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Foreword 
 

 

This Strategic Options Framework represents a significant shift in the way that the NHS will 

respond to the emergency and urgent care requirements of people living in Scotland’s remote 

and rural communities.   

 

For the first time, the responsibilities of various organisations to provide a response in 

emergency and urgent situations is described in one place and is supported by standards that 

service responses will be expected to achieve. The Framework recognises however, that one 

size does not fit all, as the needs of a remote island, with no resident doctor is quite different 

to that of a remote Highland glen, where there is a doctor but he or she is some 40 miles 

away, along a single track road. The Framework therefore identifies different solutions that 

the Scottish Ambulance Service and the relevant NHS Board will work with the local 

community to implement. 

 

This Framework is aspirational and we recognise this. Solutions will take time to implement, 

but the agreement and publication of the Framework is an important first step to delivering fit 

for purpose responses and improved outcomes for people in remote and rural communities 

who require emergency or urgent care. 

 

 

Dr Roger Gibbins,  

Chair of Remote and Rural Implementation Group 



3 
 

 

 
Introduction 
 

 
 
“Universal healthcare coverage is a right, and that includes emergency healthcare. 

The community expects such requirements to be within their reach, including all 

human and technological resources necessary for rapid and high quality 

healthcare assistance in an emergency”1. 

 

People living in remote and rural areas have no less a right to effective high quality care in 

emergency situations than urban residents.  The provision of an effective emergency and 

urgent response service also has wider implications for a community than achieving good 

clinical outcomes.  Having such a service makes communities feel ‘safer’ and the staff 

providing the service contribute to the wider economy and sustainability of remote 

communities2. 

 

Delivering for Remote and Rural Healthcare3 was developed using a consultative approach, 

involving practitioners and representatives of the public. One common theme that emerged, 

for more detailed study, was the capacity of the NHS to respond in emergency or urgent 

situations and there was concern that this had the potential to impact on the outcomes for 

patients. It was recognised, however, that response in an emergency situation presented 

significant challenges to territorial NHS Boards and in particular, to the Scottish Ambulance 

Service (SAS), which is a Special Health Board with responsibilities across the whole of the 

country, to provide an appropriate accident and emergency response, when presented with 

such diverse geography.  

 

An audit was commissioned as part of the development process for Delivering for Remote and 

Rural Healthcare, in collaboration with SAS, the results of which showed delays, in the remote 

and rural areas studied, in response to patients with conditions requiring an emergency or 

urgent care. This suggested that there was potential for an adverse impact on the clinical 

outcome and it was subsequently recommended that ‘robust and responsive local community 

emergency response systems should be developed’, which was accepted.   

 

The Remote and Rural Implementation Group (RRIG) established an Emergency Response 

and Transport (ER&T) workstream to progress the implementation of these 

                                                 
1 Lopez-Abuin JM et al (2005) Conference Report: proposals for improvement of emergency rural healthcare, March 
2005: the International Journal of Rural and Remote Healthcare Research, Education, Practice and Policy 
2 Wisborg, T et al (2008)  Life or death. The social impact of paramedics and first responders in landmine infested 
villages in northern Iraq.  Rural and Remote Health 9 (online), 2008:816.  Available from http://www.rrh.org.au 
3 (2007)  Delivering for Remote and Rural Healthcare, The Final Report of the Remote and Rural Steering Group Nov 
2007 SGHD ISBN B56045 05/0 
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recommendations.  The RRIG ER&T workstream was a multi-disciplinary group of health 

professionals and lay people, including patient representatives, General Practitioners (GPs), 

representatives from the Scottish Ambulance Service (SAS), NHS Boards and Community 

Health Partnerships (CHPs), Scottish Government Health Department (SGHD), Senior NHS 

Management, the Centre for Rural Health and other stakeholders. A membership list can be 

seen in Appendix 1 of this Framework. 

 

Around the same time, the then Chairman of the Scottish Ambulance Service, Bill 

Brackenridge, identified that there was variation in the response to the emergency and 

urgent care needs in Scotland’s islands and asked that RRIG include a review of island 

services and develop options for new models.  This proposal was endorsed by the 

Government’s Healthcare Policy and Strategy Directorate and included within the project plan 

for the workstream.  RRIG approved the proposal of the Group to extend this further to 

review models of emergency and urgent response across remote and rural Scotland due to 

the synergies between remote and rural mainland communities with island settings. 

 

Following agreement of the Project Plan, the group, commissioned a Literature Review of the 

Types of Emergency and Urgent Response available within the UK and in other countries; 

mapped the current emergency and urgent service provision across remote and rural 

Scotland; developed Standards for Emergency and Urgent Response, supported by a 

Framework of possible response models for remote and rural communities; which provided 

the basis for the Strategic Options Framework. 

 

This Strategic Options Framework (SOF) for Emergency and Urgent Response to remote and 

rural communities is designed as a tool to be used by the SAS, in partnership with NHS 

Boards, CHPs and local communities, to establish, over time, a response appropriate to local 

circumstances.  In the following sections of this Framework, there is guidance on how to use 

the Framework, followed by more detailed information on the defined responsibilities of NHS 

organisations, the standards to be achieved and the types of response that might be 

introduced. 

 

 A full report of how the SOF was developed, including the mapping of the current service, 

the literature review, the drafting process for the standards and types of response; an 

overview of the engagement feedback, costs of implementing and not implementing models 

and full recommendations is shown in what is being described as the Strategic Options 

Framework Technical Annex can be accessed at www.nospg.nhsscotland.com. 

 



5 
 

 

 
How to use this Framework 

 
 

This Strategic Options Framework (SOF) for Emergency and Urgent Response to remote and 

rural communities is designed as a tool to be used by the Scottish Ambulance Service, 

working in partnership with NHS Boards, their Community Health Partnerships (CHPs) and 

local communities, to develop, agree and implement the preferred option(s) for emergency 

and urgent response that suits local circumstances. It is acknowledged that this may take 

time. 

 

It is expected that Scottish Ambulance Service will have the lead role to implement the 

Framework, but that this must be done in collaboration with the NHS Board, or the CHP, 

working with the local community. As a first step, partners should map the current 

emergency and urgent service provision across the relevant communities, to identify gaps 

both within and out of hours. We recommend that a mapping exercise, similar to that 

described in at Appendix 6 of this Document, or in more detail within the Technical Annex4, is 

used. 

 

Following this gap analysis, partners should work with wider stakeholders, including the local 

community, local authority and other agencies, to identify the possible options for future 

service delivery and the feasibility of these.  A number of possible criteria for consideration 

are listed below:  

 

• achievability of the Remote and Rural Emergency and Urgent Quality Standards; 

• patient travel times; 

• sustainability; 

• affordability; and  

• acceptability, both clinically and to the public. 

 

This list is not intended to be exhaustive and partners will require to identify and consider 

what factors are most important within the individual community. It is likely that whatever 

factors are identified that these will needed to be weighted in order of importance and a 

partnership approach should be adopted that includes representatives from the local 

community.   

 

Once there is a joint understanding of what is deliverable, it will be important to engage with 

the wider community to discuss the preferred options for that community, using the above 

                                                 
4 www.nospg.nhsscotland.com/remote&rural/strategic Options Framework 
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criteria to support these discussions.  It is likely that identification of the necessary resources 

to implement some of the preferred options will be a challenge and therefore a risk 

management approach should be adopted, addressing the areas of greatest need as a 

priority.   

 

When the preferred option is identified, the process of implementation and timescales should 

be agreed collaboratively and a formal evaluation of new models undertaken concurrently. 

 

Progress on achievement of the Standards and implementation of the types of response 

across remote and rural Scotland will be overseen via existing performance management 

arrangements such as through Local Delivery Plans.  Arrangements should be made within 

SAS and territorial NHS Boards to ensure progress monitoring and reporting is undertaken. 
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Strategic Responsibility for Emergency and Urgent Care - 
Memorandum of Understanding between Scottish Government and 

the Scottish Ambulance Service 
 

 
 

During the process to develop the Strategic Options Framework (SOF) it emerged that there 

was a degree of confusion amongst healthcare providers as to which organisation has the 

strategic responsibility for the provision of emergency and urgent care.  The Scottish 

Government was asked  to clarify where the statutory responsibility lay and the role of both 

the Scottish Ambulance Service (SAS) and territorial NHS Boards in relation to this, with 

particular emphasis on the strategic responsibilities of the ambulance service in relation to 

emergency response. 

 

It was agreed that the Scottish Ambulance Service should be regarded as having strategic 

responsibility for securing a pre-hospital emergency and urgent response services for all the 

people of Scotland, including responsibility for the ownership, maintenance and replacement 

of emergency response vehicles. Whilst territorial NHS Boards must ensure that appropriate 

services are available to receive, admit and treat patients following the pre-hospital phase of 

care. 

 

This will have a range of implications for both the ambulance service and the territorial 

Boards.  To discharge that strategic responsibility at an operational level, the SAS and the 

territorial Boards will require to work together and with other organisations, including NHS 

24, to design and commission emergency response systems appropriate to the needs of 

individual communities.   

