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The Sheku Bayoh Public Inquiry

Withess Statement

Isobel Donaldson

Taken by |l 3rd October 2024

Background information

1.

2.

My name is Isobel Donaldson and my date of birth is ||} 1960-

| have been in my current role as Learning and Development Manager within the
Ambulance Control Centre for about 8 years.

| joined the Scottish Ambulance Service in May 1996. | joined patient transport
services as an ambulance care assistant. | was based initially in Glenrothes. Then
in 1998, | became a technician and was based in St Andrew's station, before |

moved down to Kirkcaldy station about six weeks later.
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4.

| became a paramedic in 2002. | remained working in Kirkcaldy Station. | think it
was 2009 | went into the ambulance control room as a clinical advisor. | was initially
only meant to stay for 6 months, but | stayed and became the clinical supervisor
there, then clinical manager. I've had various titles since then, but essentially |
stayed in that role, becoming clinical support and quality manager. | stayed in that
role until I joined my current role in 2016. I've been in my current role as the Training
and Development Manager since then.

My role as Training and Development Manager within the ACC gives me
knowledge and expertise in MPDS. | don’t have oversight of the clinicians within
the ACC and | haven’'t worked within the Clinical Hub within the ACC for some
years. In relation to questions about clinicians and the Clinical Hub, I'll give my

answers to the best of my ability and knowledge.

Ambulance Control Centre: MPDS and MTS

6. MPDS is a triage system for call handlers and call handlers alone, so it's designed

for non-clinical staff or staff with a non-clinical background. MPDS is the first
system that would be used when a call arrives at the Ambulance Control Centre
(‘ACC)).

The use of MPDS within the ACC has not changed since 2015.

I am asked how MPDS is set up and whether it is set up to determine a specific
diagnosis. | am further asked whether MPDS functions in the same way in 2024.

It's still the same. We do have some real exceptions to that, but there are only a
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10.

11.

few really specific life-threatening conditions that they've added to that. Only those
would be set up to determine a specific diagnosis.

Generally speaking, if we make a good case, the Academy will add another
descriptor, or they can add another code in. They can absolutely do that. We just
need to evidence that it's necessary. The system is also a worldwide system, so
when it gets added, it gets added worldwide. There is also the recognition that it
might be specific to the UK, but actually the system itself is going out to the wider
world.

| am asked what happens when the call handler produces a code and where that
code goes after. The code is almost a summary of the information that we've been
provided with and that code then goes to our dispatchers. The code itself has had
an acuity level assigned to it already and the call handlers have no influence over
that and the outcome whatsoever.

For those low acuity calls that come out as green, for example, there might be an
instruction to the call handlers to refer it to the clinical support desk rather than
dispatch. It indicates that it needs some clinical input rather than an ambulance.
Otherwise, the code itself goes to our dispatchers and then based on the acuity
level, they have a predetermined attendance that goes along with that, they look
at what resources are necessary to attend that patient and then they look to see
what vehicles they have available. They ask: do they have the right skill set, et

cetera.? Then they deploy those vehicles accordingly.
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12.

13.

14.

MPDS call handlers do have some post-dispatch instructions that they can give.
Those instructions are on the protocol themselves and those are generic
instructions, like opening the door, putting away the pets and turning on lights and
stuff like that. It might be if the patient is unconscious, for example, they give
instructions to put them on their back, manage their airway, check their breathing
so they have instructions for all of those. They have instructions for childbirth. We
can help deliver babies. They have instructions for choking patients. So in that
immediately life-threatening moment, they have a variety of instructions that they
can use as well as administering or helping the caller administer drugs such as
epinephrine and naloxone. Again, in those real dire emergency situations where
they need to administer medications at that moment, the instructions are scripted
and they need to be read word for word. There are quite a few that they have there.
| am asked if there are any specific instructions for ABD. There are no specific
instructions for ABD. Call handlers are trained to manage symptoms not to make
a diagnosis. They look first of all for immediately life threatening symptoms and
once ruled out, use the other presenting symptoms to determine an appropriate
protocol to use and assign an appropriate code. Any instructions would be
dependant on the patient’s condition.

MTS is the secondary triage tool that’s used by clinicians within the ACC. Once the
call handlers have done the initial triage, and they’'ve coded the call using MPDS,

then it sits waiting on an ambulance, and then the clinicians will have a look at it.
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24.

