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Glossary of Terms 
  

Acronym Description 

A&E Accident and Emergency Department 

ACD Alternative Care Desk 

ARP Ambulance Response Programme 

CCG Clinical Commissioning Group 

DSA Double-Staffed Ambulance 

ECAT Enhanced Clinical Advice and Triage Centre 

EEAST East of England Ambulance Service NHS Trust 

EIV Early Intervention Vehicle 

EOC Emergency Operations Centre 

EOL End of Life 

HRG Health Resource Group 

FYFV Five Year Forward View 

IAP Intermediate Ambulance Practitioner 

ISR Independent Service Review 

MPDS Medical Priority Dispatch System 

ORH Operational Research in Health 

OT Occupational Therapist 

PHE Public Health England 

RPI Response Per Incident 

RRV Rapid Response Vehicle 

SI Serious Incident 

STP Sustainability and Transformation Partnership 
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1. Executive Summary 
 

Early intervention schemes aimed at targeting, high-risk vulnerable patients can deliver 

improved, sustained performance and significant savings across the Health and Social care 

system as recommended by the NHS Five Year Forward View (FYFV)1. The Early 

Intervention Schemes outlined in this study create cost savings through direct care and 

treatment in the community, and / or signposting patients to alternative care pathways. This 

directly reduces avoidable burden on the expensive urgent and emergency care sector. 

Fewer emergency admissions to inpatient wards contribute to an improvement in patient flow 

through overstretched acute hospitals; fewer conveyances to hospital mean less 

ambulances queuing at front door, thereby releasing EEAST resource and ability to respond 

to vulnerable, emergency patients in the community. 

One in three people aged over 65, and half of those aged over 80, fall at least once a year 

(Todd and Skelton 2004), accounting for more than 4 million bed days (Royal College of 

Physicians 2011). Falls are the commonest cause of death from injury in the over 65s, and 

many falls result in fractures and / or head injuries. Falls cost the NHS more than £2 billion 

per year and also have a knock-on effect on productivity costs in terms of carer time and 

absence from work (Snooks et al 2011). With the number of people aged 65 and over 

predicted to increase by 2 million by 2021, costs are set to rise further2. 

 

Falling accounts for approximately 77% of elderly injuries (Arnold and Faulkner 2007) and 

represents one fifth of ambulance service demand: 

 

 
This study outlines the initiatives trialled by EEAST, the associated benefits to both patients 

and the system, and the savings and efficiencies created as a result of delivering these 

initiatives. Evaluations have been undertaken with both quantitative and qualitative analysis 

 
1 https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf  
2 https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/exploring-system-wide-
costs-of-falls-in-torbay-kingsfund-aug13.pdf  

https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/exploring-system-wide-costs-of-falls-in-torbay-kingsfund-aug13.pdf
https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/exploring-system-wide-costs-of-falls-in-torbay-kingsfund-aug13.pdf
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to determine the effectiveness of each. The evaluation has determined the effectiveness of 

these schemes to help inform not only East of England Ambulance Services NHS Trust’s 

(EEAST) future operating model, but also wider commissioning arrangements as the NHS 

landscape evolves. 

This evaluation used routinely collected data relating to all 999 activity involving Falls and 

generally unwell patients over 65 from April to September 2017 inclusive. Data included an 

analysis of patients treated by Early Intervention Vehicles (EIV) in comparison to patients 

treated by a traditional ambulance response. In addition, EEAST deliver an additional 

scheme aimed specifically at care homes as one of the biggest users of urgent and 

emergency care services, and a further evaluation has been conducted on this scheme. 

 

Descriptive analysis found that the EIV significantly reduced Accident and Emergency (A&E) 

attendances and non-elective hospital admissions compared to estimated ‘average’ 

ambulance performance (conveyance rate as low as 14% compared to an average of 60%). 

The EIV schemes therefore likely avoided a significant number of A&E attendances and 

subsequent hospital admissions. 

 

Using established commissioning tariffs, this reduction in activity translated to genuine value 

added savings (factoring in the cost of the EIV schemes) when compared to estimated 

standard ambulance performance. All of the schemes evaluated delivered cross-system 

savings over the six-month period. 

 

The EIV generally spent nearly twice as long with patients due to the more holistic nature of 

the intervention(s). It is not possible to identify whether the extra time spent with patients 

reduced re-contact to emergency services, thereby decreasing demand in the longer term, 

but this feasibility study is the precursor to that wider assessment. 

 

The evaluation concludes that the EIV schemes reduced A&E attendances and hospital 

admissions, and that these schemes represent good value for money when benchmarked 

against the cost of these activities. The EIV schemes do not ‘significantly’ release frontline 

resource capacity but, if utilised more efficiently, they may do so. 

2. Context and the Case for Change 
 

Falls, fractures and frailty are high priority areas within the NHS. Collectively they have a 

major detrimental impact on patients, families and carers, and are a major cost to the NHS. 

With a growing and ageing population, health and social care services need to be proactive in 

their response to this challenge. 

 

‘Clear plans are required for how the population with frailty, or additional needs due to 

disabilities, will be managed in all settings, with the aim of enabling people to remain in their 

own homes as long as possible and ensuring that admissions to hospital are appropriate 

and as short as possible.’ 

‘Many studies have shown that up to a quarter of admissions of frail older people could be 

avoided if there is an early review by a suitably qualified clinical decision maker supported 
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by responsive intermediate care services. Early expert intervention with multiagency 

support to manage older people may be more promising than other interventions that have 

been attempted.’3 

Deconditioning in older hospitalised patients is consistently reported, more often due to 

hospitalisation rather than presenting medical illness. 10 days in hospital, acute or 

community, leads to the equivalent of 10 years ageing in the muscles of people aged over 

80. 48% of people over 85 die within one year of hospital admission. 

 

The potential consequences of falls are wide ranging: 

 

• Physical Consequences: Injury, pain long term disability, decreased ability to care for 

oneself  

• Social Consequences: Loss of independence, social contacts, home, potential move 

to residential care, financial costs of care, decreased quality of life, changes to daily 

routine 

• Psychological Consequences: Loss of confidence, fear, distress, guilt, blame, 

anxiety, embarrassment 

 

In terms of framing the wider problem that needs to be solved, however, one of the issues 

for commissioners is the government’s austerity agenda. By reducing the number of patients 

presenting at A&E departments, system savings will be realised. In recent years, hospital 

A&Es have come under significant pressure from increasing numbers of patients and in-fact, 

the winter of 2017-18 was described as the worst in the NHS’ history since current targets 

started being recorded. Throughout January and February 2018, almost all elective 

admissions nationally were cancelled due to the unsustainable level of emergency activity. 

 

There must therefore be alternative services available for the patients who would otherwise 

present at A&E. The government has encouraged Ambulance Trusts to look at ways of 

reducing the number of patients they convey to A&Es. Admission avoidance initiatives within 

the ambulance sector are seen as one part of an integrated system that can help to achieve 

this. 

 

EEAST believe that our approach to developing EIV schemes targeting not only Fallers, but 

also a wider cohort of frail elderly patients, could increase the benefit to both patients and 

the system. Examples of current evidence based best practice are readily available, along 

with some national thinking on how to approach caring for the elderly, as outlined in the 

publication of ‘Quality Care for Older People with Urgent and Emergency Care Needs’, 

commonly known as ‘The Silver Book’. 