 

A Memorandum of Understanding (MoU) has been agreed between Scottish Government, the 

Scottish Ambulance Service and the Remote and Rural Implementation Group (acting on 

behalf of territorial NHS Boards) and this is provided at Appendix 2 of this Framework. 
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Standards for Emergency and Urgent Response 

 

 

The SAS is required by Scottish Government to achieve certain targets for emergency and 

urgent response.  These are time based targets and are as follows: 

 

• 75% of Category A calls to be responded to within 8 minutes (mainland NHS 

Boards areas) 

• 95% of Category B calls to be responded to within 14/19/21 minutes  

(depending on population density) 

• 50% of all emergencies (includes category A and B calls) to be responded to 

within 8 minutes (ORCON5 target for Island NHS Board areas)  

• 95% of all emergencies should be responded to within 21 minutes (ORCON 

target for Island Board areas) 

 

These national response targets apply equally to remote and rural communities and it was 

not for the ER&T workstream to change these targets. It was noted, however, that response 

times are monitored at NHS Board level and this can mean that within an individual area, the 

targets are not met, even when achieved for the NHS Board as a whole.  The ER&T 

workstream therefore, identified that there was a need to set additional standards, with the 

specific aim of ensuring that patients in remote and rural communities experience an 

equitable clinical outcome to that experienced by their urban counterparts. This outcome will 

be achieved by ensuring that national standards are not compromised through delays in the 

initial steps of the patient’s journey.  It was the view of the group that if new models of 

integrated working could be developed, the current national (mainland) targets for Category 

A and B response may be able to be met in remote and rural areas, including islands.  The 

group has focussed on developing standards that would improve patient clinical outcomes 

which would mean that response times were less critical.   

 

The SOF standards have been drafted in a context of existing national standards including, 

but not exclusively, NHS Quality Improvement Scotland (QIS) standards, Scottish 

Intercollegiate Guideline Network (SIGN) Guidelines and Health Improvement, Efficiency, 

Access and Treatment (HEAT) targets, which all NHS Boards are tasked with meeting.    

 

The development process involved drafting, consulting and redrafting standards within the 

confines of the workstream membership, before approval by RRIG for wider consultation with  

                                                 
5 Operational Research Consultancy (ORCON) 
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all NHS Boards, including their clinical and public fora.  In addition, Boards were asked 

whether they wished to have a facilitated Focus Group discussion on the standards involving 

their Public Partnership Forum (PPF) and four such sessions were subsequently undertaken 

for the PPFs of Argyll and Bute, Orkney, Shetland (NHS 100 Group) and Wester Ross Out of 

Hours Group.  NHS Shetland Board also requested a Staff Focus Group and this was 

undertaken.   The consultation feedback6 led to a further refinement of the standards and the 

final version of which can be seen in Appendix 3.  

 

The Standards for Emergency and Urgent Response apply across remote and rural Scotland 

and will be considered as performance indicators for service delivery within these 

communities. In order for these standards to be achievable, however, a responsive air 

ambulance service, with infrastructure capacity and comprehensive adult, paediatric and 

mental health specialist retrieval services will be required. 

                                                 
6 Detailed feedback from this engagement process is published in the Technical Annex. 
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Types of Emergency and Urgent Response 

 

 
Development of Standards were seen by the group as key, however, these needed to be 

supported by a range of possible responses, which would be different in different places. A 

menu of possible Types of Emergency and Urgent Response was therefore developed, pulling 

on existing models available within the United Kingdom and internationally, underpinned by 

the Literature Review outlined earlier in this report7. As with the approach to the standards 

development, a process of drafting and refinement within the  workstream was again 

adopted, before refined proposals for consultation were produced. The options were tested 

against a number of real-life scenarios and following minor changes, were included in the 

same process of engagement as the draft standards. Where the Literature Review highlighted 

types of emergency response which were not initially included, the menu of options was 

adapted to include those viewed as appropriate.  

 

The Types of Response which may be applicable to the various geographical settings and 

clinical service configurations have been grouped and summarised in the Table below.  It is 

likely that probably one or perhaps more of the types of response would be selected for 

implementation in a community. The Framework of Types of Emergency and Urgent 

Response can be seen in full at Appendix 4.   

 

Setting Options of Types of Emergency and 

Urgent Response 

Island with no resident professional  

 

• Community CPR training 

• Community First Responders (Trained to 

Intermediate Level FPOS with additional skills as 

defined in the standards document)   

• Retained Driver 

• Community Practitioner Response (eg Generic 

Health Care Support Worker GHCSW) 

• Extended Community Practitioner Response 

Island with resident doctor • Community CPR training 

• Community First Responders  

• Retained Driver 

• Community Practitioner Response Level 2 (eg 

Generic Health Care Support Worker GHCSW) 

• Level 3 Community Practitioner Response  

• Level 3 Extended Community Practitioner Response 

Island with resident other health care professional • Community CPR training 

• Community First Responders  

• Retained Driver 

                                                 
7 Full Literature Review can be seen in the SOF Technical Annex accessed via www.nospg.nhsscotland.com. 
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• Community Practitioner Response Level 2 (eg 

Generic Health Care Support Worker GHCSW) 

• Level 3 Community Practitioner Response  

• Level 3 Extended Community Practitioner Response 

Very Remote Rural 

(eg includes peninsulas, and mainland remote settings) 

* Defined as settlements of less than 3,000 people and 

with a drive time of over 60 minutes to a settlement of 

10,000 or more8. 

 

• Community CPR training 

• Community First Responders (Trained to 

Intermediate Level FPOS with additional skills as 

defined in the standards document)   

• Retained Driver 

• Retained Ambulance Service 

• Community Practitioner Response Level 2 (eg 

Generic Health Care Support Worker GHCSW) 

• Level 3 Community Practitioner Response  

• Level 3 Extended Community Practitioner Response 

Remote Rural 

* Defined as settlements of less than 3,000 people and 

with a drive time of between 30 and 60 minutes to a 

settlement of 10,000 or more9. 

• Community CPR training 

• Community First Responders  

• Retained Driver 

• Retained Ambulance Service 

• Community Practitioner Response Level 2 (eg 

Generic Health Care Support Worker GHCSW) 

• Level 3 Community Practitioner Response  

• Level 3 Extended Community Practitioner Response 

Accessible Rural 

* Defined as settlements of less than 3,000 people and 

within a 30 minute drive time to a settlement of 10,000 

or more10 

 

 

• Community CPR training 

• Community First Responders  

• Retained Driver 

• Retained Ambulance Service 

• Community Practitioner Response Level 2 (eg 

Generic Health Care Support Worker GHCSW) 

• Level 3 Community Practitioner Response  

• Level 3 Extended Community Practitioner Response 

Mainland peninsula. 

 

• Community CPR training 

• Community First Responders  

• Retained Driver 

• Retained Ambulance Service 

• Community Practitioner Response Level 2 (eg 

Generic Health Care Support Worker GHCSW) 

• Level 3 Community Practitioner Response  

• Level 3 Extended Community Practitioner Response 

 

In communities where there is a relatively significant population density but where there is 

currently no emergency or urgent response service available within a 30minute11’12 drive time, 

the minimum level of local emergency response should be Community First Responders, 

                                                 
8 (2008) Scottish Executive Urban Rural 8 -Fold Classification http:www.scotland.gov.uk/Publications/2008/07 
9 Ibid 
10 Ibid 
11 Rawles, J (1994) Halving of Mortality at Year 1 by Domicillary Thrombolysis in the Grampian Region Early 
Antistreplase Trial (GREAT) Journal of American College of Cardiology 1994 23:1_5 
12Rawles, J (1996)  Magnitude of Benefit from Earlier Thrombolytic Treatment in Acute Mycardial Infarction: New 
Evidence from Grampian Region Early Antistreplasee Trial  (GREAT) BMJ  1996;312:212-215 (27 January)  
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trained to Intermediate First Person on the Scene (FPOS) Level, with additional skills, as 

defined in the standards.  This individual should be equipped with e-health clinical support 

systems and backed up by a General Practitioner (GP) or Nurse, a driver and appropriate 

vehicle, which in some cases may be a multi-use vehicle, but must have patient transport 

capacity.  Where there is an ambulance service, this must be dispatched in parallel with the 

initial first response and the arrival of both responses should be recorded and contribute to 

response targets.   

 

In communities where there is already a resident health care professional, it is recommended 

that this service is augmented by Community First Responders and Retained Drivers to 

ensure adequate support is available to that healthcare professional. In addition, there must 

be a responsive air ambulance service with infrastructure capacity and a comprehensive 

adult, paediatric and mental health specialist retrieval service. 

 

New Types of Emergency and Urgent Response should be evaluated concurrent with 

implementation so that a body of robust evidence can be built. 
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Conclusions 
 
 

 

To conclude, this Strategic Options Framework has been designed to improve the  Emergency 

and Urgent Response within Remote and Rural communities and ensure that the clinical 

outcomes for patients are optimised.  The SOF is, however, only a tool to support the 

identification, development and implementation of appropriate service responses and it will 

take leadership from Scottish Ambulance Service, working in partnership with NHS Boards 

and local communities, to make this a reality.  

 

Some of the changes envisaged within the SOF will be relatively easy to achieve, but others 

will be more challenging and will take time to implement, but this makes the attainment of 

the Standards no less important. These Standards ARE aspirational, but they are achievable. 