25.

also be attributed to a number of other medical conditions; it’'s why our call handlers
aren’t left to make the decision that that is the cause, because it might not be. It
could be something else. That’s for the clinicians to determine whether that ABD is
the cause or if there’s something else going on that they should be aware of.

| am asked whether clinicians would make a diagnosis, or whether they would wait
until paramedics are on scene before it is confirmed. They would almost have to
make the decision at that point because that will determine the acuity of the call. If
they triage a call and they determine that the symptoms look like ABD, then you
would have to upgrade the call to a higher acuity level and then it's almost
academic what the clinicians find at that point because even if they're wrong,
they've done it for the right reasons based on the information available at that time.
They've got a resource there faster than they would have done otherwise.

| am asked what information and advice that a clinician can provide that a call
handler cannot. That would be your self-care advice; either to take yourself to a
minor injuries unit, you need to phone your GP etc. Or if it's more appropriate than
an ambulance response, we would just give some self-care advice to take some
medication or give them some advice on how to manage their condition at home

without having to speak to anyone else.

26. | am asked if the call is treated differently where it comes directly from scene versus

through the ACR to ACC. Yes it is now. Where the call is received from the police

officer on scene, the officer would be asked the same questions as a member of the

public so that accurate information on the condition of the patient is received. This
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allows an appropriate acuity level and response to be assigned. If however, the call is

received from the ACR, then the SEND protocol is used. This is an abridged version

of the protocol questions which recognises that the caller is not with the patient and

therefore is only able to give the information that was passed to them. The main

information required is around any scene safety issues that may pose a risk to our

responders or the patient and any information that would suggest the patient is in an

immediately life threatening condition. Back in 2015 we would only have used the

SEND protocol as all calls were received via the ACR and not from scene.

ACC: Call handlers — ABD - 2015 and 2024

27.

28.

29.

30.

31.

| am asked about the qualifications of call handlers within the ACC as at 2015. The
qualification itself is the same as it is now. MPDS itself is licensed by the
International Academy of Emergency Dispatch. As part of the license, call handlers
have to be certified to take calls and to use the system.

Back in 2015, they were trained our IT team who were non-clinicians but that has
since changed.

In around 2016, the Academy made the decision that the instructors had to be
clinicians. That was the reason that | became an instructor.

The call handlers are not clinicians. It's a non-clinical triage system. The call
handlers are not expected to be able to diagnose patients.

| am asked whether ACC call handlers are now trained to recognise the signs and

symptoms of ABD. So, again, not specifically ABD because the signs and
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34.

35.

In terms of ABD specifically, back in 2015 as now, we would be looking at the
symptoms that they present with. We would be looking at the agitation, the
abnormal behaviour, the delirium. If they did exhibit any life-threatening symptoms,
so if they did exhibit breathing difficulties, difficulties from hypoxia; anything like
that, that would be a different protocol. If they came on and said they were having
difficulty breathing, then they would go down a different protocol for that. But for
the behaviour side of things, it would be Protocol 25 because they're not behaving
as we would expect them to behave. That stands today. We've added more
questions into 25, but the principle remains.

| am asked why there is not a specific protocol for ABD. This is a supposition on
my part however, from the Academy perspective, because it's a non-clinician
working in a non-visual environment, we rely very much on the callers to give us
the information we need to make an assessment on the condition of the patient.
Once we start putting in specific conditions then we’re expecting our call handlers
to diagnose patients, to make an assessment as to what the clinical outcome of
that call would be, when actually that's not their role, and it's not what they're trained
to do, nor do they have the skill or the knowledge to be able to do that. The
Academy deliberately, with a few exceptions, doesn't put in specific clinical

diagnoses.

Hypothetical response to ABD: 2015
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36.

37.

38.

| am asked to consider the call handler’s response had Sheku’s behaviour and
demeanour been reported without mention of ABD. | am told that the Inquiry has
heard evidence that Sheku was unresponsive to verbal commands and to the
deployment of CS/PAVA spray, and that he was reported to be wielding a knife and
striking out at vehicles with that knife. They would have gone with the symptoms
that were exhibited. If he wasn't responsive, they could have gone with a reduced
level of consciousness protocol. Or with the wielding the knife and threatening
people, they could have gone with the abnormal behaviour protocol. So again,
depending on how that was relayed, some or all of the information would be used
to select an appropriate protocol but we can only manage what we know.
Occasionally, when crews get there, they get a different picture because that wasn't
what the call handler was told or they think: “We were told the patient was more
alert” or able to do things that they actually aren't in reality when the crews get
there. It very much depends on the picture that they give us. In that scenario, |
would suggest they would use the reduced level of consciousness part and
potentially the abnormal behaviour part.

| am asked what the outcome would be if the call handler used the reduced level

of consciousness or abnormal behaviour protocol.