 

‘Increasingly, ambulance services are being recognised as having a wider role, as being 

pivotal to the performance of the entire urgent and emergency care system. They have 

developed considerably from the days when their only response was to transport patients to 

hospitals. Ambulance services now manage between 30% and 50% of all 999 calls without 

taking a person to a hospital.’4 

 
3 https://www.england.nhs.uk/wp-content/uploads/2015/06/trans-uec.pdf  
4 http://www.bgs.org.uk/campaigns/silverb/silver_book_complete.pdf  

https://www.england.nhs.uk/wp-content/uploads/2015/06/trans-uec.pdf
http://www.bgs.org.uk/campaigns/silverb/silver_book_complete.pdf
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Some key points from this publication should also be considered: 

 

• Acutely ill elderly people are very sensitive to delays in care. The longer they wait for 

a definitive consultation, a hospital admission becomes more likely 

• Current model of acute care is unsuited to patients with complex needs; the 

emphasis should be to provide evidence based decision-making and holistic 

management 

• Specialist geriatric care improves outcomes - unfortunately illness and disability is 

often normalised in the elderly and not investigated adequately 

• Multidimensional assessment and multiagency management of older people lead to 

better outcomes 

• A multidisciplinary response should be available within 2 hours 

3. EEAST Independent Service Review (ISR) 
 

In October 2017, along with all Ambulance Trusts nationally, EEAST were mandated to 

implement the national Ambulance Response Programme (ARP) which introduced newly 

defined constitutional performance standards. Whilst the initial short-term focus was on 

changes in the Emergency Operations Centre (EOC) process, this is the largest-scale 

change EEAST has undertaken in many years and will require major, organisation-wide 

transformation for at-least another 12 months. 

 

As part of the 2018-19 contract negotiations, EEAST were required to undergo an 

Independent Service Review (ISR) in order to ascertain the funding and resources required 

to deliver national ARP standards. The outputs of the ISR final report have formed the basis 

of what underpins EEAST’s transformation. 

 

In order to achieve consensus on the EIV schemes, the Trust must first consider the 

recommendations of the ISR and the transformation requirements to meet ARP standards 

from Quarter 1 of 2019-20. The modelling undertaken by the emergency services modelling 

consultancy Operational Research in Health (ORH), has detailed the staffing and resource 

requirements based on an exclusive Double Staffed Ambulance (DSA) and Rapid Response 

Vehicle (RRV) model, without considering the deployment of additional intervention schemes 

designed to respond to particular high-risk or vulnerable cohorts of patients. 

 

As noted in the ISR, there is a performance decrease with using EIV schemes as they may 

generally be less efficient than a DSA given they traditionally only respond to a subset of 

calls, and the staffing requirement does not reduce when modelling the EIVs.. However if 

EIV schemes are commissioned above and outside of the core ISR response model over the 

longer term, they have the potential to release significant savings across the wider health 

system.  

 

Therefore, development of early intervention schemes may not necessarily be at odds with 

the transformation required to meet ARP standards. Consideration of these schemes to be 

part of EEAST’s future operating model must now be modelled appropriately in line with the 

requirements of the ISR. Development of any new schemes outside the core ISR response 

model will come with inherent risk to EEAST’s ability to meet core national standards.  
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However, EEAST are fully engaged in supporting local areas to deliver integrated, out-of-

hospital care and do still see this opportunity as a key component of its future operating 

model. Indeed, EEAST have clearly demonstrated in the following evaluation overwhelming 

system-wide benefits from the schemes it currently delivers. EEAST looks to build on these 

success’ to continue to be part of the solution, and in addressing the issues faced within the 

urgent and emergency care sector. 

4. EEAST’s Integrated Early Intervention Schemes 

4.1 Falls, the Frail Elderly and Early Interventions 

 

The Early Intervention Vehicle (EIV) provides an immediate response, via carefully triaged 

999 calls or via inter-crew referrals, primarily to patients aged over 65, operating twelve 

hours a day, seven days a week. The EIV will typically respond to patients who have fallen, 

or those otherwise deemed appropriate for intervention with a view to treat and discharge 

their care within the community. 

 

The primary role of the scheme is to provide holistic assessments to safely care for people 

within their own home, including both Nursing and Residential Homes, to reduce hospital 

admissions, helping older people to live independently. The service is offered as a 

partnership between EEAST and local Community Health and Social Care providers. 

 

Service Description: 

 

The EIV generally incorporates a (Occupational or Physio) therapist from the local 

Community Health or Social Care provider, working alongside an EEAST Intermediate 

Ambulance Practitioner (IAP) or Ambulance Practitioner (qualified Paramedic). The objective 

is a joint assessment at the initial point of contact to provide safe admission avoidance 

solutions, and / or referral to appropriate care pathways. A typical assessment process 

would be holistic and include medical, functional, environmental and personal care 

assessments with recommendations for current or future requirements. The patient’s own 

GP would also be involved in any treatment decisions where the patient is expected to be 

managed in the community.  

 

Services provided include (but not limited to): 

 

• Community based activities of daily living assessments including medical, social and 

functional needs 

• Supply and provision of mobility equipment and minor aids, with direct referral for 

major home adaptations, i.e. wet rooms, stair lifts, etc 

• Implementation of new or increased social care provision 

• Sign-posting to statutory and voluntary organisations 

• Support and advice to service users, and their carers, to prevent or minimise the risk 

of an avoidable future crisis 
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A successful EIV scheme will deliver: 

 

• A reduction in 999 responses to ‘fallers’, the biggest volume of 999 calls and 

conveyance to A&E 

• Early interventions for patients with emerging illness’ 

• A reduction in emergency hospital admissions from this cohort of patients 

• A cost effective service for the local community 

• Improved outcomes for patients and carers 

• Increase in 999 emergency frontline ambulance resources available to respond to 

higher acuity emergencies 

 

The EIVs will be deployed according to defined parameters, predominantly calls prioritised 

as Category 3 / 4 meeting the following criteria: 

 

• Patients who do not have any red flag conditions and are triaged through MPDS 

Protocol 17 - ‘Falls’ 

• Patients who have fallen with associated co-morbidities 

• Patients who are identified as appropriate for the scheme following clinical triage will 

also be considered for dispatch. These patients will primarily be triaged within the 

MPDS Protocol 26 - ‘Sick Person’ 

 

The EIV can also be deployed to Category 1 calls where it is the closest resource to 

identified life-threatening emergencies, thus providing an additional response to those most 

critically ill and specifically in cardiac arrest.  

 

Patient Benefits: 

 

The main benefit to patients is care closer to home. Across many sections of society, being 

transported long distances to receive care can solve immediate health care needs, but will 

often be detrimental to patients longer term wellbeing. For many older people, their ability to 

care for themselves is within a local infrastructure of family, neighbours and local support 

mechanisms. Taking a patient many miles to the local secondary care provider often 

reduces the patent’s confidence to cope alone at home. Once this confidence is broken, their 

chance of being able to cope alone again in their community is reduced, even though the 

local support is still in place. With limited social care options, or time required to put 

packages of care in place, this disadvantages the likelihood of restoring independence. It is 

therefore imperative that wherever possible, patients are treated closer to their own 

community and Early Intervention Schemes are being developed around this very model of 

care specifically to do this. 

 

System Benefits: 

 

This patient group tend to have higher rates of comorbidities, and the reduction in self-

confidence can exacerbate difficulty with coping mechanisms alongside long-term illnesses. 

In turn, this is likely to lead to increased reliance on the health system across Primary, 

Community and Secondary care providers. Many patients will also use ambulance and A&E 

services as emergency solutions to cope with their on-going healthcare, especially when 

conditions are left unmanaged and result in crisis. 
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Whilst at the outset this is primarily an admission avoidance initiative, the patient interaction 

soon creates an appropriate (frequent) call avoidance scheme and reduces the longer-term 

impact on health systems overall. The benefits include a potential reduction in demand on 

A&E attendance and associated admissions that often have excessive Lengths of Stay 

(LoS), increasing patient flow through the hospital, improving the nationally reported ‘bed 

blocker’ scenarios. Consequently, the EIV schemes are likely to have a positive impact on 

hospital handover delays if fewer patients are being conveyed. A greater number of 

emergency ambulances will be freed up to respond to calls in the community, promoting 

patient safety to our sickest patients. 