People living in remote and rural communities should expect effective, high quality care in an 

emergency and implementation of this Framework will provide that. The Remote and Rural 

Implementation Group commends this Strategic Options Framework to all organisations 

within NHS Scotland. 
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Appendix 1 

 

Membership of Emergency Response and Transport Workstream 

 

Steering Group 

Peter Baxter, Medical Director NHS Orkney, Clinical Lead 

Gill Stillie, Director of Service Delivery, NHS 24, Managerial Lead 

Shirley Rogers, Director of Human Resources and Clinical Development, SAS 

Annie Ingram, Regional Director of Planning and Workforce Development and RRIG Project 

Director 

Fiona Grant, Remote and Rural Programme Manager (Project Support) 

 

General Workstream Membership (plus Steering Group members) 

Paul Ardin, Director of Primary Care, NHS Ayrshire and Arran 

Catriona Barr, Consultant Anaesthetist, NHS Shetland 

Lawrence Bidwell, Clinical Director, NHS Greater Glasgow and Clyde 

Alison Burns, Locality Manager, Stranraer, NHS Dumfries and Galloway 

Kathy Collins, Nursing and Quality Advisor, NSD 

Colin Cook, Assistant Director of Healthcare Planning and Policy, SGHD (Until Feb 2009) 

Alasdair Corfield, EMRS Consultant, NHS Greater Glasgow and Clyde 

Alex Davidson JIT Associate, SGHD 

John Davidson, Acting Chair, Islay & Jura Transport Forum Isle of Islay 

Ian Donald, Regional Redesign Manager (North), SAS (Project Support) 

Pip Farman, NoSPHN Co-ordinator 

Jim Ferguson, SCTH, NHS Grampian 

Andy Fuller, Head of Island Ambulance Services, SAS 

Sheila Fletcher, Support and Development Officer, Community Transport Association 
(Scotland) UK 

Mike Hall, Clinical Director, Argyll and Bute CHP, NHS Highland 

David Heaney, Researcher, Centre for Rural Health 

Stephen Hearns, Lead Clinician, EMRS, NHS Greater Glasgow and Clyde 

Hannah Keates, Policy Manager, Policy and Strategy Team, SGHD (from April 2009) 

Sam Kennedy, General Manager, North Division, SAS  

Jean Mary Knowles, GP Islay and Clinical Director, Argyll and Bute CHP, NHS Highland  

Tracey Ligema, OOH Operational Development, NHS Highland 

Brian Michie, Medical  Director, NHS Western Isles 

Liz Pritchard, Patient Representative  

Shirley Rogers, Director of HR and Clinical Development, SAS 

Laura Ryan, Unscheduled Care Lead, NHS Borders 
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Chris Stewart, eHealth Lead NHS 24 

Catherine Todd, GP Tiree, NHS Highland 

Roseanne Urquhart, Head of Healthcare Policy, NHS Highland 

Ian Williamson, Performance Manager SGHD NHS24 SAS 

Zoe Woods, Policy Manager, Policy and Strategy Team, SGHD (until April 2009) 

 

Mapping Sub-Group 

Ian Donald, Regional Redesign Manager (North), SAS 

Andy Fuller, Head of Island Ambulance Services, SAS 

Fiona Grant, Remote and Rural Programme Manager(Lead) 

David Heaney, Researcher, Centre for Rural Health 

Paddy Hopkins, Head of Healthcare Intelligence, NHS Highland 

Tracey Ligema, OOH Operational Development, NHS Highland 

Zoe Woods, Policy Manager, Policy and Strategy Team, SGHD 

 

Standards Sub Group 

Ian Donald, Regional Redesign Manager (North), SAS   

Clare Echlin, Acting Director of Standards, NHS QIS - advice only 

Pip Farman, Network Co-ordinator NoSPHN, NHS Highland 

Andy Fuller, Head of Island Ambulance Services, SAS 

Fiona Grant, Remote and Rural Programme Manager(Lead) 

Stephen Hearns, Lead Clinician, EMRS, NHS Greater Glasgow and Clyde 

Jean Knowles, GP Islay and Clinical Director, Argyll and Bute CHP  

Roseanne Urquhart, Head of Strategic Planning, NHS Highland 

Iain Williamson, Performance Manager, SAS and NHS24, SGHD 
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 Appendix 2 

 

 
Memorandum of Understanding Relating to Roles and  Responsibilities Associated 

with Emergency and Urgent Response Services 

 

 

This is a Memorandum of Understanding clarifying the roles and responsibilities of the 

Scottish Ambulance Service and Territorial NHS Boards in relation to emergency and urgent 

response services.  It has been developed under the auspices of The Remote and Rural 

Implementation Group (RRIG).  RRIG is an Advisory Group to Scottish Government 

responsible for delivering Workstream 16 of the Better Health Better Care Action Plan - 

Remote and Rural Healthcare - as established in CEL 20 2008.   The Memorandum has been 

prepared by the Chief Executive of NHS Highland (Roger Gibbins) in his capacity as Chairman 

of the Remote and Rural Implementation Group and the Acting Chief Executive of the 

Scottish Ambulance Service (Pauline Howie), supported and facilitated by Scottish 

Government.  It was formally adopted by RRIG on 24 September 2009. 

 

The Role of the Scottish Ambulance Service 

 

The statutory responsibilities of the Scottish Ambulance Service (SAS) are set down in 

section 45 of the National Health Service (Scotland) Act 1978 (as amended) and as described 

in the longer definition repeated as follows for ease of reference: 

 

"1. To provide throughout Scotland an ambulance service staffed, trained and 

equipped to: 

 

• receive, record and respond to all messages, whether by 999 call or by 

other means, notifying injury or illnesses and seeking the attendance of 

an ambulance; 

• administer any necessary life-sustaining immediate care and stabilising 

treatment to people who are ill or injured and to prepare them for 

transport, if required;  and 

• transport, and care for in transit, patients to, from and between hospitals 

or other health care facilities. 

 

2. To develop clinical governance so as to ensure that quality of patient care is 

given the highest priority, within available resources, at every level in the 

Scottish Ambulance Service. 
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3. To support area Health Boards by providing, deploying and operating 

resources within their areas in a manner that is supportive of, and in 

partnership with, the plans and priorities of the area Health Boards as set out 

in their Local Delivery Plans, in their emergency plans, or otherwise as 

necessary to ensure the co-ordinated provision of health care services in their 

areas. 

4. The SAS also has an opportunity to produce strategic plans and Local 

Delivery Plans that describe its future service direction and establish a range 

of performance measures that support the performance management of its 

operation." 

 

 

Role of Territorial NHS Boards 

 

The statutory responsibilities of territorial NHS Boards are also set down by the National 

Health Service (Scotland) Act 1978 (as amended), and can be summarised as: 

 

1. To improve and protect the health of the defined population of the NHS Board; 

2. To improve health services; 

3. To focus on health outcomes and people’s experience of local health systems; 

4. To promote integrated health and community planning by working closely with other 

local organisations; and 

5. To provide a single focus of accountability for the performance of the NHS system. 

 

Both bodies have a role to play in emergency and urgent response but these roles are 

different. The SAS is responsible for the pre-hospital emergency and urgent response, whilst 

it is the responsibility of territorial NHS Boards to ensure that appropriate services are 

available to receive, admit and treat patients following the pre-hospital phase of care. 

 

 

WHAT THIS MEANS 

 

The relevant statute confirms that the SAS should be regarded as having strategic 

responsibility for securing a pre-hospital emergency and urgent response services for all the 

people of Scotland.  It further advises that it should be recognised that in discharging this 

strategic responsibility the SAS will require to take the lead, working with Territorial Health 

Boards and other relevant organisations, to design and to commission the required response 

systems, maximising equitable, efficient and timely services, appropriate to the needs of each 

local community.   With this strategic responsibility comes an expectation that the SAS will 
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also have operational responsibility for the provision of relevant and appropriate emergency 

response vehicles.    

 

WHAT THIS DOES NOT MEAN 

 

It is recognised that the SAS cannot be expected to provide significant resources in short 

order to address every element of the unscheduled care service configuration that may 

emerge as a gap. Nevertheless the core responsibility for the aforementioned provision lies 

with SAS and they will therefore lead discussions with Boards to secure pragmatic resolutions 

where necessary. It is expected that in some cases, models of retrieval will be identified 

which take advantage of existing structures, and SAS would be expected to work with the 

relevant territorial NHS Boards, and other organisations, to identify how these might  support 

an appropriate response.  

 

IMPLEMENTATION 

 

On this basis, it is agreed that SAS and territorial NHS Boards, working through the Remote 

and Rural Implementation Group, or such other appropriate structures, agree a Strategic 

Operations Framework for emergency and urgent response models, to implement such 

models as are agreed between SAS and the territorial NHS Boards, or the Community Health 

Partnership(s) of the NHS Board and for monitoring the implementation of these models.   

 

During 2009/10, the Remote and Rural Implementation Group will be responsible for 

monitoring the implementation of these models and reporting jointly with SAS, to Scottish 

Government Health Directorates on progress. In addition, these organisations will be required 

to describe an agreed process for resolving any differences that may emerge over any 

implementation issues. 

 

Beyond June 2010, this responsibility will be reported through the appropriate performance 

management arrangements. 

 
 
 

Signature                         Date 30th September 2009 

  Roger Gibbins, Chairman, RRIG 
 

Signature                        Date 30th September 2009                                    
  Pauline Howie, Chief Executive, SAS 
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Appendix 3 

 

 
Standards for Emergency and Urgent Response 

 
 

 

As part of the development of the SOF, the RRIG ER&T Group was tasked with developing 

standards for emergency and urgent response for remote and rural communities.  This 

document details those standards.  