MPDS: Protocol 25 — journey of a call

39.

The system that | am showing you is ProQA in a standalone mode, which is a test

mode so that | can show you how it works. The call handlers are able to use the
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Entry KQ  PDUCEI | DLS | Summary

Okay, tell me exactly what happened. ||

Location is' | test

Phone number is. | test

(%]

Obviously NOT BREATHING & Unconscious (non-traum)
Verified Choking - COMPLETE obstruction
Narcotic/Opioid arrest (obvious)

1st Party OBVIOUS EXTREME RESPIRATORY DISTRESS
Hanging

Strangulation (no attacker present)

Suffocation

Underwater (non-SPECIALISED rescue)

Underwater (SPECIALISED rescue)

Sinking vehicle — Caller inside

Vehicle in floodwater — Caller inside

(Choking - verify) "Do not slap
her/him on the back. Is s/he
breathing or coughing at all?
(Go and check and tell me what
you find.)"

Use the Fast Track when

appropriate to ensure timely
dispatch for urgent situations.

Person on fire

41. | am asked to consider the witness accounts from the day, before Sheku went into

respiratory arrest. | have concluded that the first selection would be that the patient

is ‘behaving abnormally’.
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Entry KQ | PDICEI | DLS | Summary

2O @IS

Case Entry Additional Informat .| CC Selection Ru...|

Location is: | test ]
Phone number is. | test
Okay, tell me exactly what happened. | male behaving abnormally |.
' [Obviously NOT BREATHING & Unconscious (non-traum) (Choking - verify) “"Do not slap

Verified Choking - COMPLETE obstruction her/him on the back. Is s/he
Narcotic/Opioid arrest (obvious) breathing or coughing at all?
1st Party OBVIOUS EXTREME RESPIRATORY DISTRESS || (Go and check and tell me what
Hanging you find.)"
Strangulation (no attacker present)
Suffocation Use theFm Track when
Underwater (non-SPECIALISED rescue) appropriate to ensure timely
Underwater (SPECIALISED rescue) dispatch for urgent situations.
Sinking vehicle — Caller inside
Vehicle in floodwater — Caller inside
Person on fire

e |

] ! Critical Caller Danger Instructions |
42, If the call came through from the police control room, it would be classed as a fourth

party call. The first question you would ask is: “How many people are hurt?”.

Signature of witness ....... | . ..............
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2:21 | |
Entry [ KQ | PDICEl |  DLS |  Summary |

Location is: | test
Phone number is: | test
Caller's problem description is: “*TEST CASE™ | male behaving abnormally _ o
Are you with the patient now? |Yes Determine if ist party caller is
No (3rd party) alone.

First (1st) party
First (1st) party alone 4th party = Referring agency
| communication center.

43. Then you would ask how old the patient is, if they can give us an exact age, you

would put in an approximate age. The distinction with that is: “Is that an adult or a
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Case Entry Additional Informat...| CC SelectionRu...| |

Location is: | test

Phone number is: | test

Caller's problem description is: “*TEST CASE™ | male behavina ahnormaih: LF¥4
e 2 Enter the Chief Complaint code
wmpauemnw.[Founnum)pany ] that most closely describes the
foremost symptom or incident.
Number of hurt/sick is: | 1 |
Or enter Sub-Chief Complaint
Patient's age is: | 30 || year(s) letters, or letters <space> more
letters to refine search.
Patient's gender is:  Male |
(1st party) If breathing appears
Is he awake (conscious)? Yes | to be INEFFECTIVE, back up to
change the Breathing auto-
Is he breathing? | Yes || answer from "Yes *
Chief Complaint Code? |25 | )
Psychiatric / Mental Health Conditions / Suicide Attempt / Abnormal Behaviour
Jumper (threatening)
Jumped now
Suicide threatened

44. Then the call handler would ask: “Is he violent?”. Given the fact that they’re
restraining him, that would suggest yes. “Were there any weapons involved?” We
could say no here, but the caller reported a knife possible, so you would just put ‘a

knife’ in there.
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25: Psychiatric / Mental Health Conditions / Suicide Attempt / ‘ &%
Abnormal Behaviour

3:47

Entrv | KQ | _PDICEI | DLS | Summarv

2. (Suspected) s he violent?