 

System Cost Benefit: 

 

The cost benefit to the health system has several aspects to it. Initially, there is the saving of 

ambulance conveyance and hospital attendance / admission, and then the longer-term cost 

savings of the post discharge care and treatment required. There are also the cost savings 

on the impact of the longer-term reduction of demand on the health system overall. Whilst 

these are often difficult to quantify, even small reductions of activity to each provider results 

in savings achieved. 

 

4.2 Nursing and Residential Home Admission Avoidance Schemes 

 

Care Homes often present as frequent callers to urgent and emergency healthcare services 

and often, this is due to a lack of available primary care services in their locality. 

Predominantly, the top five clinical reasons for admission from Care Homes are identified as 

lower acuity presentations: 

 

• Urinary Tract Infections (UTI) 

• Chest Infections 

• Syncope 

• Falls 

• Wounds / Bleeds 

 

Within one East of England CCG locality, EEAST have a scheme that includes the use of a 

Specialist Paramedic to ensure the number of attendances to A&E specifically from Care 

Homes settings across the CCG footprint reduces. As with the wider EIV schemes, data 

from the Care Home scheme has demonstrated the system wide benefits as being: 

 

• Reduction in ambulance conveyance to A&E from Care Homes 

• Reduction in unplanned admissions of Care Homes’ patients 

• Reduction in known frequent use of the urgent and emergency service 

• Improved patient experience and outcomes 

• Improved education, experience and support for Care Homes 

 

In addition to the demonstrated system benefits, a reduction in admissions protects patients 

against: 

• Hospital acquired infections 

• Disorientation 

• Separation from friends, family and carers 
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• Breaking of established comfortable routines and surroundings (especially for 

Dementia patients) 

• A tendency to relinquish responsibility for own well-being (i.e. remaining off their feet / 

reduced mobility) 

 

Service Description: 

 

Many 999 calls come from care and nursing homes where there is a need for a rapid 

assessment of a patient, which the Care Home staff are not always clinically qualified to 

deliver. On arrival, the Specialist Paramedic will feedback their own clinical assessment of 

the patient and a joint decision between EEAST and the home staff will be made as to the 

best course of action for the patient. Historically, a DSA crew in similar circumstances would 

primarily convey the patient to A&E. Many patients can however be left in the care of the 

home until the next day with a temporary care package, until the patient can be assessed 

more appropriately by the GP. 

 

EEAST in addition will learn where there are problems with individual providers to cope with 

the health needs of their clients. In essence, the Specialist Paramedics become EEAST’s 

Care Home liaison officers across the CCG footprint. This officer works with individual 

homes to deliver training, awareness and support to prevent further calls to the ambulance 

service. If delivered at scale, this would provide an enhanced 999-call avoidance scheme to 

supplement the admission avoidance scheme. 

 

The Specialist Paramedics offer bespoke training programmes to Care Homes to further 

support their own low-level patient interventions, and educate them on what Health and 

Social care services are available and when it is appropriate to use them. 

 

The education programme offers: 

 

• Ability of Care Home staff to manage higher acuity patients in the homes 

• Improved competency of the Care Home workforce 

• More appropriate use of healthcare services and alternative care pathways where 

available 

 

Patient Benefits: 

 

Patients within the nursing or Care Home system are, in most cases, permanently resident 

within those establishments. In effect, these are their normal places of residence. It is 

never beneficial to move a patient from their home unless it is wholly medically appropriate. 

In the case of many Care Homes, patients are conveyed to hospital because there is 

insufficient care available at the right level to keep them there. Often, ambulance crews 

have no choice but to transport patients to hospital as this is the only alternative as a place 

of safety. The Nursing and Residential Home Admission Avoidance service is designed to 

leave the patient within the environment that they know and trust, wherever possible, with 

appropriate safety nets in place. 
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System Benefit: 

 

Similar to the initiative above, as an admission avoidance scheme this provides significant 

system benefit. The patient does not attend A&E unnecessarily and so by default, is not 

admitted when they could have been left safety-netted within the community. Importantly, for 

the Health and Social care system, application of Specialist Paramedics as Care Home 

Liaison Officers will also highlight particular establishments that require additional support to 

safely manage their client group without the need for excessive access to urgent and 

emergency care services.  

 

System Cost Benefit: 

 

As above, this scheme has a significant cost benefit to the health system. To illustrate the 

indicative of the scale of the potential savings, EEAST currently records details of frequent 

caller care / nursing homes - homes that call 999 more than five times in any given month. 

Taking the figure for 2015/16, we recorded 29,534 incidents from these frequently calling 

Care Homes alone. If we assume that we transported 60% (17,720) of these due to the 

nature of the call and, of these it is conservatively estimated that that c30% are admitted 

(5,316) at a cost of c£3,975 on average, the cost to the health system is c£21 million. 

Therefore, if these schemes reduce admissions by even 20%, there is potential system 

saving of an estimated c£4 million a year just for these frequent caller homes. The call 

avoidance scheme will also reduce 999 call volumes with subsequent savings in the EEAST 

contract to further compensate for cost of the Care Home Admission Avoidance Scheme. 

5. Aims and Objectives 
 

Clearly, there is overlap with the above initiatives proposed and therefore common outcomes 

to be achieved. The aims and outcome objectives of all of the initiatives are: 

 

Aims Outcome Criteria 

Maintaining independence and 
functional improvement through 
provision of a more timely and 
appropriate response to falls 

• reduction in 999 calls to fallers 
• reduction in admissions to A&E for a fall 
• reduction in number of neck of femur fractures 
• increase in the number of people receiving an initial 

falls assessment 
• increase in number of referrals to falls clinics 
• increase in referrals to tele-care for falls 

Improvement in follow-up care 
and education for falls 

• service response more commensurate to patient 
need. 

• more timely initial assessment for a fall 
• more timely access to specialist / geriatric 

assessment and care 
• more people receive information and education 

about falls management 

Improved clarity for staff involved 
in individual patient’s care; the 
best way to manage the causes 
of the falls and the most 

• improved information sharing across services and 
agencies 

• clear clinical guidance on the management of the 
individual 
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appropriate way to manage a fall 
where it occurs 

• reviews of the patient’s physical health, functional 
ability, cognitive function, nutritional status, mobility, 
risk of further falls and an environmental 
assessment 

Improvement in the patient 
experience of services 

• increase in privacy and dignity for patient 
• patient feels helped 
• reduced level and duration of stress 

More effective use of skills and 
resources within the Ambulance 
Service 

• better response time to life threatening calls 
• more cost effective service 

6. Methodology and Outcomes Measures 
 

In order to demonstrate effectiveness of these schemes, four questions have been posed for 

evaluation: 

 

1. Does the scheme contribute to a significant reduction in acute emergency 

attendances / admissions? 

2. Does the scheme represent value for money when benchmarked against the cost of 

an acute admission? 

3. Does the presence of an EIV / scheme significantly release capacity of emergency 

operations? 

4. Does the scheme result in a quantifiable reduction in re-contact to 999 or other 

unplanned presentation to other services? 

 

The evaluation of three existing schemes delivered by EEAST is based on both quantitative 

and qualitative data. The data analysed for both the East and North Herts and Central 

Norfolk schemes was pre-Ambulance Response Programme (ARP) due to known data 

quality issues following implementation of ARP. The period was from April 2017 - September 

2017 inclusive and only included the targeted cohort of patients coded as 17 ‘Falls’ or 26 

‘Sick Person’, the two presenting complaints that the EIVs are predominantly commissioned 

to respond to. 