 

Context 

 

The RRIG ER&T workstream identified that standards for quality, service provision and 

performance were required if the emergency and urgent response within remote and rural 

communities was to be, in any way, equitable with those responses afforded to those living in 

urban settings. In an effort to define what these standards should be, workstream members 

explored: 

  

• Equity of clinical outcome; 

• National response times ; 

• Minimum skill sets required; 

• Minimum equipment required (including access to clinical decision support); and 

• Availability of transport. 

 

The SAS is required by Scottish Government to achieve certain targets for emergency and 

urgent response.  These are time based targets and are as follows: 

 

• 75% of Category A calls to be responded to within 8 minutes (mainland NHS Boards 

areas) 

• 95% of Category B calls to be responded to within 14/19/21 minutes  (depending on 

population density) 

• 50% of all emergencies (includes category A and B calls) to be responded to within 8 

minutes (ORCON target for Island NHS Board areas) 

• 95% of all emergencies should be responded to within 21 minutes (ORCON targets, 

Island NHS Board areas) 

 

These national response times targets apply equally to remote and rural communities and it 

was not for the ER&T workstream to change these targets. The group noted, however, when 
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the measurement of response times had been carried out at NHS Board level, that despite 

overall achievement of the target within the Board, the response times in remote and rural 

areas within that Board were much longer.  Group members therefore sought to establish 

additional standards, with the specific aim of ensuring that patients in remote and rural 

communities experienced an equitable outcome to that experienced by their urban 

counterparts.  The group concluded that if new models of integrated working could be 

developed, then the current national (mainland) targets for Category A and B response may 

be able to be met in remote and rural areas, including islands.  The group focussed on 

developing standards that would improve patient clinical outcomes which would mean that 

response times were less critical.   

 

The following standards have been drafted in a context of national standards including, but 

not exclusively, NHS Quality Improvement Scotland (QIS) standards, Scottish Intercollegiate 

Guideline Network (SIGN) Guidelines and Health Improvement, Efficiency, Access and 

Treatment (HEAT) targets which all Health Boards are tasked with meeting.  The emergency 

and urgent response is often the first step for an individual within the patient pathway and is 

critical to achieving a good outcome and attaining many of the standards and targets through 

which the NHS is measured. 

 

These standards are therefore additional standards set for emergency and urgent response in 

remote and rural areas, designed to ensure that achievement of the national standards are 

not compromised by delays in the initial steps of the patient’s journey. 

 

There are obvious links between standards which may be developed for emergency and 

urgent response and those which are currently in place for Out of Hours (OOHs) Primary 

Medical Services (PMS)13. OOHs PMS Standards focus on the key aspects of accessibility, 

availability, safe and effective care and audit and reporting.  Those headings have therefore 

been adopted for these additional standards. It is acknowledged that the OOH Standards are 

currently being reviewed and any changes may require to be incorporated as they become 

available into the emergency and urgent response standards.  The additional standards being 

proposed follow the steps in the patient’s journey. 

 

A full report on the process of how these standards were developed can be seen in the SOF 

Technical Annex which is accessible at www.nospg.nhsscotland.com. 

 

 

                                                 
13 (2004)  NHS QIS The Provision of Safe and Effective Primary Medical Services Out of Hours: Standards,  August 
2004, NHS QIS 



21 
 

 
Standards 
 

 
Standard 1 – Accessibility and Availability  
 
Large distances from centres of care present challenges in ensuring that patients receive the level of care required, within the timeframe needed, in order to 

ensure an optimal health outcome14.  The aim of this standard is to ensure that people in remote and rural communities receive equitable access to 

emergency and urgent care from competent individuals. 
 

Standard Statement  Process Outcome 

1.(a) Emergency and Urgent Response 
Services are available and accessible to 
patients and their representatives. 

 

1(a)1  Arrangements are in place to access care by a single telephone call 
in the first instance.  

1(a)2 An emergency community response system will be in place in each 
remote and rural community.  The type of operating response 
available locally will be graded and reflect best value and optimal 
use of all resources available within that community. Where a First 
Responder is deployed, a paramedic will always concurrently be 
dispatched and where this response is likely to take up to 30 
minutes, the local practitioner (eg GP or nurse will also be asked to 
respond. 

1(a) There is easy access to emergency and urgent response 
care. 

 

 

1.(b) The patient will receive timely 
response which is appropriate to their 
clinical need. 

 

 

 

 

 

1(b)1 National SAS response targets apply to all remote and rural 
localities.  ORCON standards for the Islands state that all 
emergency patients must be responded to within 21 minutes; and 
patients should not normally have to wait longer than 30 minutes 
for the arrival of a member of the community emergency response 
team, although it is recognised that there will be exceptional 
circumstances where this may occur and there should be a system 
for recording these (eg extreme weather conditions). 

1(b)2 A trained individual from the graded community             
emergency response team will be immediately deployed.  If this is 
a First Responder, then a healthcare professional will be deployed 
at the same time, where the patient’s clinical need dictates this.           

1(b)1  Systems are in place to ensure that a trained person will 
always be available to be deployed in accordance with 
the clinical needs of the patient. 

 

 

1(b)2 Emergency and urgent response times at a locality level 
are responsive to the health needs of the patient. 

 

 

 

                                                 
14 (2008) Delivering for Remote and Rural Healthcare May 2008 SGHD  
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Standard 2 – Safe and Effective Care 
 
Safe and effective care can only be provided if patient safety is at the core of all care and treatment, with risks identified, managed and minimised (clinical 
governance); staff are competent, supported and have ongoing training (staff governance); and NHS Boards have robust arrangements in place to make best 

use of all resources (corporate governance). Effective patient care cannot be provided without knowledge, understanding of and access to information based 

on the best available evidence. Effective community emergency response systems will require partnership working between the organisations involved to 
ensure that the necessary governance arrangements are in place across all agencies.   

 
This standard aims at ensuring that patient outcomes following an emergency or urgent incident are equitable to those in the rest of Scotland. 

 
 

Standard Statement  Process  Outcome 

2(a) Staff are competent to perform their 
duties.  This will include having received 
the appropriate training, support and 
skills update.   

 

 

 

 

 

 

 

 

 

 

2(a) There will be a graded level of response available, 
some within the community and others may be at a 
distance.  One or more from the following levels of 
response will be dispatched at any one time. The 
minimum response which will be available in a 
community will be a First Responder. 

 Skills and training which must be available at each 
level of the graded community response team are 
detailed in Appendix 1 

 Level 1 First Responder 

 Level 2 Retained SAS/ Technician/Allied Health 
Professional (AHP), Community Pharmacist/Generic 
Health Care Support Worker (GHCSW). 

Level 3 Accident and Emergency (A&E) 
Paramedic, or General Practitioner (GP), or 
Community  Nurse, Mental Health Teams. 

 Level 4 Secondary transfer by specialist 
Retrieval/Transfer Team (eg   Mental Health Team, 
Neonatal Transport Team, Transfer of Critically Ill 
or Injured Child Service, Emergency Medical 
Retrieval Service (EMRS) Team. 

2(a) Clinical outcomes for patients in remote and rural communities will be 
consistent with those from other areas of Scotland. 

 

  

2(b) Clinical guidelines and expert advice are 
readily available to support clinical 
decision-making and facilitate the 
delivery of quality services to patients 

2(b)1 Procedures are in place to ensure quick and easy 
access to  evidence based clinical guidelines to 
support clinical decision-making. 

2(b)2 Procedures are in place to ensure quick and easy 
access to expert advice to support clinical decision 
making. 

2(b)3 Procedures are in place to ensure  that data can be 

2(b) Patients are treated in accordance with national standards for clinical 
conditions.   
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Standard Statement  Process  Outcome 

transferred electronically to an expert to support 
clinical-decision-making (for example transfer of 
ECGs through mobile or landline telephone to an 
expert in larger centre, or via telemetry). 

2(b)4 Information gathered during emergency and urgent 
care is recorded (on paper or electronically) and 
communicated to those professionals involved in 
the patient’s ongoing care. 

2(c) The service has quick and easy access 
to drugs. 

 

2(c) Procedures are in place to ensure quick and easy 
access to drugs which are in date. 

 

2(c) Clinical outcomes for patients in remote and rural communities will be 
consistent with those from other areas of Scotland. 

 

2(d) The service has quick and easy access 
to equipment which is regularly 
maintained. 

2(d) Procedures are in place to ensure quick and easy 
access to equipment, which includes the correct 
type of stretcher or Automatic External Defibrillator 
(AED),  which is regularly checked and maintained. 

 

2(d) Clinical outcomes for patients in remote and rural communities will be 
consistent with those from other areas of Scotland. 

 

2(e) Formal arrangements are in place to 
ensure that the service has quick and 
easy access to an appropriate vehicle 
(which is maintained) for ongoing 
transportation where this is required. 

 

2(e) Procedures are in place to ensure quick and easy 
access to an appropriate vehicle which is regularly 
checked and maintained.  The vehicle(s) available 
will be agreed between the local community, 
Community Health Partnership (CHP) and the SAS 
from the range detailed in Appendix 2. 