Caller Statement **TEST CASE™* male behaving al|yot suspected
[EELEETEE Additional Info [Problem Suffixes | Determinants w/ Suffix.._| Det. Codes |CC Selection Rules|

1. He is exhibiting abnormal behaviour.
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25: Psychiatric / Mental Health Conditions / Suicide Attempt / ‘ N\
4:28 Abnormal Behaviour
 Emv | KQ . PDICEI | DLS | Summarv |
| (€ | o |
3. Are any weapons involved? No
Not reported (4th party)
Caller Statement **TEST CASE™ male behaving al e

:‘ Comment nﬁnq‘ B.l:'._‘els

1. Heis el Ng (but caller reports):
2. Heisvi knife

¥ OK K Cancel

45. Then we would ask: “Is he responding normally?” So, this where we said:
“No, he wasn't responding normally,” because he was very combative and

not acting normally, so we could use the altered level of consciousness

Signature of witness ..... | ....................
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descriptor which would say either: “No, he wasn't responding normally,” or
“He's got an altered level of consciousness,” which is what we're suspecting
here, because of the descriptors that we're given. You could use either; the
outcome would be the same. Then: “Has he done anything to injure
himself?” We could answer unknown to that unless we’re told otherwise by

the caller.

Signature of witness ....
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25: Psychiatric / Mental Health Conditions / Suicide Attempt / Y -.F 7
4:56 Abnormal Behaviour [ éﬁé
| Ewv | KQ " PoicEl | DLS | Summary |

| o | o |
4. Is he responding normally (completely alert)? =

I ALTERED LEVEL OF CONSCIOUSNESS o
| Sick persons present in many clinical states. The identification of complete awakeness (alertness)
can be problematic. These codes (25-C-1 through 25-C-4) should be used whenever ctstai

descriptors (of recent onset) are offered by the caller:

e Combative e Lethargic e Not with it

e Confused e Non-/unresponsive e OQutofit

e Dazed e Not acting normal e Semi-conscious
e Delinous e Not acting nght e Slurred speech
e Disoriented e Not aware e Won't respond

e [ncoherent « Not thinking right

All other not fully awake states should be considered not alert.

DANGEROUS Haemorrhage
e Armpit
e Groin
e Neck

e Ul I Emouon:
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25: Psychiatric / Mental Health Conditions / Suicide Attempt / I :§;\SZ/%
5:10 Abnormal Behaviour
Emy | K@ | PDICEL |  DLS |  Summay |
| v I v |
5. Has he done anything to injure himself? NO
No - but indicating potential self-injury
Overdose
Cut/Laceration
Caller Statement **TEST CASE*™ male behaving al |our. "2
Additional Info |Problem Suffixes!Det

He is exhibiting abnormal behaviour.

He is violent.

No known weapons involved - but the caller reports: knife %
He has an ALTERED LEVEL OF CONSCIOUSNESS.

BWN =

46. | should mention that all of these questions in red are scene safety questions.
These are questions that we would have to ask the police. This would have been

slightly different from 2015 because we’ve got a lot more questions now than we

had then.
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47. \We would then answer that the patient is near the caller as is the case in this

scenario.
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25: Psychiatric / Mental Health Conditions / Suicide Attempt / | \\//
5:52 Abnormal Behaviour
| Ew | k& | pPowcel | DS | Summay |
I o I o |
6. Where is he right now? Inside same structure

Outside same structure

With/Near caller
Other (specify)

_ ! Gone (specify)
Caller Statement: **TEST CASE™ male behaving al | 5one _ jocation unknown

Additional Info |Problem Suffixes| Deterl [\ Vo

He is exhibiting abnormal behaviour.

He is violent.

No known weapons involved - but the caller reports: knife N
He has an ALTERED LEVEL OF CONSCIOUSNESS.

It's not known if he has injured himself.

1

2.
3.
4
5.

48. The call handler will then ask whether the there was a sudden change in behaviour.
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25: Psychiatric / Mental Health Conditions / Suicide Attempt /
6:08 Abnormal Behaviour

L A/ 3
| = .