 

The quantitative data details the effectiveness of the schemes in terms of attendances vs. 

hospital admissions avoided when compared to a traditional ambulance response, together 

with the cost benefits associated with this. The quantitative data also establishes whether 

frontline capacity is released in instances where the EIV has been deployed.  

 

The data collated covered both EIV and non-EIV responses to compare and contrast the 

differences in response and outcomes dependent on resource deployed. Due to the vast 

number of records in the datasets, steps were taken to clean the data to ensure that only the 

calls resulting in an actual EEAST attendance were evaluated. 
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Steps to clean the data: 

 

Step Rationale 

1.  Remove cases that did not 
result in vehicle dispatch (DSA, 
RRV or EIV) 

The objective of analysis was to compare rate of 
hospital transfer in cases where a DSA or EIV was 
dispatched. As such, cases that did not result in 
dispatch were irrelevant and would have 
overestimated the number of cases that did not result 
in hospital transfer. 

2. Remove cases where a vehicle 
(DSA or EIV) spent <10 mins at 
scene 

It was determined that a period of at least ten 
minutes was required to constitute a vehicle 
attendance. This step removed thousands of 
duplicate records where multiple vehicles had been 
assigned to the same patient but were immediately 
redeployed elsewhere. 

 

The quantitative data for the Herts Valleys Care Home scheme covers April 2017 to March 

2018 as calls related to this scheme bypassed the 999-triage process and thus a full years 

dataset was available. The data does not relate to any specific 999 code sets and covered a 

range of patient presentations from the Care Home settings. 

 

Qualitative data from the Central Norfolk EIV has also been presented as part of this 

evaluation in order to evidence the impact the it had on service users encountering the 

service. Case study data has also been used to demonstrate detailed positive impacts of 

these initiatives to otherwise vulnerable patients who would have entered the urgent and 

emergency health system unnecessarily. 

 

The qualitative data collated by EEAST’s Patient Survey team relates to surveys that 

patients treated by the EIVs have returned. These surveys are directly based upon NHS 

England’s Friends and Family Test that seek to demonstrate service quality and patient 

satisfaction via recommendation. 

 

In order to demonstrate cost effectiveness and system savings, assumptions have been 

based on national data taken from research by Public Health England (PHE)5, published in 

January 2018. 

 

There is not one single fee for an episode of NHS care. Instead, costs depend on the 

specific nature of the patient’s presentation and the corresponding treatment provided. 

These tariffs are defined by Healthcare Resource Group (HRG) codes. With such a large 

dataset, it is impossible to know what treatment each individual patient received and the 

associated costs; therefore, an average of the relevant HRG codes was applied as is 

standard for such evaluations. 

 

The cost assumptions used were taken from NHS England’s National Tariffs (Appendix 1) and 

PHE’s Return-on-Investment Tool (Appendix 2): 

 

 
5 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/679856/A_return_on_invest
ment_tool_for_falls_prevention_programmes.pdf  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/679856/A_return_on_investment_tool_for_falls_prevention_programmes.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/679856/A_return_on_investment_tool_for_falls_prevention_programmes.pdf
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Cost Savings Price per Patient Source 

DSA attendance  £254 EEAST & CCG tariff 2018-19 
A&E admission  £168 NHS England Tariffs 2018-19 
Hospital admission  £3,975 NHS England Tariffs 2018-19 
Social Care Costs £1,906 Public Health England 

 

 
 

Scheme Costs (Annual) Source 

E&NH EIV Scheme £253,630 
Inclusive of EEAST Staff, Vehicle, 
Equipment and Trust Overheads 

Central Norfolk EIV Scheme £224,740 
West Herts Scheme  £249,080 

 

The additional cost of the therapy provision has been assumed at Band 6 (mid-point) plus an 

element of unsocial allowance (17%) and employer on-costs. The cost of equipment offered 

to EIV treated patients has not been included as this information was not available from the 

Community Services providers at the time of writing. However, social care interventions such 

as equipment these are likely to occur in high quality systems anyway, it just takes longer for 

the services to be provided. Therefore, any additional cost implication must be offset by 

potential savings if future falls are prevented. 

 

6.1 Ethical Considerations 

 

All data collected was anonymised at source by EEAST’s Business Intelligence Unit and so 

no formal ethical approval was required for this evaluation (Health Research Authority, 

2017). 

7. Evaluation 

7.1 Quantitative Analysis 

 

1. Does the scheme contribute to a significant reduction in acute emergency 

attendances / admissions? 

 

East and North Herts CCG - EIV Scheme: 

 

Vehicle 
Response 

Total No. of 
Patients 

No. Conveyed 
No. Not 

Conveyed 
Conveyance 

Rate 

DSA / RRV 11,206 6,319 4,887 56.39% 

EIV 630 153 477 24.29% 

 

This scheme successfully reduced the rate of conveyance to hospital by 32% for the patients 

treated by an EIV. 

HRG code HRG name
Non-elective 

spell tariff (£)

WH09A Tendency to Fall, Senility or Other Conditions Affecting Cognitive Functions, w ith Multiple Interventions 6,338

WH09B Tendency to Fall, Senility or Other Conditions Affecting Cognitive Functions, w ith Single Intervention, w ith CC Score 3+ 5,188

WH09C Tendency to Fall, Senility or Other Conditions Affecting Cognitive Functions, w ith Single Intervention, w ith CC Score 0-2 3,378

WH09D Tendency to Fall, Senility or Other Conditions Affecting Cognitive Functions, w ithout Interventions, w ith CC Score 6+ 4,551

WH09E Tendency to Fall, Senility or Other Conditions Affecting Cognitive Functions, w ithout Interventions, w ith CC Score 4-5 3,723

WH09F Tendency to Fall, Senility or Other Conditions Affecting Cognitive Functions, w ithout Interventions, w ith CC Score 2-3 2,790

WH09G Tendency to Fall, Senility or Other Conditions Affecting Cognitive Functions, w ithout Interventions, w ith CC Score 0-1 1,856
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Central Norfolk (Norwich, North and South Norfolk CCGs) - EIV Scheme: 

 

Vehicle 
Response 

Total No. of 
Patients 

No. Conveyed 
No. Not 

Conveyed 
Conveyance 

Rate 

DSA / RRV 11,776 7,203 4,537 61.17% 

EIV 365 152 213 41.64% 

 

This scheme successfully reduced the rate of conveyance to hospital by 20% for the patients 

seen. 

Both schemes have demonstrated significant reduction in conveyances to A&E. It is 

important to note that the East and North Herts EIV was commissioned as one of the 

national Vanguard schemes in 2016, and therefore benefitted from system wide support 

from inception. 

 

The Norfolk scheme was mobilised as a standalone pilot in February 2017 as a 3 month 

project at EEAST’s own financial risk. The scheme incurred staffing and resource issues 

early on in the project that resulted in lower utilisation rates; however, recent data has 

demonstrated similar conveyance rates to those of East and North Herts. 

 

West Hertfordshire Specialist Paramedic Care Home Scheme (Herts Valleys CCG 

Locality): 

 

The West Hertfordshire Specialist Paramedic scheme is not deployed via 999 generated 

calls. The team responds to Care Homes requesting a Specialist Paramedic attendance 

where there is not an immediate life-threatening emergency, but where urgent care is 

considered required. Invariably, if the Specialist Paramedic scheme did not exist, the Care 

Homes would often present to emergency care services with unplanned needs or indeed, 

where a patient has reached crisis. 

 

Vehicle 
Response 

Total No. of 
Patients 

No. Conveyed 
No. Not 

Conveyed 
Conveyance 

Rate 

Specialist 
Paramedic 

990 141 849 14.24% 

 

In order to compare this to another comparable area that does not have this scheme in 

place, a review was conducted of the frequent caller Care Homes within Mid Essex from 

September - December 2017 to benchmark the outcomes of a traditional 999 response.  