2(e) Clinical outcomes for patients in remote and rural communities will be 
consistent with those from other areas of Scotland. 

 

2(f) Patients should be treated locally 
where possible and appropriate, to 
reduce unnecessary Accident and 
Emergency Department attendance.  
Where it is necessary to travel, the 
patient should be transferred to the 
most appropriate point of care.    

 

2(f)1 A decision which takes account of the clinical and 
environmental conditions must be made by the 
clinician at the scene.  

 

2(f)2 Where the patient does  require transfer to definitive 
care, systems are in place to ensure that the patient 
will be transferred to the most appropriate point of 
care and in a timeframe consistent with the needs of 
their clinical condition as defined by the available 
national standards (eg stroke, myocardial infarction, 
fractured neck of femur etc). 

 

2(f)2 Local protocols are in place to access transport such 
as ferries out of hours. 

 

2(f)4 There are clear admission and by-pass protocols 
detailing the capability of local clinical facilities and 
these are communicated to and utilised by clinicians 
and the SAS to ensure that patient is transferred to 
the most appropriate care facility. 

2(f) Clinical outcomes for patients in remote and rural communities will be 
consistent with those from other areas of Scotland. 

 

95% of all emergency patients will be responded to within 21 minutes 
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Standard Statement  Process  Outcome 

 

2(f)5 Where there is a requirement for an air ambulance 
response, the time from clinician request to the 
dispatch decision should not exceed 20 minutes. 

 

2(f)6 Arrangements are in place to access Ministry of 
Defence Transport when that is required. 

 
 

Standard 3 – Audit, Monitoring and Reporting 

 

Standard Statement  Process Outcome 

3(a) A provider-specific quality assurance 
framework is in place to support 
routine audit, monitoring and 
reporting of performance.  This will 
include the use of an assessment 
tool. 

 

 

 

 

 

 

3(b) These standards will be developed into 
formal performance measures. 

3(a)1 Monitoring on a locality basis of the achievement of 
standards will be undertaken utilising the Scottish 
Government’ Urban-Rural Classification15.  

 

3(a)2 A quarterly report on performance should be available 
to allow all key stakeholders involved in service 
provision to review services. 

 

3(a)3 A system of critical incident, case review and 
reporting is in place which translates into changes in 
service provision. 

 

3(a) Systematic review of performance will support the continual   
improvement of care.  

 

 

 

                                                 
15 (2008)  Scottish Government Urban/Rural Classification Maps http://www.scotland.gov.uk/Publications/2008/07/29152642/3 
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Responder Skill Levels 

 
 

Level of Responder  

 

Skills  

Level 1:  Public Access Defibrillation Scheme: 
General public response to a 
suspected cardiac or respiratory 
arrest 

 

               SAS Driver Grade. 

 

Basic Cardio-Pulmonary resuscitation (CPR) skills. 

 

 

 

First Person on Scene (FPOS) Basic Level Course and 1 weeks driving course. 

Level 1: First Responder.  Where backup from Level 2/3 Emergency Responder (eg GP, Nurse or Paramedic) is expected within 30mins, First Responders will be trained to 
FPOS Basic Level. This is an Institute of Health and Care Development (IHCD) accredited course and includes: 

 

• Scene Safety & Management 

• Patient Assessment 

• Minimising Risk of Infection 

• Basic Airway Management 

• Basic Life Support 

• Use of a Automated External Defibrillator (AED) 

• Recognition and Management of Shock / haemorrhage 

• Recognition and Immediate Treatment of Medical Related Emergencies including Asthma, Diabetes, Stroke, Epilepsy, Anaphylaxis and 
Heart Attack/Angina 

• Handover Technique 

 

Where there it is expected that  it will take up to 30 minutes for backup from Level 2/3 Emergency Responder (eg GP, Community Nurse or 
Paramedic) First Responders must be trained to FPOS Intermediate Level Standard, with the additional skills listed not currently included in 
Intermediate Level FPOS training.  This level of First Responder should be able to undertake a similar level of interventions to that of an SAS 
Technician, and will include the following areas: 

 

As per FPOS Basic Level above plus: 

 

• Scene Safety Management and Triage 

• Patient Assessment including safe Moving and Handling 

• Bag Valve Mask Airway Management 

• Suction, Oral Pharyngeal Airway Management 
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Level of Responder  

 

Skills  

• Oxygen administration 

• Aspirin administration (currently not included in FPOS Intermediate Level) 

• Entonox administration (currently not included in FPOS Intermediate Level) 

• Nebuliser (Salbutamol) (currently not included in FPOS Intermediate Level) 

• Child and Infant Basic Life Support 

• Recognition and initial care of trauma related injuries and skeletal stabilisation 

• Prevention of and treatment of hypothermia (currently not included in FPOS Intermediate Level) 

• De-escalation and management of aggression (currently not included in FPOS Intermediate Level) 

• Skills maintenance  and ongoing assessment (currently not included in FPOS Intermediate Level) 

• Assisting Paramedic 

 

Level 2: Retained SAS/ Technician/AHP   There will be a range of training for Retained Ambulance Personnel; from First Responder to full Paramedic.  The type of emergency responder 
required in  each location will be decided between the SAS and the CHP, and the training provided accordingly from the list below: 

 

Ambulance Technician/AHP 

 

Training for an Ambulance Technician is to a nationally agreed standard and includes Patient Care and Driving Modules. The course is residential 
and lasts 9 weeks, on completion of which the student undertakes a 12 month probationary period. Areas covered in the training include: 

• Patient assessment  

• Respiratory system  

• Cardiovascular system  

• CPR and defibrillation  

• Unconscious patients  

• Lifting and moving patients  

• Introduction to medical terminology  

• Nervous system  

• Skeletal system  

• Musculo-skeletal trauma  

• Head and spinal trauma  

• Soft tissue trauma  

• Extrication  

• Dealing with children  

• Digestive system  

• Diabetes  

• Poisoning  

• Hazardous substances 
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Level of Responder  

 

Skills  

• Management of aggression  

• Maternity  

• Major Incidents 

Level 3: A&E Paramedic, or GP, or Community 
 Nurse  

 

The training for an Ambulance Paramedic is ten weeks in addition to the initial Ambulance Technician training. This would also be the expected 
minimum standard skill level required of a GP or Community Nurse (nb British Association of Immediate Care Skills course would cover these 
skills). 

 

Preparation for the course includes a distance learning package to be covered at the student’s own speed with support from named college and 
divisional staff. Six weeks residential training at the Scottish Ambulance College (Pre-Clinical Training) followed by at least four weeks experiential 
training within the hospital environment (Clinical Training). Progression is dependent on successful completion of all elements. 

 

Paramedic Course Details 

 

Pre-Clinical Training 

This part of the course is six weeks long and is divided into three modules each with specific learning outcomes and examined by external 
medical staff to ensure that the highest possible standards are maintained. 

 

Module G 

This module deals with advanced life support and in particular the following areas, 

• Defibrillation  

• ECG Monitoring  

• Cardiac Rhythm Recognition  

• Drug Administration  

• Intravenous Cannulation  

• Endotracheal Intubation  

• Laryngeal Mask Airway  

• Respiratory emergencies  
 

Module H 

This module deals with trauma life support and in particular the following areas, 

• Intravenous Fluid Therapy  

• Needle Decompression  

• Trauma care/kinetics  

• Head injury care  

• Trauma in pregnancy  

• Drug administration  

• Drug overdose and poisoning  
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Level of Responder  

 

Skills  

• Spinal injuries  

 

Module I 

This module deals with both emergency paediatric care and the management of obstetric emergencies in particular the following areas: 

• Recognition of paediatric emergencies  

• Treatment of paediatric emergencies  

• Paediatric trauma care  

• Paediatric advanced life support  

• Paediatric drug administration  

• Obstetric emergencies  

• Emergency obstetric drugs  

• Resuscitation of the pregnant woman  

• Resuscitation of the newly born 

  

Clinical Training 

This is a minimum of four weeks in duration and is designed to achieve competence in the hospital environment in the technique developed 
during the pre-clinical part of the course. It consists of secondment to the following hospital departments. 

 

Anaesthetic department/ theatre 

• Assessment and management of the unconscious patient  

• Successful placement of 25 endotracheal tubes  

• 6 successful laryngeal mask placements  

• 25 successful intravenous cannulations  

• 10 properly prepared infusions  

• The care and management of paediatric patients  

• The preparation and administration of relevant drugs  

 

Coronary care/ intensive therapy unit 

• Assessment and management of cardiac patients  

• The recognition of changes in a patients condition and the ability to respond accordingly  

• ECG monitoring and assessment  

• The preparation and administration of relevant drugs  

• Accident and emergency department 

• Assessment and management of a patient during the initial care of patients in an accident and emergency situation  

• The recognition of changes in a patients condition and the ability to respond accordingly  

• Conduct the necessary life support measures  
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Level of Responder  

 

Skills  

• The procedures concerned with the admission and treatment of the accident and emergency patient  

• The care and management of paediatric patients  

• The preparation and administration of relevant drugs  

 

Level 4: Secondary transfer by specialist 
Retrieval/Transfer Team (eg: Mental 
Health Team, Neonatal Transport 
Team, Transfer of Critically Ill or 
Injured Child Service, Emergency 
Medical Retrieval Service (EMRS) 
Team. 

