private ambulance staff are
not highly trained ... To say there are numerous ‘near
misses’ with these crews is an understatement ...
this is now really putting patients’ lives at risk ...
These crews appear to be mainly rejects from NHS
ambulance services. They do not appear to be vetted
properly. The ‘technicians’ are often individuals who
have done a ‘first aid at work course’.” 133
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5.3 Training levels of voluntary ambulance staff
Although increasingly employed by trusts, St John’s are
a charity with independent training standards and do not
train paramedics. One highly publicised case concerned
the standard of care given by ambulance charities
involved the investigation into the death of Ex-teacher
William Gouldburn in April 2013. Hartlepool coroner
Malcolm Donnelly said that this was “a sad consequence
of a lack of resources.” Two hours and seven 999
calls after Mr. Gouldburn had collapsed, a St John’s
ambulance crew arrived, sent by North East Ambulance
Service. Mr. Gouldburn’s stepson-in-law, said: “It was
only when the paramedics arrived – not the St Johns –
that it was clear that there was someone in control who
was actually professional.” 134 By then however, it was too
late to save Mr. Gouldburn.
A response to my Freedom of Information request
in March 2014, revealed that out of a total 126,625
Category-A (life-threatening) calls received by NEAS from
June 2012-February 2014, non-NHS crews attended
on 11,485 occasions. 5,482 of these attendances were
made by a St John’s ambulance.135
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Figure 10

Percentage of all trusts’
emergency calls attended by
non-NHS ambulances

EMAS
EEAST

January 2014 – April 2015*
LAS
Percentage of emergency
calls attended by non-NHS
ambulances
Percentage of Category-A
emergencies attended by
non-NHS ambulances

NEAS
NWAS
SCAS
SECAmb
SWAST
WMAS
YAS

*January 2014 – March 2015 for LAS and NWAS

Figure 11

Total number of emergency
responses by non-NHS
ambulances
January 2014 – April 2015*
Total non-NHS Red-1
Total non-NHS Red-2

EMAS
EEAST
LAS
NEAS

Total non-NHS Green-1
Total non-NHS Green-2

NWAS
SCAS
SECAmb
SWAST
WMAS
YAS

*January 2014 – March 2015 for LAS, NWAS and YAS
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5.4 Monitoring concerns
The Care Quality Commission has emphasised the
importance to the proper regulation of ambulances, of
”developing our information to monitor providers.” 136
However, trusts have already acknowledged that they
have found it difficult to properly monitor their own
ambulances. In 2011, SECAmb recognised for example,
that “ambulance trusts have no systematic way of
monitoring the standards of care provided to trauma
patients and clinical governance arrangements between
pre-hospital and hospital care are weak.” 137
The reality is that very little information appears to exist
concerning a substantial proportion of all emergency
calls. NHS England does not monitor Green calls or even
collect information about the number of Green calls that
trusts receive. As may be seen from Figure 11, Green 2
comprises the largest category of calls attended by nonNHS providers.138
After 2012, most ambulance trusts became able to
record information about whether calls were responded
to by NHS or non-NHS ambulances and whether
any Serious Incidents occurred in their care. There
is considerable variation in how much information
individual trusts record about their use of non-NHS
ambulances to attend emergencies however. In 2014
SWAST did not record information distinguishing
between attendance by private and voluntary providers
for example.139 EMAS and LAS do not record information
about which particular voluntary ambulance provider is
used (eg. St Johns or Red Cross).140 The former state
that “systems we have in place for this type of analytical
work do not capture this information.” 141 Neither LAS nor
SECAMB record specific information about any Serious
Incidents occurring in the care of private crews.142
SECAmb states that is because its DATIX software, is
unable to record this type of data.143 Despite this, in its
reply to my FOI in March 2014, the Trust maintained that
the use of private ambulances is properly monitored:
“We have robust governance arrangements in place
for the procurement of private ambulance services.
While working on our behalf any private provider
will be subject to a continuous monitoring and
assessment process, to ensure they are providing a
high level of service. We do not record SIRI’s relating
to private providers separately.” 144
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It would seem that some SECAmb executives have
concerns about monitoring of private ambulances
however. During a SECAmb governors meeting Monday
30 July 2012, Maggie Fenton (public governor, Kent)
expressed the concern that “if private ambulance
vehicles are not tracked, continuous assessment and
monitoring of them must be difficult.” 145
The variable level of monitoring of private ambulance
providers may come as little surprise if there is also
insufficient regulation. Many ambulance staff have
expressed very little confidence in the ability of even
the Care Quality Commission to regulate ambulance
provision. In response to Unite’s survey of members, one
trust manager told us for example that “the CQC does
not use appropriate inspectors ... especially ambulance
aware or qualified.” The same manager added that The
CQC “just look at policies and paper.” 144 A paramedic
responding to the same survey wrote that regulation
was “not effective at all ... [The Trust] know about
monitoring etc., and pull all the stops out to cover up
their inadequacies.” 147
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5.5 Trusts’ concerns about the financial risks of
using private ambulances
The overall monetary cost of non-NHS emergency
ambulance use is indicated by an investigation in April
2014 which revealed that in three years, spending more
than doubled from £24m to £56m.148 The governors
of several ambulance trusts have questioned whether
private companies are the most cost-effective means
of addressing a shortage of trained NHS staff. During
a meeting of SECAmb Governors in 2012 for example,
Nigel Sweet, Staff-Elected Operational Governor stated
that “private ambulance staff are able to work less hard”
because they are not tracked.149
He asked whether the Trust could be “confident that using
private ambulances is a cheaper alternative.” During a
board meeting of EEAST in January 2014, Stephen Day,
the Director of Finance & Commercial Services said that
the Trust’s “overspend on non-pay” was “largely driven by
the spend on Private Ambulance Services.” 150 In the same
month, during a board meeting of EMAS, Jon Sargeant
responded to a question about private ambulance use by
the Trust, stating that EMAS ‘was planning to use its own
staff which would be less costly.” 151