Entry ' KQ ' PDVCEI ; DLS | Summary
€] _ 5

7. Was this a sudden change in his behaviour |
or personality? No
Unkngwn
La\ B

Caller Statement: **TEST CASE*™ male behaving abnormally

IEELEEIER] Additional Info [Problem Suffixes| Determinants w/ Suffix .| Det. Codes [CC Selection Rules

' He is exhibiting abnormal behaviour.

He is violent.

No known weapons involved = but the caller reports: knife
He has an ALTERED LEVEL OF CONSCIOUSNESS.

It's not known if he has injured himself.

The patient is with or near the caller.
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49. The call handler will need to decide which pathway to use; either to continue with

questioning or to select the code at that point. As a service, SAS have advised

Signature of witness
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that the ‘don’t send and continue questioning’ pathway should always be used.
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s |25: Psychiatric / Mental Health Conditions / Suicide Attempt / | ';'_
6:13

Abnormal Behaviour
| Entry | KQ .__PDICEI |  DLS | Summary |

|

o | )

8. @ Carefully select your Agency's chosen Don't Send — Cont. questioning (new P-25 procesga
pathway: v
< l} >

Caller Statement: **TEST CASE™ male behaving abnormally

e L] Additional Info |Problem Suffixes| Determinants w/ Suffix...| Det. Codes |CC Selection Rules
He is exhibiting abnormal behaviour.

He is violent.

No known weapons involved - but the caller reports: knife

He has an ALTERED LEVEL OF CONSCIOUSNESS.

It's not known if he has injured himself.

The patient is with or near the caller.

It's not known if he has had a sudden change in his behaviour or personality.

N s WN -

50. The next questions concern medication or other substances. The police control
room wouldn’t necessarily have that information unless it has been passed from

the police at scene. Generally, we wouldn'’t ask that question and instead
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‘unknown’ would be selected.
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a 25: Psychiatric | Mental Health Conditions / Suicide Attempt | Q2.
. Emv | KQ . _PDICEl | DS |  Summar
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10. Has he taken any medication or other Yes (specify)
g h‘_

Caller Statement: **TEST CASE** male behaving abnormally

LEENEE RN Additional Info |Problem Suffixes | Determinants w/ Suffix .| Det. Codes |CC Selection Rules|

He is exhibiting abnormal behaviour.

He is violent.

No known weapons involved - but the caller reports: knife

He has an ALTERED LEVEL OF CONSCIOUSNESS.

It's not known if he has injured himself.

The patient is with or near the caller.

It's not known if he has had a sudden change in his behaviour or personality.
Agency has chosen to continue questioning (new P-25 process).

It's not known if he has a history of MENTAL HEALTH CONDITIONS.

CONODNBWN -

51. The below screen shows the final code based on the answers to the questions as
‘Altered LOC (no or unknown history of mental health conditions)’. This gives a pre-
determined acuity level of yellow, and this is the code that is sent to dispatch. Within
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the system there are 6 acuity levels ranging from purple, red, amber, yellow, green
and teal. The highest level of acuity is purple for those patients whose condition is
immediately life threatening and who require an immediate response down to the
lowest acuity of green or teal who require further assessment but not necessarily

an ambulance response.
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25: Psychiatric / Mental Health Conditions / Suicide Attempt / | Q:s 2/::)
6:44 Abnormal Behaviour
[ Entry ] KQ . ___PDICEl | DLS | Summary |
o send: 25C-2v O ]
8[ 10. It's not known if he has taken medication or other substances today. 2
Determinants Rmses (user-defined) I
2 SUICIDE IDEATION and alert (without 15t party vermication) A
3 SUICIDE IDEATION and alert (ingestion of Vv
medications/substances)
B 0 Override v
1 SERIOUS haemorrhage v
2 Non-SERIOUS or MINOR haemorrhage \'
3 INTENDING SUICIDE \'4
4 Jumper (threatening) v
5 Near hanging, strangulation, or suffocation (alert without |V
difficulty breathing)
6 Unknown status/Other codes not applicable v
C 0 Override Vv
1 ALTERED LOC (history of MENTAL HEALTH v
CONDITIONS)
\ R
3 ALTERED LOC (ingestion of medications/substances) v
4 ALTERED LOC (sudden change in behaviour/personality) |V
D 0 Override V. AMBER
1 Arrest
2 Unconscious
3 Not zlert \';
V:
M:

52. There are then instructions that the call handler can give to the caller. These include
instructions such as: “Watch them continuously. Beware of aggressive behaviour.”
Now, again, because it's the police and it's fourth party so they're not with the

patient, we would just ignore those. So, they'd probably just say: “I'm organising
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% Paramount for Medical (5.1.1.50 - 12/06/2024 10:29:36) - CAD not connected! == O
File View Speclogs Options Gotolanguage Tabs Version AboutProQA Release Notes

Q2@ § o So@ll 72 +-50@ L

‘ 25: Psychiatric / Mental Health Conditions / Suicide Attempt / g;s k%
7:31 7:27 Abnormal Behaviour
| . KQ | PDUCEl | DLS | Summarv |
e s VEVEG ST (B Additional Informat...|
b. I'm organising help for you now Stay on = rDLS Links
the line and I'll tell you exactly what to do X-Card
next.
Danger or Crime Scene
c. [fit's safe to do so, watch him continuously b
d. Ifit's safe to do so, protect him from himself. 2 &) Violent
d
e. When responders arrive, follow their Arrest
directions, and never approach them with €
anyﬂ\;rr:g mur hands. This will help keep T exikalion —
Y ' Unconscious and Effective breathing
Critical EMD Information
* In volatile or criminal situations, refer to Unconscious
applicable police protocol.
y Control Bleeding (external)
* Follow agency policy on contacting or
transferring to Suicide and Mental Health

54. 1 am asked how the above noted protocol differs where the call comes directly from
scene. The difference with that is because they're on scene, they can answer those

questions that we missed. In this particular scenario, for those questions that we
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55.

56.

57.

asked, for example: “Does he have a history of mental health conditions?”, they
might or might not know that. They might or might not know if he's had a change
in personality or behaviour, and they might or might not know if he's taken
medication because it might have been something they've asked him. We'd ask
those questions and then determine if that means a change of code from the
answers to that. The biggest difference would be that, because the police are with
patient, we'd expect the answers to the questions and not just “unknown”.

The outcomes, in terms of acuity levels, are all predetermined by our clinical
response model group within the ambulance service itself. All of those codes have
already had a determination of what that outcome is — whether it's red, yellow,
amber etc. The dispatchers then dispatch a vehicle in accordance with that acuity,
but they can't affect the colour if that makes sense.

| am asked, in the above noted scenario, what would be dispatched. Always in an
emergency, it's the closest available vehicle, unless there's a specific skill set that's
required. If we had an instance where the patient was requiring a paramedic for
example and there was no paramedic available, then we'd still send a technician
as a first response and then send a paramedic when they become available. So
always it would be the first available vehicle.

So, a paramedic is essentially a technician with extended skills. Paramedics can
do invasive procedures; we can intubate, so breathe for patients, we can cannulate
and give drugs. Technicians can't give drugs intravenously; they can only give

them intramuscularly. It's those extended skills that make the difference.
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58.

59.

I am asked to explain the purpose of pre-arrival instructions. Pre-arrival
instructions are those life saving instructions that call handlers can give to callers
to help the patient until the crews arrive. These include CPR, airway management,
childbirth, choking as well instructions on the administration of medications in a life-
threatening emergency such as naloxone or epinephrine for example.

| am asked to explain if there are any specific pre-arrival instructions for ABD. No

not specifically.

ACC: Clinicians — 2015 and 2024

60.

61.

62.

| am asked whether clinicians within the ACC receive any additional qualifications
and/or training to work within the ACC. That's completely separate from my role,
and it's evolved since | joined the control room as a clinical advisor. To the best of
my knowledge, they get trained in MTS, they get trained to understand the system
and how to use their part of the system; how to upgrade calls, downgrade calls etc.
and how to look at them. | can’t say that definitively, but as far as | know.

| am asked whether the ACC clinicians are trained to recognise the signs and
symptoms of ABD as at 2024. Not within the ACC that I'm aware of other than
through MTS. Within clinical practice, yes. As aregistered healthcare professional,
you would get that as part of clinical practice. Otherwise, | don't know.

| am asked about the variety of calls that may be referred by call handlers to
clinicians. | am asked, as at 2024, whether that would be dictated by the acuity

level, or whether it would be based on symptoms, or a combination of the two. Yes,
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70.

71.

72.