These will be medical and/or nursing practitioners with the relevant qualifications necessary to undertake the specialist interventions required 
which include skills such as crisis de-escalation or critical care skills. 
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Vehicle and Equipment Availability 

 
 

Response Level Type of 

Vehicle 

Who Would Use The Vehicle Equipment  Who Has Responsibility for  

Purchasing and Maintaining the 
Vehicle/Equipment 

General Public Response 
to suspected cardiac or 
respiratory arrest. 

n/a n/a Public access defibrillators to be situated at agreed points 
accessible to the general public eg on ferries, outside 
village hall etc. 

  

British Heart Foundation and local scheme co-
ordinators. 

Level 1: First Responder. 

 

a. Own vehicle. 

 

 

 

 

 

 

 

b. First 
Responder 
Van. 

 

a. First Responder, Community  Nurse, 
AHP, GP. 

 

 

 

 

 

 

 

a. First Responder. 

a. First Responder Satchel which includes a limited range 
of drugs, portable oxygen, Entonox and patient care 
consumables. 

 

 

 

 

 

 

b. As above.  Nb this is a non-conveying vehicle. 

a. First Responder has responsibility for own 
vehicle, but SAS will have systems in place 
for business use insurance cover.  SAS has 
overall responsibility for purchasing and 
maintaining equipment, with First 
Responders responsible for day to day 
checking and maintenance of equipment. 

 

 

b. SAS has responsibility for both vehicle and 
equipment purchasing and maintenance, 
with First Responders responsible for day to 
day checking and maintenance of 
equipment. 

 

Level 2: Retained SAS/ 
Technician/AHP   

a. Shared Use 
Community 
Vehicle. 

 

 or 

 
b. Island/Rural 

Ambulance. 

 

a. First Responder, SAS, Local   Authority, 
Health Board.  Primary role must be 
agreed as being an emergency 
response vehicle or patient transport 
vehicle with stretcher capacity. 

 

 

b. Available to all community 
practitioners, supported by driver who 
may be First Responder, Generic 
Healthcare Worker, Volunteer. 

a. Vehicle based on Renault Transverse Cot   Patient 
Transport Vehicle currently used by SAS.  A Primary 
Response or Sandpiper Bag will be available along 
with a range or drugs, piped oxygen, portable 
Entonox and patient care consumables. 

 

 

b. Ambulance specifically designed for island or rural 
communities, similar to an A&E ambulance, but with 
reduced seating capacity. 

a. SAS will have overall responsibility for 
leading the process of purchasing and 
maintaining the vehicle in partnership with 
other agencies.  Responsibility for day to 
day checking of vehicle to be delegated to a 
designated person. 

 

b. As above 
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Response Level Type of 

Vehicle 

Who Would Use The Vehicle Equipment  Who Has Responsibility for  

purchasing and maintaining the 

Vehicle/Equipment 

Level 3: A&E Paramedic, 
or GP, or 
Community 
Nurse. 

 

a. Rapid 
Response 
Unit. 

 

b. Island/ 

     Rural  

     Ambulance. 

 

 

 

c. Full A&E 
Ambulance. 

 

 

d. Ambulance 
Boat. 

a. Paramedic. 

 

 

 

b. Available to all community 
practitioners, supported by driver who 
may be First Responder, Generic 
Healthcare Worker, Volunteer. 

 

 

c. Paramedics and Ambulance 
Technicians. 

 

 

d. Paramedics and Ambulance  
Technicians. 

a. Single person response vehicle with no patient 
carrying capability.  Contains SAS Response Bag. 

 

 

b. Ambulance specifically designed for island or rural 
communities, similar to an A&E ambulance, but with 
reduced seating capacity. 

 

 

 

c.  Standard SAS fully equipped A&E Unit.  

 

 

 

d. At present there is no agreed type of boat although 
there are examples within the United Kingdom.  
Equipment likely to be available on board would 
include trolley cots, carry chair, and Standard SAS 
fully equipped A&E Unit. 

a. SAS has responsibility for both vehicle and 
equipment purchasing and maintenance, 
with Paramedics responsible for day to day 
checking and maintenance of equipment. 

 

b. As above. 

 

 

 

 

c.  As above 

 

 

 

d. As Above 

 

 

 

Level 4: Specialist 
Retrieval/Transf
er Team 

 

Air Ambulance. 

 

Access to MoD 
Transport. 

 

Specialist Retrieval Teams +/- 
Paramedics. 

As defined by Specialist Retrieval Teams. SAS responsible for generic equipment and 
Specialist Retrieval Teams for their own 
specialised packs. 

 

NB: It is acknowledged that in certain circumstances some form of transport available locally may play a vital role
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Appendix 4 

 

 

Framework of Types of Emergency and Urgent Response 
 

 

 
As part of the development of the SOF, the RRIG ER&T Group was tasked with developing a 

range of options of the types of response that might be considered for remote and rural 
communities. Across remote and rural Scotland there are numerous clinical service 

configurations and geographical settings, including health care staffed islands, island that 
have no healthcare professional and a range of remote mainland and rural mainland 

communities that have differing levels of service provision. It was apparent that one size 

would not fit all and the following Framework of Types of Emergency and Urgent Response16 
was therefore developed. This Framework Response is underpinned by a Literature Review of 

models of response available across the UK and internationally.   
 

 
Types of Emergency and Urgent Response  
 

The tables below describe a full range of Types of Emergency and Urgent Responses which 
may be appropriate to differing clinical and geographical configurations. 

  

During the development of the Types of Response, the aim has been to ensure flexible and 
optimal use of all of the resources available within that community. It is recommended that a 

graded response will be deployed, dependant upon the patient’s clinical condition. To 
illustrate, a First Responder may be deployed whilst an ambulance is dispatched at the same 

time.  Alternatively, the local General Practitioner could be the first response, and again, with 

simultaneous dispatch of the ambulance.  The decision on which resource(s) to be deployed, 
should sit with the Emergency Medical Dispatch Centre (EMDC).  This decision making 

process is described in Annex 1 to this appendix. 

                                                 
16 A full report on the process of how this Framework was developed can be seen in the SOF Technical Annex which 
is accessible at www.nospg.nhsscotland.com. 
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Level 1: CPR capability within the General Public, SAS Retained Drivers and First Responders. 
 

Type of response 
 

Service to be provided Who will provide the service? How will the service be 
delivered? 

Who will have the responsibility for 
the service, equipment and 
vehicles? 
 

How will that 
responsibility be 
discharged? 

Community 
(Cardio-
Pulmonary 
Resuscitation 
(CPR) Training / 
Public Access 
Defibrillators. 
 
 
 
 
 
 
 
 
 
Retained Driver. 

1. Supporting community 
applications for Public 
Access Defibrillators. 

 
 
 

 
2. Participating in the 

delivery of CPR training in 
the community, including 
other emergency service 
providers such as fire 
fighters. 

 
 
 
Retained Driver Primarily, the 
retained driver would be 
available to support the GP 
or Nurse who would be 
responding to patients as 
described in the Community 
Practitioner Response model. 
There is scope however to 
extend this role through 
multi agency funding of the 
post to allow the driver to 
support other duties such as 
community transport, 
response to palliative care 
transport or dedicated 
transport for mental health 
patients.  
 

1. British Heart Foundations 
(BHF) and applications for 
these will be supported by the 
SAS. 

 
 
 
2. The SAS would provide or 

facilitate CPR training as part 
of their Community Resilience 
Programme. 

 
 
 
 
 

A retained driver or pool of drivers 
who would be available to respond 
in support of responders to 
ambulance calls, either solely in 
this role or as part of an extended 
role.  The driver would be trained 
to First Person on Scene (FPOS) 
Basic Level Course and 1 weeks 
driving course. 

 

1. Part of a national initiative run 
by BHF and supported by the 
SAS.  The SAS have also 
seconded staff to help deliver 
this project. 

 
 
2. The service would be co-

ordinated by SAS Community 
Resuscitation Development 
Officers (CRDO) or other 
nominated personnel. 

 
 
 
 
The SAS would either wholly fund 
the recruitment of a retained driver 
service, or where the role may be 
extended to incorporate other 
duties, share the cost of running the 
service with partner organisations. 

1. BHF and local scheme co-ordinators. 
 
 
 
 
 
 
2. SAS along with any local co-

ordinators who may be appointed. 
 
 
 
 
 
 
 
The overall responsibility for the service 
is that of the Scottish Ambulance 
Service. The SAS would provide and 
maintain the vehicle and any patient 
care equipment / consumables, and the 
day to day responsibility for ensuring 
that equipment is checked and fit for 
use lies with the driver or partner 
organisation acting locally on behalf of 
the SAS.  
 

1. Establishment of a 
local scheme 
overseen by BHF and 
SAS. 

 
 
 
2. As above. 
 
 
 
 
 
 
 
 
The SAS would either fund 
the service wholly or enter 
into a multi agency 
agreement to fund and 
operate the service.  
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First Responder The provision of First 
Responders within a 
community. 
 
First Responders are 
volunteers who receive 
training to a nationally 
recognised standard            
First Person On Scene 
(FPOS) which will allow the 
volunteer to provide basic life 
support and where 
appropriate, use a shock box 
to defibrillate a patient who 
has suffered a heart attack 
and is presenting ventricular 
fibrillation.   
 
