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3 October 2016 
 
Dear Convenor 
 
SCOTTISH AMBULANCE SERVICE (SAS) RESPONSE MODEL 
 
In February 2016 I raised concerns with the Scottish Ambulance Service about the clinical 
implications of changing the coding to certain conditions that the Service introduced at that 
time.  The changes were paused to allow us to work with the Service to understand the 
changes in the wider context of a new response model. I asked Dr Gregor Smith, Deputy 
Chief Medical Officer (DCMO), to work with the ambulance service Executive Team to 
understand the evidence and the case for change; and consider the development of a new 
response model for the Scottish Ambulance Service.  On that basis, I thought it best to write 
to you, providing you with an update. 
 
Following the decision to pause the changes, the Service undertook a rigorous review of its 
clinical data.  This involved a full year of actual patient outcome data (nearly half a million 
episodes of patient care) being analysed.  Data were obtained around a range of agreed 
clinical parameters including clinical interventions, conveyance to hospital, rates of heart 
attacks and strokes and cardiac arrest rates.  
 
These rates were analysed against every condition and every clinical dispatch code, 
meaning that for the first time the Service was able to say with confidence that it knows 
about actual clinical outcomes as they relate to the coding systems; and that therefore 
provide assurance that the dispatch decisions can be evidence based and designed to save 
lives and deliver the right resource to the patient, first time every time.  
 
The clinical evidence analysed clearly demonstrate that the current DCR table does not 
accurately identify some patient’s conditions as either Immediately Life Threatening (ILT) or 
non-ILT.  The review identified the clinical codes that were of an Immediate Life Threatening 
nature and would still require an 8 minute response.  
 
The analysis also showed that other codes that currently get an 8 minute response have no 
time critical response requirement, but a need that will mean that the right skill set is sent 
and that the patient reaches definitive care more quickly than at present.  
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The Deputy Chief Medical Officer and Scottish Government officials have been working with 
the Service to further understand this evidence and the case for change.  SAS has 
presented compelling evidence of relative risk in its work to review the dispatch codes and 
the acuity of response required; and based on that and the extensive discussions with 
DCMO, I am content that the clinical rationale behind this evidence and reasoning is 
sound.   
 
On that basis, I have written to Pauline Howie, Chief Executive of the Scottish Ambulance 
Service, inviting them to use this evidence to  introduce, on a pilot basis ahead of winter, a 
new response model, focussing on clinical outcomes, ensuring the right resource is sent to 
the right patient every time.  I have stressed that the Service must also ensure that patient 
safety is considered at all times.   
 
I have suggested that the pilot should run for a year, ensuring that evaluation of clinical 
outcomes and patient experience are recorded, and recommended that this evaluation work 
be carried out by an independent body.  Upon completion of the pilot, I have asked for the 
Service to report to the Scottish Government on the outcomes to consider next steps. 
 
Yours sincerely 

 
 

CATHERINE CALDERWOOD 
 