 

Mid Essex CCG Care Homes – September - December 2017 

Total Calls 
Total 

Attended 
Total 

Conveyed 
Falls Total 

Fall 
Attended 

Fall 
Conveyed 

630 533 373 171 158 92 

    69.98%     58.23% 

 

From the Mid Essex cluster of Care Homes, of the total patients seen in that 3 month period, 

70% were conveyed to hospital - an almost 55% increase in conveyance in comparison to 

the patients seen by a Specialist Paramedic in West Herts across the full 12 months. 
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2. Does the scheme represent value for money when benchmarked against the 

cost of an acute admission? 

 

For all three EIV / Specialist Paramedic schemes, there was a significant reduction in the 

conveyance of patients to A&E leading to savings within both the Health and Social Care 

sectors. 

East and North Herts CCG - EIV Scheme: 

 

A simple cost-benefit analysis has been undertaken looking at the reduction of conveyances 

through deployment of an EIV and the immediate savings realised to both Health and Social 

Care Systems. The conveyances saved represent a saving to the Health system of 

£140,319 and an approximate saving to the Social care system of £103,686, for a total of 

£244,005. 

 

The East and North Herts EIV commenced as one of the national Vanguard schemes in 

2015-16 and has therefore established itself within the community in which is located. This 

integration has resulted in the ability to maximise use of local alternative care pathways via 

experienced EIV staff. 

Scheme 

Calculations - E&NH EIV - v.1.2.xlsx
 

East and North Herts CCG have produced their own dashboard detailing the system savings 

realised, incorporating full Community Service costs, although it is not known what 

methodology they have used: 

E&NH EIV Dashboard 
-  Dec 2017.pdf

 

Central Norfolk (Norwich, North and South Norfolk CCGs) - EIV Scheme: 

 

HealthWatch Norfolk were commissioned as part of this evaluation to undertake an 

independent analysis of the Norfolk EIV scheme (Appendix 3). Based on data collated from 

both local and national sources, together with EEAST’s dataset, they have calculated similar 

system savings in relation to the number of patients treated. 

 

The conveyances saved represent a net saving to the healthcare system of £89,965 over the 

six month period, which represents a total of £244 per patient compared to similar estimated 

DSA performance. The EIV scheme costs £179 more per patient to deliver but led to 

additional savings of £410 through a reduction in A&E attendance and hospital admissions. 

These savings do not however include the cost of equipment and aids offered to patients 

through the EIV scheme. This scheme operates 12 hours a day, 7 days per week. 

 

On the basis of previous research, it is very possible that longer-term savings such as these 

would have been extensive. A recent national toolkit has estimated that falls patients who 

are discharged from hospital to their usual residence (88% of all falls patients) are likely to 

receive a standard package of care in the community costing £1,906 per patient (Public 
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Health England, 2018)6. Applying the £1,906 figure in this case results in an additional 

£66,710 saving for the EIV scheme, which is a total of saving of £156,675. A minority of falls 

patients require substantial ongoing treatment and care following a fall, and the cost of this 

support will be much higher for these patients (Public Health England, 2018).  

 

Similarly, a cohort study of 421 falls patients admitted to hospital in Torbay found that costs 

associated with Community and Social care in the 12 months after the fall were nearly four 

times as much as the cost of the initial hospital admission (Kings Fund, 2013). It is important 

to be cautious when generalising findings from small-scale local studies, but it is worth 

noting that if the results from the Torbay study were applied here, the estimated savings to 

the Health and Social care system through the EIV scheme (factoring in the cost of scheme) 

would have totalled almost £665,300 over a period of six months. 

West Hertfordshire Specialist Paramedic Care Home Scheme (Herts Valleys CCG 

Locality): 

 

This scheme also significantly reduced number of conveyances. Using the same 

methodology applied to the East and North Herts EIV,  a saving to the healthcare system of 

£351,653 and an approximate saving to the social care system of £223,002 (using only the 

conservative figure of £1,906 that does not account for Care Home costs), for a total of 

£574,655. 

Scheme 

Calculations - HAARC - v1.2.xlsx
 

Acknowledging the increased conveyances from frequent caller Care Homes noted in the 

Mid Essex area data that does not have an Specialist Paramedic scheme operating, the 

increase in costs to the Mid Essex Health system are approximately £574,170 for that 

isolated 3 month period. 

 

3. Does the presence of an EIV / scheme significantly release capacity of 

emergency operations? 

Whilst the utilisation rates for EIV schemes can vary considerably, these initiatives do free 

up valuable frontline patient facing capacity to respond to more appropriate, higher acuity 

calls in the community. Analysis of the code 17 and code 26 dataset has detailed positive 

outcomes. 

 

East and North Herts EIV: 

 

• Of the 630 incidents where an EIV attended, 231 incidents were attended with at 

least a second vehicle so the EIV has saved 399 ambulance attendances saving on 

average 1 hours 51 mins per incident 

 
6 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/679856/A_return_on_invest
ment_tool_for_falls_prevention_programmes.pdf 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/679856/A_return_on_investment_tool_for_falls_prevention_programmes.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/679856/A_return_on_investment_tool_for_falls_prevention_programmes.pdf
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• For those 231 attendances, the total non-EIV time is 361 hours - an average of 1 

hour 34 minutes. Compared to an average of 1 hours 51 minutes when an EIV 

doesn’t attend 

 

 
 

Central Norfolk EIV: 

 

• Of the 365 incidents where an EIV attended, 204 incidents were attended with at 

least a second vehicle so the EIV has saved 161 ambulance attendances saving on 

average 2 hours 3 mins per incident 

• For those 204 attendances, the total non-EIV time is 350 hours - an average of 1 

hour 43 minutes. Compared to an average of 2 hours 3 minutes when an EIV doesn’t 

attend 

 
 

Where a DSA has attended the same patient as an EIV, it is generally when they are the first 

resource on scene that subsequently refers into the EIV resource for a more appropriate 

response to the patient, recognising the benefit of the scheme. We can therefore conclude 

that whilst the EIV job-cycle time is generally longer, where an EIV attends and avoids 

conveyance, it is usually the only resource deployed, therefore minimising the Response Per 

Incident (RPI) count. 
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Based on the dataset available, during the six months evaluated the EIVs released: 

 

• 613 Non-EIV frontline resource hours saved or 53 equivalent 12 hours shifts for East 

and North Herts. This equates to a saving of 39 minutes per patient where conveyed 

and 1 hour 5 minutes per patient when not conveyed. 

• 337 Non-EIV frontline resource hours saved or 29 equivalent 12 hours shifts for 

Central Norfolk. This equates to a saving of 30 minutes per patient where conveyed 

and 1 hour 13 minutes per patient when not conveyed. 

 

Clearly the EIVs require resource to deliver care to patients and on average, the East and 

North Herts EIV job-cycle time was 1 hour 54 minutes, and the Central Norfolk average job-

cycle time was 2 hours 5 minutes. Efficient utilisation of the EIVs is key to releasing the 

capacity of frontline resources and it is crucial that EOC manage the EIVs at the point of 

dispatch effectively. A pilot within EOC to establish the most appropriate way to deploy EIVs 

is essential. The learning throughout the pilot would influence longer-term efficiency as if 

better EIV utilisation can be achieved there are potential efficiency savings. 

 

4. Does the scheme result in a quantifiable reduction in re-contact to 999, or 

other unplanned presentation to other services? 

 

Due to the limited scope of this evaluation, it has not been possible to assess the impact of 

these interventions specifically in reducing consequences of falls or other presentations, but 

early interventions can be seen as good practice and high quality care provision where used 

appropriately. 