Where there it is expected 
that it will take up to 30 
minutes for backup from 
Level 2/3 Emergency 
Responder (eg GP, 
Community Nurse or 
Paramedic) First Responders 
must be trained to FPOS 
Intermediate Level Standard, 
with the additional skills 
listed not currently included 
in Intermediate Level FPOS 
training.  
 
There are three different 
ways in which a First 
Responders Scheme can be 
delivered and managed.  
These are outlined in the 
next column.  

1. Community First 
Responders Scheme 

 
This is where a group of 
volunteers undertake to form a 
First Responder Scheme. Such 
schemes are usually self 
financed by community 
fundraising efforts, with SAS 
training and supporting the 
scheme. 

 
 

2. Directly Managed Unit 
 
This is a scheme which uses 
First Responders recruited by 
the SAS, the scheme is 
operated and directly 
managed by the Scottish 
Ambulance Service.  These 
schemes are mostly located in 
communities on the fringes of 
the SAS ability to respond 
within Cat A Performance 
Targets, and where such a 
scheme will influence the Cat 
A Performance and First 
Responders will be backed up 
by an A&E Ambulance within 
21 minutes. 

 
 
3. Co-responder Scheme 

 
This is where professional 
colleagues such as Fire, 
Police, Coastguard, RAF, Red 
Cross, BASICS General 
Practitioners (GPs) Community 
nurses or AHPs etc provide a 
First Responder Scheme in 

1. This model requires the SAS to 
work with volunteers in a 
community to recruit, train, 
and support the work of the 
First Responder Scheme. The 
aim is to have 24/7 cover if 
possible, or the best level of 
cover available from the pool 
of volunteers. 

 
 

 
 
2. This model requires the SAS to 

recruit, train, finance and 
directly manage the work of 
the First Responder Scheme. 
First Responders would be 
expected to provide  24/7 
cover through the pool of 
team members. 

 
 
Where a First Responder is 

deployed, a paramedic will 
always concurrently be 
dispatched and where this 
response is likely to take up to 
30 minutes, the local 
practitioner (eg GP or nurse 
will also be asked to respond. 

 
 

3. This model requires the SAS to 
work with colleagues in 
another discipline to recruit, 
train, and jointly manage the 
work of the First Responder 
Scheme. 
The aim is to have 24/7 cover 
provided. 

 

1. SAS 
 
 
 
 
 
 
 
 
 
 
 
 
2. SAS has overall responsibility, with 

the colleagues taking daily 
responsibility for the safe use of the 
equipment etc. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

3. SAS has overall responsibility, 
with the volunteers or their  
co-ordinator  taking daily 
responsibility for the safe use 
of the equipment etc. 

1. A SAS manager 
and/or CRDO  would 
support the scheme. 

 
 
 
 
 
 
 

 
 
 
2. An SAS manager 

and/or CRDO would 
support the scheme. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

3. SAS, probably 
through the use 
of a Service 
Level Agreement 
or Locally 
Enhanced 
Service Contract 
in case of GP. 
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their community on behalf of 
the SAS. (note 
GPs and community nurses 
working within this model 
likely to be working at Level 3 
Response and AHPs at Level 2 
– see Standards Document for 
details of skills required at 
each Level).  
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Level 2 Response: Retained Ambulance Service and Allied Health Professionals (AHPs) 
 

Type of response Service to be provided Who will provide the 
service? 

How will the service be delivered? Who will have the responsibility for 
the service, equipment and vehicles? 
 

How will that 
responsibility 
be discharged? 

Retained 
Ambulance 
Service  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

At present, the Scottish 
Ambulance Service do not 
operate a Retained 
Ambulance Service.  A 
proposal has recently been 
made to the SAS Board to 
consider the development of 
a Retained Ambulance 
Service, based upon the 
Scotland wide Retained Fire 
Brigades Model.  
 
It is envisaged that a 
retained service would 
operate on four models, with 
each providing at least a 
basic FPOS level response to 
emergency calls. 
 
In each model, the SAS 
would recruit, train and fund 
the service and would 
ensure that appropriate 
management support was in 
place. 
 
 
 
 
 
 
 
 
 
 
 
 

1. Combined Fire or 
Ambulance First 
Responder Scheme. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
2. Guaranteed First 

Responder Retained 
(paid) Service 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1. It is anticipated that cooperation with 
the Retained Fire Service would mean 
that local Volunteer or Retained Fire 
Units would undertake FPOS training to 
allow personnel to provide an ambulance 
response within their community.  The 
SAS would deliver all relevant training 
and provide vehicles, patient care 
equipment and consumables to allow the 
delivery of a basic ambulance response 
by Fire Service colleagues.  An 
alternative option is to pay a retained to 
an organisation such as the Mountain 
Rescue Service so that they would 
provide the response. 

 
 
 
2. First Responders would be retained (paid) 

to guarantee their availability.  The 
delivery of a guaranteed First Responder 
Retained Service would be through 
arrangements similar to that of the 
current Directly Managed First Responder 
Unit model, in that the scheme would be 
directly managed by the SAS and 
members of the scheme would be 
contractually obligated to provide an 
agreed level of service.  Scheme 
members would undertake FPOS and 
other appropriate training to allow them 
to provide an ambulance response within 
their community.  The SAS would deliver 
all relevant training and provide vehicles, 
patient care equipment and consumables 
to allow the delivery of a basic ambulance 
response. 

1. The overall responsibility for the 
service is that of the SAS. The day to 
day responsibility for ensuring that 
the service is provided, and that 
equipment including a vehicle is 
provided , checked and fit for use lies 
with the partner organisation, i.e. Fire 
Service, providing the service on 
behalf of the SAS. 

 
 
 
 
 
 
 
 
 
2. The overall responsibility for the service 

is that of the SAS. The day to day 
responsibility for ensuring that that 
equipment is checked and fit for use 
lies with the First Responder or Local 
Co-ordinator, supported by an SAS 
manager. 

 
 
 
 
 
 
 
 
 
 
 
 

1. Through the 
use of a Service 
Level Agreement 
or Memo of 
Understanding 
which details the 
requirements of 
all parties in 
delivering the 
service. 
 
 
 
 
 
 
 
 
2. Directly 

managed unit 
of the SAS 
managed by 
an SAS 
manager. 
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Type of response Service to be provided Who will provide the 
service? 

How will the service be delivered? Who will have the responsibility for 
the service, equipment and vehicles? 
 

How will that 
responsibility 
be discharged? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Community 
Practitioner 
Response 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
This model would utilise the 
available capacity from 
existing local resource such 
as AHPs, Community 
Pharmacist or Generic 
Healthcare Workers 
(GHCWs). 

3. Retained Ambulance 
Technician Service. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
4. Full A&E Ambulance 

Service.  
 
 
 
 
 
 
 
 
 
 
AHP, Community Pharmacist or 
Generic Healthcare 
Worker(GHCW) 
 
 
 
 
 
 
 
 

3. This would be similar to a conventional 
ambulance service, with fully trained 
Ambulance Technician grade providing 
Basic Life support and Transportation 
Services. These services would be self 
sufficient in that ambulances deployed in 
this manner would not require the backup 
of a normal double crewed A&E 
ambulance response. 

 
 
 It is likely that ambulance personnel 

employed under this model could carry 
out additional duties as members of the 
local Extended Community Care Team. 

 
4.  This would be a conventional ambulance 

service model, extended to locations not 
currently covered. 

 
 
 
 
 
 
 
 
 
There may be scope when establishing 
Extended Community Care Teams to build 
into Healthcare Worker of Ambulance Care 
Assistant roles, the ability to have the 
Emergency Medical Dispatch Centre (EMDC) 
dispatch that grade of personnel to a call. To 
do this, the potential responder must have a 
transponder fitted to their vehicle to allow 
EMDC to know their availability. A training 
programme for GHCWs is being considered by 
NES. 

3. The responsibility for the funding and 
delivery of the service is that of the 
SAS. The service would be managed in 
the same way that other SAS stations / 
locations are managed. 

 
 
 
 
 
 
 
 
 
 
 
4.  The responsibility for the funding and 

delivery of the service is that of the 
SAS. The service would be managed in 
the same way that other SAS stations / 
locations are managed. 

 
 
 
 
 
 
 
 SAS would provide the transponder and 
ensure there is a maintenance contract for 
the unit. GHCWs would be required to 
undertake FPOS Training as a minimum 
level of training and this would be provided 
by the SAS along with a First Responder 
response kit, Shock Box and transponder. 

3.  This type of 
service would 
be funded 
and managed 
by the SAS, if 
this is a new 
location, 
setup and 
recurring 
funding would 
be required. 

  
 
 
 
 
4. This type of 

service would 
be funded 
and managed 
by the SAS, if 
this is a new 
location, 
setup and 
recurring 
funding would 
be required.  

 
SAS would seek a 
Service Level 
Agreement with 
the CHP or Health 
Board to have this 
service provided 
on behalf of the 
SAS. 
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Level 3 Response: Community Practitioners, including General Practitioners (GPs), Community Nurses and/or Paramedics 
 

Type of response Service to be provided Who will provide the 
service? 

How will the service be delivered? Who will have the responsibility for 
the service, equipment and vehicles? 

How will that  
responsibility be  
discharged? 

Community 
Practitioner 
Response 

This model would utilise the 
available capacity from 
existing local practitioners 
such as GPs and nurses 
(trained to BASICs level) and 
would provide a graded 
response to calls based upon 
the clinical need of the 
patient. 
 