In March 2014, The Nottingham Post revealed that
because of EMAS staff shortages, non-NHS ambulance
providers were paid £7 million in the previous year to
respond to emergency calls. The same article revealed
that “the service’s own ambulances were being left
unused for up to twelve hours, hundreds of times
a month, because of a shortage of paramedics.” 152
Ambulance trusts that use costly private ambulance
providers in order to make up for under- capacity, do not
only use funds that could be invested in building-up their
own service. Encouraging the private sector also places
Trusts’ own market position and future sources of revenue
at risk. Several Trusts have expressed concerns about
growing competition from the private sector. In SCAS’
Strategic Plan 2013-14, it is stated for example that:
“Currently it is unclear to what extent the NHS
reforms will open mandatory services to broader or full
competition. It is possible that we could see private
providers in the future competing directly with existing
NHS providers for the emergency services.” 153
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Summary
This report finds an under-resourced ambulance service
struggling to meet the pressure of the growing number
of emergency calls and additional sources of demand.
Forced to implement budget cuts, ambulance trusts’
response has been partly to attempt to reduce the
number of emergency responses – or in the preferred
terminology – to ‘reduce demand’. If possible, emergency
calls are now ‘triaged down’ and concluded over the
telephone. However, there are concerns about the safety
of telephone triaging particularly as no response time or
clinical outcomes data is collected by the government for
a very large proportion of emergency calls. As such, little
national data exists about the quality of the triaging in
many cases.
Despite demand reduction initiatives, trusts recognise
that demand has continued to rise. Analysis of two years
of monthly ambulance service statistics published by
NHS England, shows that there is a marked decline in
performance against national response-time targets and
considerable variability in clinical quality. There has also
been a rise in the number of recorded complaints and
Serious Incidents. With insufficient resources, trusts have
pursued a number of alternative responses to the growth
in demand. Crews are being are being placed under
pressure to work much harder. Senior figures within the
ambulance service have stated that there needs to be a
greater paramedic skill-mix in the staffing of ambulances.
Despite a process of ostensible professionalisation of the
service however, there is evidence that relatively unskilled
crews are increasingly being left to deal with some of the
most serious emergencies.
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As these measures have failed to compensate for lack of
long-term investment in adequate numbers of properly
trained staff, ambulance trusts have resorted to using
private providers. The trusts with the highest and lowest
amount of private ambulance use agree that reliance on
private ambulances is less-desirable than the use of NHS
ambulances. Although the skill-mix of non-NHS crews is
lower than on NHS ambulances, many members of the
public may not be aware that these are used to respond
to even the most serious emergency calls.
Despite a recent CCQ report emphasizing the need for
better information on ambulance providers, there is
no NHS England data specifically concerning private
ambulances use, even for the most serious, Category-A
emergencies. There is also a considerable disparity in
the information that trusts collect about private providers
locally. Trust Governors have also voiced concerns both
about the monitoring and cost-effectiveness of private
ambulance use.
The use of private ambulances to respond to emergencies
appears set to increase and trusts have discussed private
ambulance contracts as a potential threat to their own
market share and future revenue.
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