 

The national evidence base is limited, but positive. What happens once the patient is left in 

the community is difficult to evidence and data collection across multiple providers for 

measurement is very difficult to capture. This would naturally be the next step in evaluating 

the effectiveness of the schemes, and something that could realistically only be undertaken 

when EEAST are able to go live with the implementation of collecting NHS numbers within 

its systems. 

 

It is also recommended that an expert panel review of a proportion of cases to further qualify 

admission avoidances, quality of treatment in the community and whether this contributes to 

preventing further falls or similar episodes of ill health. 

7.2 Patient Safety 

 

In the several years that EEAST have been commissioned to deliver early intervention 

schemes in various areas, it is important to note that no patient safety incidents have been 

recorded, despite non-conveyance being one of highest reported Serious Incidents (SI) 

counts within the ambulance sector. Partner providers haven’t reported any SIs either, a 

testament to the robust nature of the clinical decision-making and assessment skills of the 

staff delivering care and treatment to patients in the community. 
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7.3 Patient Experience 

 

Improved patient experience and involvement cannot be underestimated when delivering 

care in any setting. In the majority of the national studies researched, the patient’s voice has 

been predominantly silent because of the focus on target driven and / or financial metrics. 

 

Between July - September 2017, EEAST received 39 survey responses from patients within 

the Norfolk locality who had been seen and treated by the EIV team (a 10% response rate 

that is far in excess of EEAST’s other service lines). Whilst a very small sample, the 

responses were overwhelmingly positive with 84% of patients ‘extremely likely’ to 

recommend the service to friends and family, and a further 13% ‘likely’ to recommend it. 

Nine in ten of respondents were ‘very satisfied’ with their overall experience. 

 

 
*Total number of responses in brackets 

 

More than half (57.7%) of respondents endorsed the highest level of satisfaction with the 

time they waited for EIV attendance. As the table below shows, 80.8% of respondents felt 

that the waiting time was “acceptable” or “very acceptable”. 

 

 
 

Some comments received (comments are as recorded except for minor corrections in 

spelling and grammar): 

 

• ‘It was an excellent experience.’ 

• ‘I was very impressed with the service. Thank you very much.’ 

• ‘Your service was absolutely brilliant could not have been better. My family and I 

would like to thank all the staff for the care and kindness I received.’ 

57.7%

100%

100%

100%

100%

47%

80%

57%

89%

84%

Satisfied with waiting time? (26)

Staff had good attitude? (27)

Staff treated with dignity? (27)

Staff treated with privacy? (28)

Patient could trust staff? (29)

Staff gave choice about care? (17)

Staff explained care? (25)

Patient felt involved in care? (23)

Overall satisfaction? (28)

Recommend to friends/family? (38)

3.8%7.7%3.8% 23.1% 57.7% 3.8%

Very unacceptable (1) Unacceptable (2) Fairly acceptable (1)

Acceptable (6) Very acceptable (15) Unable to say (1)
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• ‘I am 91 years old, the three times you have been to help me they have been 

wonderful, they only take me to hospital when the B/P is very high and are concerned 

for. I cannot thank this service in words for kindness & respect they gave me.’ 

 

Only one negative comment was received: 

 

• ‘A three hour wait for an ambulance car to appear was unacceptable.’ 

 

Over 85% of respondents indicated positive levels of satisfaction when it came to 

involvement in their care. 

 

 

7.4 Case Studies 

 

Case Study One: 

 

A 999 call to an 82-year-old female patient had fallen out-of-bed onto the floor. 

 

History: EEAST had been called to this address 20 times in twelve months. Of these calls, 

EEAST conveyed the patient to A&E on 9 occasions and upon investigation, the patient was 

admitted on 3 of the last 4 occasions: 

 

• 1st occasion - the patient was admitted for 2 days 

• 2nd occasion - the patient was admitted for 1 day 

• 3rd occasion - the patient was admitted for 19 days (initially at the acute and then in the 

community hospital) 

 

The cost to the system this year (calculating costs up until the EIV responded) = £18,020 

The Early Intervention Vehicle responded to a 999 call, presentation: Code 17 Falls (Fallen 

out-of-bed on the floor). On arrival, both the Intermediate Ambulance Practitioner and the OT 

carried out comprehensive, holistic assessments on the patient and her surroundings. All 

clinical observations were normal and it was noted as non-injury fall. 

 

Intervention: The EIV team persuaded the husband and wife to move their bed downstairs to 

reduce further risks. They initiated a 4 x daily care package via an urgent referral to Social 

85.7%

7.1%
7.1%

Positive Negative Unable to say
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Services. The team made contact with the family GP, who arranged a follow-up community 

Occupational Therapist (OT) visit. 

 

Since then, EEAST has received two further calls to this patient that were able to be safely 

resolved with remote ‘Hear & Treat’ telephone advice. 

 

Case Study 2: 

 

A 999 call to a 67-year-old male. The patient’s main conditions are COPD and Heart Failure 

who presents as frail, cachexic, and breathless. The patient has recently been diagnosed as 

End of Life (EOL). Other relevant conditions include borderline osteoporosis, severe mitral 

valve leakage and macular degeneration (wet and dry). 

 

History: The patient fell from bed; the ‘Swift Falls Service’ (non-clinical) were called by EOC 

but did not have capacity to attend. 

 

Intervention: Assessment and clinical observations were taken, no injury noted but found 

that the patient’s syringe driver was detached. An Out-of-Hours (OOH) nurse was called to 

re-attach the syringe driver and ensure it was working. 

 

The main goal of the patient (and his wife) was to remain in his own home to die, and there 

was appropriate paperwork in-situ to support this. As an EOL patient with a syringe driver in 

place to manage his pain, admission to hospital was unlikely to offer any further treatment 

other than pain relief. As there was no obvious injury, there was no reason for transporting to 

hospital - in fact, a transfer from their house to the ambulance and the long journey to 

hospital would have further fatigued the patient and potentially resulted in him not being in 

his preferred place of death.  

 

The patient’s wife concerns were also identified and acted upon, leading to increased level 

of EOL care and support for the patient and his main carer: 

 

• Equipment review was completed by the OT and follow-up for reassessment requested 

from the local community OT team 

• Patient’s wish to toilet independently was achieved, fully encompassing mobility and 

transfer check, to promote dignity and independence 

• OT support of patient and carer needs made during the evening and fully completed on 

following day: 

o Liaison with Community Nursing, Marie Curie Specialist Palliative Care Nurses, 

equipment store, local community therapy team, supply of toileting equipment, 

manual handling skills and advice given, support telephone numbers provided, 

contact with the continuing care-at-home team other equipment ordered 

 

8. Challenges 
 

Much research has been undertaken over the last few years on out-of-hospital intervention 

schemes, where the emphasis is to treat a greater number of patients in the community. 

Whilst EEAST could have used the data from some of those studies to inform its own 
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decision-making, it was deemed appropriate to undertake our own evaluation of the 

schemes piloted within EEAST’s region for absolute clarity on proof of concept. This is in 

some ways incredibly difficult to do, as EEAST are one only part of an wider system, in 

which system-wide data sets are not joined up and savings are in different parts of the 

system. Unsurprisingly, the value and worth of these initiatives is sometimes challenged 

because of the isolated data available. 

 

Due to the Trust’s current transformation requirements, informatics resource is extremely 

limited and therefore the scheme evaluation was based on a limited (pre-ARP) dataset to 

ensure accuracy and completeness. In order to undertake a more comprehensive evaluation 

of the effectiveness of EIV schemes, in line with future service delivery requirements, a wider 

piece of modelling needs to be undertaken accounting for the new ARP and ISR 

requirements. 