Organisations such as 
BASICS, Sandpiper and 
British Red Cross may also 
be in a position to 
participate in providing a 
response. 
 
 
 
 
 
 
 
 
 
 
 

1. Local GP. 
 
 
 
 
 
 
 
 

 
 
 
 
 

2.   Local Nurse/ 
Unscheduled Care 
Practitioner and/or 
Mental Health 
Teams 

 
Note: other practitioners 

could also be used 
such as paramedic 
practitioner 

 
 

1. The SAS would commission the services of 
the GP or practice to provide a response 
service. The GP would be provided with a 
transponder and/or hand held device 
linked to the Emergency Medical Dispatch 
Centre (EMDC) which shows their 
availability to attend a call. When 
available, the EMDC has the option to 
dispatch the GP to a call. 

 
 
 
 
 
2.  The SAS would commission the services of 

the nurse to provide a response service. 
The nurse would be provided with a 
transponder and/or hand held device 
linked to the EMDC which shows their 
availability to attend a call. When 
available, the EMDC have the option to 
dispatch the nurse to a call.  

 
 

1. SAS would provide the transponder and 
ensure there is a maintenance contract 
for the unit. GP’s would be expected to 
use their existing kit of medical 
equipment and drugs and fit the 
transponder into their vehicle when on 
duty / standby.  
In some locations, it may be prudent to 
provide the GP with a patient carrying 
response vehicle, or have a driver 
support the GP by responding in such a 
vehicle. 

 
 
2.  SAS would provide the transponder and 

ensure there is a maintenance contract 
for the unit. Nurses would be expected 
to use their existing kit of medical 
equipment and drugs and fit the 
transponder into their vehicle when on 
duty / standby. 
In some locations, it may be prudent to 
provide the nurse with a patient 
carrying response vehicle, or have a 
driver support the nurse by responding 
in such a vehicle.  
 

1. SAS would 
negotiate a 
Service Level 
Agreement with 
the CHP, Health 
Board or the 
individual GP or 
practice to have 
this service 
provided on 
behalf of the SAS. 

 
 
 
2. SAS would 

negotiate a Service 
Level Agreement 
with the CHP or 
Health Board to 
have this service 
provided on behalf 
of the SAS. 

 

Fully trained SAS 
response 

This model would involve the 
SAS providing fully trained 
personnel, vehicle and 
equipment to deliver a 
traditional A&E ambulance 
service in the community. 
  
 

The service would be 
provided by a team of 
ambulance personnel 
including Ambulance 
Technicians and where 
possible, Ambulance 
Paramedics. 

The service would be delivered on a 24/7 
basis using fully trained ambulance personnel. 
It is probable that the personnel would be 
employed on a Part Time Contract which is 
basically One Week On Duty followed by One 
Week Off Duty.  This model equates to 
0.7WTE for each post. 
 

The SAS would be solely responsible for the 
provision of this service, including its 
personnel, vehicles and equipment. 

The location would be 
managed by an SAS 
manager as is the 
traditional 
management model. 
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Type of response Service to be provided Who will provide the 
service? 

How will the service be delivered? Who will have the responsibility for 
the service, equipment and vehicles? 

How will that  
responsibility be  
discharged? 

 
 

Staff employed in this role should be co-
located with the Extended community Care 
Team to promote integrated working and 
maintain skill levels.   
  

Extended 
Community 
Practitioner 
Service 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

This model would utilise the 
available capacity from the 
existing pool of practitioners 
such as GPs and nurses and 
would provide a graded 
response to calls based upon 
the clinical need of the 
patient. 
Ideally suited to a group of 
islands or communities 
within fairly close proximity, 
there would be a GP who 
would provide clinical 
decision making support to 
nursing colleagues / other 
responders in a group of 
islands or locations.  

This service would be 
provided through use of 
existing capacity within 
the GP cover 
arrangements in the area. 
Ideally, a GP or group of 
GP’s would undertake to 
provide a clinical decision 
support service backed up 
by a response if needed. 

The SAS would commission the services of the 
GP or group of GP’s to provide a clinical 
support and response service on a rota basis. 
The GP would be provided with telemedicine 
equipment which would allow him / her to 
view and interpret clinical data sent from 
nursing colleagues on neighbouring islands or 
communities, and based on this information, 
provide clinical advice on how best to support 
the patient.  
The SAS would commission the services of 
community nurses to provide a locally based 
response service. The nurse would be 
provided with access to telemedicine 
equipment linked to a GP who would provide 
clinical decision making support, and where 
necessary, have the ability to respond to 
support the nurse.  
There may be scope to provide the nurse with 
an Island Ambulance fitted with a Mobi-Med 
telemedicine device or to have access to 
telemedicine equipment in the local surgery. 

As this is a new and untried method of 
service delivery, inter agency discussions 
would need to take place to agree on the 
type of equipment required as it may be 
that existing equipment could be utilised 
and supplemented with new equipment 
where required. 
 
In any event, it is likely that each 
organisation would be liable for the upkeep 
and safety of their respective equipment. 

SAS would negotiate a 
Service Level 
Agreement with the 
CHP, Health Board or 
the individual GP or 
practice to have this 
service provided on 
behalf of the SAS. 
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Level 4 Response: Specialist Retrieval or Transport Teams 
 

Type of response Service to be  provided Who will provide the service? How will the service be delivered? Who will have the responsibility for 
the service, equipment and vehicles? 

How will that 
responsibility 
be discharged? 

Specialist 
Retrieval/Transfer 
Services  

Secondary transfer by 
specialist Retrieval/Transfer 
Team (eg   Mental Health 
Team, Neonatal Transfer 
Team, Transfer of Critically 
Ill or Injured Child Service, 
Emergency Medical Retrieval 
Service (EMRS) Team. 
 
 

The existing range of 
retrieval/transporter services including; 
 
Neonatal Transfer Service, Transfer of 
Criticallly Ill or Injured Child Service 
and 
Emergency Medical Retrieval Service 

National agreement on remote & rural 
access to these services which will 
recognise the unique and challenging 
needs of remote & rural communities. 

Each retrieval service / team will be 
responsible for the management of their 
own service, its equipment, vehicles and 
personnel. 

Development and 
implementation 
of national 
guidance. 
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ANNEX 1 
Emergency and Urgent Care Access 

 
260809

 

           

 

Call Handling Centre 

 

Prioritisation & Triage 

 

Access to ALL Appropriate 
ANHS Resources 

 

Appropriate Response 
Deployed 

On Scene Assessment – 
Continuing Care Decision 

Made 

Treat or Retrieve – Treat 
and Remain within 

Community, or Transport 
to Definitive Care 

Record All Data and 
Monitor Process and 

Patient Outcome 

 

Clinical Support 

 

Clinical Advice 

 

Planned Care Organisation 

 

Consider e-Clinical Decision 
Support 

Eg Comm 
Paramedic 
visit, Practice 
nurse, 
Emergency / 
urgent GP 
appointment 
made, 
Referral to 
specialism etc 

 

Access to Emergency / 
Urgent Care 

1 number / 1 STOP 

Eg First 
Responder (Level 
1) Response 
backed up by 
GP/community 
Nurse or 
Paramedic (Level 
3 Response) 
Practice nurse, 
Emergency / 
urgent GP 
appointment 
made, Referral to 
specialism etc 
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Appendix 5 
 

 

Technical Annex 
 

 

 

A full report of how the SOF was developed including reports of the sub-projects of mapping 

the current service, the literature review, drafting of standards and types of response; 

common an overview of the engagement feedback, recommendations and costs of 

implementing and not implementing models is shown in what is being described as the 

Strategic Options Framework Technical Annex can be accessed at 

www.nospg.nhsscotland.com. 

.  
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Appendix 6 

 

 

Mapping the Pattern of Activity 

 
 

The following section provides examples of the maps that can be produced to underpin the 

planning of service responses to ensure that the Emergency and Urgent response for an 

individual community is responsive to need and builds on all of the available resources within 

that community. 

 

Two maps are reproduced, although others may be required. The two maps provide an 

overview for the whole of Scotland of the clinical service accessibility and the historical 

emergency and urgent activity of the SAS, although others including GP accessibility, NHS 24 

recorded emergency and urgent response and the flight times are available in the Technical 

Annex. 

 

Through mapping of the locally available resources and the recorded activity, along with the 

flight and road response times allows meaningful discussion with the community on the 

current level of service and what the best options may be for the future. 
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Map 1 Clinical Service Accessibility Map 

 
 
Map 1 recognises that GPs are not the only resource on the ground – there are First 

Responders, primary care emergency centres, ambulance bases, as well as hospitals.  

However, the blue (over 60 minutes) areas suggest that the locations of these alternative 

sites may not be optimal.  It should be borne in mind that many of these locations are fixed 

or rely upon operational necessity rather than any equidistance planning.   The Island Boards 

and NHS Highland have all of the blue areas.  
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Map 2 Scottish Ambulance Service Emergency and Urgent Activity Map 
 
 

 
 

 

 

Map 2 analyses ambulance activity volumes.  Uncoloured areas are shown in the central belt, 

and within NHS Highland, Tayside and Grampian, the purpose of which was to exclude the 

activity in the centres of high population density.   

 
 

 

 

 

 