73.

left it, but we have calls of lower acuity where we wouldn't ordinarily expect to send
an ambulance response. Those patients need further triage so that we can refer
them to hospital themselves or give them some self-care advice rather than
sending an ambulance. Additionally, the clinicians review calls that are of a lower
acuity level which are waiting in the queue for an ambulance to become available
in case they need to be escalated.

I am asked where the Clinical Hub is physically located within the ACC. They sit
within the same room as the call handlers, and they always have been. The only
exception to that is that we have some Advanced Practitioners who work outside
of the ACC. They work remotely. That'’s just by virtue of their location, or where they
stay. Post-COVID, we’ve had much more opportunity now to work remotely than
we ever did before so some of those Advanced Practitioners will work remotely
from ambulance stations.

| am asked whether the Advanced Practitioners are the same as the Advanced
Critical Care Practitioners (‘ACCPs’). I'm not sure; | don't deal with that section of
stuff in terms of their skill sets.

| am asked whether the ACCPs have an assessment and triage function, or
whether they would be deployed to an incident. Again, that’s within the Clinical Hub
and is, therefore, out-with my remit. | couldn’t say that for definite.

| am asked whether there is anyone else within the ACC that might handle calls.

Other than the different types of clinicians, we have some GPs that work within the
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Clinical Hub now. We have nurses as well, so we have a broad range of skill-set

within the Clinical Hub.

Priority level and timescales: 2015 and 2024

74.

75.

76.

| am asked which Protocol 9 or 32 (SAS-00012 and SAS-00013) would be the
relevant Protocol for ABD at 2015. It depends on the symptoms being exhibited.

| am asked to refer to SAS-00012 and SAS-00013 and, using these Protocols, to
explain which priority would be assigned to a suspected ABD at 2015. Based on
the information previously provided of witness accounts of Sheku’s behaviour, I'd
have probably come out with an altered conscious level because you're saying he's
not behaving normally, he's not completely awake, he's not responding as you
would expect, so that would be an altered conscious level, which would be in
Option 3 within the second box on the left-hand side. The outcome of that is ‘FtF
now’ so that’s a face-to-face assessment in an emergency department in under 20
mins.

| am asked to explain what priority level would be allocated were the call to be
processed under the mental iliness protocol. Yes, it would be the same as the
above. It would still be an altered conscious level, which would be red. The
difference between the two, my guess, would be that the mental illness card is for
patients who we know have had mental health issues. The “behaving strangely”
could be caused by someone with a urine infection — for example, your elderly

patient who's not behaving as we would expect them to.
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know we're going to need a paramedic, for example, then there are specific codes
that say, “Paramedic essential,” and then a paramedic will be sought and deployed.
We don't have a specific code for ABD so, again, it depends on what it was coded
as whether that would be an outcome that would be seen by the dispatcher, or
whether they would be advised by a clinician that that's what was needed.

81. | am asked to confirm whether ABD would just be categorised based on symptoms
and then assigned a code based on acuity level. Yes, and the higher the acuity, the
more requirement there is for a paramedic.

82. In theory, an ambulance technician could be deployed instead of a paramedic.

— Transcript of calls between Police Scotland ACR to Scottish Ambulance

Service ACC

83. | am drawn to page 2 of this document, where it states:

“Nothing that | have been made aware of, unfortunately | have got no information
obviously they are trying to restrain this male that has assaulted the police officer

at the moment so there is not a lot of information coming through.”

| further refer you to page 3 of the same document, where they state:

“Yes its out on the street, and | am now being asked for two ambulances, eh one for

the ehm vic. one for the officer and one for the assailant.”
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| am asked whether the restraint followed by the request for an ambulance for Sheku
should have triggered further questions by the call handler. Back in 2015, our process
for dealing with police calls was slightly different. We have a process for dealing with
calls that come from police control rooms. In recognition of the fact that it's coming
from a police control room, from someone who is not on scene and therefore can't see
the patient, then we recognise that we cannot always ask the questions regarding
what's happening to the patient or specifically around some of the things that we would
normally ask. The call handlers have what's known as the SEND protocol, which was
used for our control rooms, police and fire, and in that we reduced the number of
questions accordingly. There was a minimum amount of information that was
requested from that, and that was the scene safety questions, so anything that would
adversely affect our crews to make sure we kept them safe, and any questions
regarding the priority symptoms. We asked if the patients were conscious, if they were
breathing, if they had chest pain, or if there was any significant haemorrhage, and

those are priority symptoms. Outside of those, we didn't ask any other questions.