 

The EIV schemes sometimes operate at reduced capacity - there are inherent difficulties in 

achieving full capacity. Emergency calls by their very nature are unpredictable and not 

spread evenly throughout the day. This poses problems for a service with only team car per 

locality that can be engaged for an hour or more on each call. There will inevitably be quiet 

times when no calls are received and other times when the team cannot respond to a new 

call because they are engaged on a previous call. This is one potential reason why the 

schemes impact adversely on ARP modelling.  

 

We have also recognised that changes in deployment models may be needed for the EIVs to 

maximise utilisation. We sought to test this concept through trialling a dedicated regional 

Alternative Care Desk (ACD) within one of our Emergency Operations Centres (EOC), 

however, due to operational pressures this could only be piloted for two isolated days and 

therefore the unsubstantiated, anecdotal outputs cannot be relied upon. A much wider pilot 

needs to be implemented to test and develop appropriate deployment and utilisation of the 

EIVs whilst being mindful of EOC guidelines and governance procedures. 

 

It has therefore been proposed to further test whether a dedicated ACD within EOC would 

increase utilisation of the schemes, with the following being considered: 

 

• Dispatch Team Leader as the dedicated resource manning the (regional) EIV desk, fully 

supported by the Enhanced Clinical Advice and Triage Centre (ECAT) clinicians 

• Fixed call codings assigned to the EIVs to be relaxed, as this limits the scope of what 

appropriate calls EOCs can identify to dispatch EIVs 

• Standard Operating Procedure to be developed in line with existing dispatching and 

governance requirements. In order to operate a virtual regional ACD standardisation 

across EIVs in terms of deployment is key. 

 

Reasons for potential under-utilisation of the schemes are multi-factorial and need further in-

depth review within the EOC environment to fully understand. Inability to identify appropriate 

calls for the EIV schemes through either number of calls within the geographical area (which 

could be driven by the call coding limitations assigned to the deployment model), lack of 

clarity or defined guidance would be barriers. Lack of effective deployment of the EIVs could 

increase RPI, where the aim of ARP to reduce RPI as a clear measure of success is one of 

EEAST’s priorities. The risk of delivering initiatives poorly can in some ways be more 
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damaging than not delivering them at all and this is why the management of EIVs at the 

initial point of the call cycle is so critical. 

9. Future Potential Developments 
 

People are living longer and the NHS is seeing a greater number of patients living with 

comorbidities that impact quality of life. In addition, living in areas of rurality and / or 

deprivation may exacerbate these conditions, compounded by a lack of services available 

outside of the urgent and emergency care sector. 

 

The concept of having Specialist Paramedics working in the community to deliver direct and 

preventative care to patients is not new. Similar models of care were used across Norfolk, 

Suffolk, Cambridgeshire, and to some extent Bedfordshire and Hertfordshire during the late 

1990s and early 2000s. However, whilst these branches of single practitioners delivered 

good response to immediately life threatening patients, and performed a high quality 

preventative service to local populations, they were relatively unsupported and lacked 

definitive governance. Consequently, the units were disbanded in the late 2000s. However, 

elsewhere in the country, this type of resource was developed alongside the improved 

education pathways for Paramedics to deliver a different type of response model which 

EEAST will soon be in a position to develop as our Specialist Paramedic programme 

progresses. 

 

The East of England region has a higher than average of the over aged 65 population7, and 

the table below demonstrates the diversity of the geography and population density across 

the East of England (source: ONS 2016): 

 
 

The modern version of this resource has replaced the standard Rapid Response Vehicle 

(RRV) in defined local areas where the resource can have most effect. In EEAST, these 

resources would be dedicated primarily in rural areas where there are greater numbers of 

frail, elderly patients with long-term conditions per head of population than in other areas. 

These would be areas such as Norfolk and Suffolk, or in urban areas such as Luton and 

much of Essex, where there is considerable deprivation, a leading factor in the causes of 

patients with long-term conditions. 

 
7  https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration 

Unitary Authority
National Density 

Ranking
Total Population >65 Population % >65 Population

Area 

(SqM)
Pop / SqM

Luton 4 216,791                       26,173                         12.07% 26.72         8,113         

Southend 7 179,799                       34,487                         19.18% 26.10         6,889         

Thurrock 32 167,025                       23,225                         13.91% 101.28       1,649         

Hertfordshire 42 1,176,720                    197,164                       16.76% 1,020.91    1,153         

Peterborough 46 197,095                       28,437                         14.43% 213.13       925            

Essex 53 1,455,340                    295,941                       20.33% 2,152.43    676            

Central Beds 58 278,937                       48,404                         17.35% 444.90       627            

Bedford 59 168,751                       29,208                         17.31% 295.77       571            

Cambridgeshire 73 651,940                       118,600                       18.19% 1,892.70    344            

Suffolk 75 745,274                       169,752                       22.78% 2,361.21    316            

Norfolk 77 892,870                       213,017                       23.86% 3,337.38    268            

East of England 6,130,542                    1,184,408                    17.83% 11,872.53  516            

https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration
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This model would create a branch of Specialist Paramedics, trained with specialist modules 

in long-term conditions, dispatched to lower acuity (Category 3-4) calls. The Specialist 

Paramedic would have the skills and equipment to treat many more patients on scene, or 

assist with developing care pathways with local services most appropriate to patients’ needs. 

This would likely include point of care testing, facilities for gluing and suturing wounds, low-

level mobile diagnostics and medication prescribing. 

 

In order to determine where the branches would be best placed, EEAST has looked at the 

correlation between age, deprivation, the availability of out-of-hospital services and specific 

999 code-sets where the patient does not have a life-threatening condition. This statistical 

analysis has been mapped against the census information where individuals have stated 

that they have a long-term illness or health problem, or disability which affects or limits their 

daily activities. The map below demonstrates the concentration of where these patients live 

and where the Specialist Practitioners would have most effect on the health care of the 

population. The following table then translates this information to how many calls EEAST 

receives in the given code-sets to determine how many Specialist Paramedics would be 

required in specific areas. In the table, a requirement of one branch is needed to operate a 

24/7 resource in that area. Where there is less than one branch, this means that the 

numbers and spread of calls does not require a full 24-hour service. 

 

Whilst this demonstrates where the branches need to be and why, we are not starting with a 

clean sheet and already have Specialist Practitioners in some areas, but far fewer than we 

require. There would therefore need sustained and on-going recruitment and training 

programmes for Specialist Practitioners over a period of many years in order to achieve this 

initiative region-wide. 

 

Map of Area with Patients with Long-Term Conditions: 
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24/7 Requirement for Specialist Practitioner Branch’s: 

 

Location CCG Number 

BEDFORDSHIRE 

Bedford Bedfordshire 1 

Luton Luton 1 

CAMBRIDGESHIRE 

Huntingdon Cambridgeshire 1 

March Cambridgeshire 1 

Peterborough Cambridgeshire 1 

Cambridge Cambridgeshire 1 

Wisbech Cambridgeshire 82% 

ESSEX 

Clacton North East Essex 1 

Frinton / Harwich North East Essex 1 

Burnham on Crouch Mid Essex 1 

Witham Mid Essex 82% 

Laindon Basildon & Brentwood 1 

Grays Thurrock 73% 

Epping West Essex 73% 

Harlow West Essex 1 

Southend Southend 1 

HERTFORDSHIRE 

Letchworth E&N Herts 73% 

Welwyn Garden City E&N Herts 73% 

Watford Herts Valley 1 

NORFOLK 

Cromer North Norfolk 1 

North Walsham North Norfolk 1 

Norwich Norwich 1 

Caister Gt Yarmouth & Waveney 1 

Kings Lynn West Norfolk 1 

Swaffham West Norfolk 70% 

Diss South Norfolk 40% 

SUFFOLK 

Halesworth Gt Yarmouth & Waveney 1 

Brandon West Suffolk 1 

Felixstowe Ipswich & East Suffolk 73% 

Sudbury West Suffolk 1 

 

The patient and system cost benefits are clearly similar to those of the ‘standard’ EIV and 

dedicated Care Home Specialist Practitioner schemes. However, by strategically placing 

these specialist clinicians with enhanced skills, a greater number of patients can be targeted 

with a view to increasing the benefit to both. 

 

The next stage of this development is to analyse the comorbidities of local patient 

populations to determine the type of resource that best suits their requirements. It is 

recognised that one size does not fit all, so the schemes and resources outlined will form a 

‘menu' of options for Commissioners. EEAST will work with partners to determine what will 

work best in their locality, to integrate with services already in place and give the best results 

for patients with affordable solutions. 

10. Conclusions 
 

Clearly, the Health and Social care system needs EEAST to act differently. It needs clinical 

staff to have the skills to assess and treat on scene, or have the backup of enhanced clinical 
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advice to support clinical decisions on-scene, and to offer routes of access to alternative 

patient pathways. 

 

As stated, EEAST are required to undergo significant transformation to meet ARP 

requirements by April 2019 and as such, the Independent Service Review has only taken 

into account the core DSA / RRV model in response to total 999 activity. 

 

The data analysed has demonstrated a considerable reduction in conveyance to A&E. Both 

the EIV and Specialist Paramedic Care Home schemes have demonstrated clear 

efficiencies. By default, A&E attendances and emergency admission costs have been 

reduced through deployment of the EIVs. Not only does this improve patient flow and 

efficiencies within the wider Health and Social Care system, it generates tangible system 

savings. 

 

In conclusion, activity continues to increase and hospital delays are crippling the urgent and 

emergency care system. The rising acuity of patients means that there is a need for a higher 

level of skill and integration required to deliver patient care in the out-of-hospital setting. The 

pressure on the overall health system continues to grow and flash points of demand 

outstripping supply have become far more common than just the traditional few weeks 

during the winter period. It is therefore essential that EEAST are able to appropriately treat 

as many patients as possible closer to their homes. Conveyance to hospital needs to be only 

for those patients that have a serious clinical need and / or are in a life threatening condition. 

 

Without investment to offer these schemes at scale across the region, conveyance rates will 

continue to increase in line with rising activity, putting more pressure on an already ailing 

system. This study has not only demonstrated these schemes to be cost beneficial through 

Health and Social Care savings, but also that they provide additional much needed efficiency 

to the health system as a whole. 

 

This study must be very much seen as invest to save. EEAST provides a pivotal role within 

the health system and when it works well, the savings for the health system are significant. 

An independent review of EEAST by NHS England pointed to the fact that EEAST’s already 

low conveyance rates save the East of England regional health system approximately c£7m 

compared with similar systems nationally. The early intervention schemes are specifically 

designed to increase these health system savings, and importantly, to relieve some of the 

pressure on the system that increased activity is providing. 

 

Finally, we cannot forget the patient. National research clearly identifies that integrated care 

tailored to patient needs lead improved patient outcomes. Greater independence, reduced 

hospital acquired deterioration and improved community support are essential to caring for 

frail elderly patients and are at the core of the Early Intervention Schemes. 

11. Recommendations 
 

Commissioning for falls, frailty and fracture prevention is complex. It involves working across 

the Health and Social care sectors. It is likely that patients and service users will be under 

the care of different professional groups and that they will be referred from one service to 
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another. Given that the benefits of falls and fracture prevention are realised across 

organisations, commissioners and providers are encouraged to work closely together and to 

ensure that contractual mechanisms support integrated working between health and social 

care providers.8 

 

The challenge for us all is to collectively commit to supporting and encouraging effective 

commissioning and the spreading of good practice so that every older person, whatever their 

background, wherever they live, is provided with the best opportunity to live and age well 

without fear of falling and associated injury or illness. 

 

‘Ambulance services are at the heart of the urgent and emergency care system. We will 

work with commissioners to put in place timely responses so patients can be treated by 

skilled paramedics at home or in a more appropriate setting outside of hospital. We will 

implement the recommendations from Lord Carter’s recent report on operational productivity 

and performance in ambulance trusts, ensuring that ambulance services are able to offer the 

most clinically and operationally effective response. We will continue to work with ambulance 

services to eliminate hospital handover delays. We will also increase specialist ambulance 

capability to respond to terrorism. Capital investment will continue to be targeted at fleet 

upgrades, and NHS England will set out a new national framework to overcome the 

fragmentation that ambulance services have experienced in how they are locally 

commissioned.’9 

 

‘If you had 1,000 days to live, how many would you choose to spend in hospital?’10 

 

The Life Chances Fund feasibility study has identified 3 clear options available to 

commissioners / investors: 

 

Option 1: 

 

Do nothing. 

 

It is clear that we are at a watershed moment in that there is not really a ‘do nothing’ option. 

The traditional ambulance service operational model has not kept pace with the level of 

demand received.  

 

Should the EIVs cease where they are currently commissioned, there would be an increase 

the amount of calls on Code 17 and Code 26 against the emergency services contract. This 

would, by default, lead to an increase in the number of conveyances to A&Es and 

subsequent (avoidable) admissions, particularly problematic for those frail elderly who are 

at-risk of hospital acquired infections and general deterioration. It would also restrict EEAST 

in managing demand on the 999 service through pro-active longer-term care and treatment 

to at-risk patients. 

 

 
8 https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2017/03/falls-fracture.pdf  
9 https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/  
10 http://fabnhsstuff.net/2016/07/04/the-last-1000-days-what-happens-when-patient-time-becomes-
the-most-important-currency-in-healthca/  

https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2017/03/falls-fracture.pdf
https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/
http://fabnhsstuff.net/2016/07/04/the-last-1000-days-what-happens-when-patient-time-becomes-the-most-important-currency-in-healthca/
http://fabnhsstuff.net/2016/07/04/the-last-1000-days-what-happens-when-patient-time-becomes-the-most-important-currency-in-healthca/
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Option 2: 

 

Invest in the EIV schemes in their original formats and current hours of operation for a 

minimum of 3 years. 

 

The schemes have evolved over several years to reflect demand and patient need. 

Extending the financial commitment would allow EEAST to further develop the current 

provision whilst backfilling the frontline staff abstracted, resulting in increased See and Treat 

/ improved non-conveyance rates as staff continue to gain valuable experience and 

confidence. 

 

Option 3: 

 

Invest in the EIV schemes at-scale across the East of England region. 

 

The schemes could be expanded to operate an increased number of vehicles across the 

region, each to be tethered to a dedicated community or locality. This would further increase 

the number of patients being treated in the community and significantly reduce the number 

of frail, elderly patients being conveyed to A&E. 

 

Expansion could lead to further integration and collaboration initiatives such as teams 

targeting frequent caller Care Homes, to reduce the number of frequent calls to 999. 

Increasing the number of patients being attended by an EIV or Specialist Paramedic scheme 

will greatly increase the potential financial savings across the system. The positive financial 

return is due to a reduction in the number of presentations through intervention, with the 

associated cost savings outweighing the cost of implementation. 

 

This study recommends Option 3 for investment to save by expanding the Early Intervention 

Schemes to be offered at scale across the East of England region, appropriately modelled to 

optimise utilisation in each locality, and developed for the longer-term to ensure EEAST’s 

core 999 service delivery is not adversely impacted. 
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12. Appendices 
 

Appendix 1: 

Annex A - National 
Tariff Workbook.xlsx

 
 

Appendix 2: 

A Return on 
Investment Tool for Falls Prevention Programmes.pdf

 
 

Appendix 3: 

HWN - Independent 
Evaluation of EEAST EIV Scheme - FINAL - April 2018.pdf

 
 

 