84. Now, that process has changed slightly. We still receive calls from police control,
and they continue to be processed using the SEND protocol but in addition, we
now expect police officers to phone us from scene, and if they do, we process the
call as we would any other 999 call. The advantage of that means that we: a) get
a better picture of what's going on at the scene, because they're with the patient;

and b) we can give instructions for CPR, for dealing with the patient, etc., and it's
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a more accurate picture than coming from a fourth-party caller. So, that process
has improved.

85. | am asked if it is the default position that calls should come directly from scene as
at 2024. Yes, it is where possible.

86. | am referred to [JINSREEEN , at page 10, where it states:

“Male SAS: However, one of the patients isn’t now breathing...

Female PS: CPR is happening at the moment by police officers

Male SAS: CPR is on going

Female SAS: Yep

Male SAS: Yep okay that is grand, would, so the officers are obviously there doing that

would you like me to give anyone a phone and offer advice...

Female SAS: ... They have started CPR but do they need to speak to the ambulance or

are they quite happy carrying it out, can you double check...

Male SAS: | could phone and just offer instructions over the phone but then | am sure they

know what they are doing anyway

Female PS: | think they, they will know CPR but thank you for that anyway.”
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89.1 am asked whether ACC clinicians were trained to recognise the signs and
symptoms of ABD at 2015. Not to my knowledge, but | can't say that definitively.

90. | am asked whether ACC call handlers are now trained to recognise the signs and
symptoms of ABD. Not specifically, other than being made aware of the symptoms

but call handlers are not trained to diagnose patients.

SAS-00002 — Police calls made directly from scene — published 2023

91. I have explained that this is the relevant guidance document for call handlers where
they receive a call directly from police on scene. | have explained that now where
ABD is mentioned by police officers, call handlers should immediately refer to this

document | am referred to page 2 of the above noted document, where it states:

“On reaching the Scottish Ambulance Service, police calling from scene will be given
the following message “This is the ambulance service police on scene line. If the
patient is not breathing, not conscious, choking, is pregnant, fitting or having an allergic

reaction please press 1. For everything else please press 2”.

Calls presenting to option 1 will go to emergency qualified EMDs only whilst calls

presenting to option 2 will present to HCP/SEND call handlers.”

I am asked how suspected ABD would be processed using this protocol. The difference
between them is the skillset of the call handler that will answer the call, and it's not a reflection
on their ability to process a call. What happens is when we train new call handlers, when

they're newly qualified and they come out of training, they go into the control room and spend
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a period of time in the control room taking Health Care Professional (‘HCP’) calls only. So

that's from healthcare professionals, they don't deal with emergency calls from the public.

That's the first part of their training, and that means that they can take calls in a non-emergency

environment where they get the time to think, and process calls and get used to the system.

92.

93.

When they've dealt with HCP calls then they do further training to deal with
emergency calls from the public and then they deal with those. The difference with
the options is that for option 1, because we're talking about immediately life-
threatening conditions, that will go directly to an emergency call handler who's
trained to give those instructions. That would be for all life-threatening
emergencies, so where they're not breathing, not conscious and we're going to
give CPR instructions, all those things that can't wait will go directly to an
emergency call handler. For everything else, it will go to an HCP call handler and
that call handler will process the call in exactly the same way, but what they can't
do is give those life-saving instructions, which is why there's an element of urgency
that makes it go to option 1.

The SEND protocol will come under option 2. If it's not one of those conditions
above it will go to option 2 and then the HCP call handler will take the call and will
process it as it would any other, exactly the same as an emergency call handler
they just won't give those instructions at the end. If those instructions are required,
then they would pass the call on to an emergency call handler who would give
those instructions, and they wouldn't themselves. So that's the difference between

options 1 and 2.
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94. In terms of the SEND protocol and the police, they would just be dealt with on
option 2. However, if when the police phoned and we were at that point that you
suggested where the patient's no longer conscious, not breathing, they would
select option 1 and get an emergency call handler and they would talk them through
CPR.

95. If they mentioned ABD, without the above noted priority symptoms, it would be
directed through Option 2 on the police line. It would go to an HCP call handler,
and they would just process a call as they would any other.

96. SAS-00002 mentions that the HCP/SEND call handlers:

“should also ask the police caller all Key Questions, and not restrict their questioning
to scene safety and priority symptoms as they do with SEND calls from police controls.
HCP call handlers should also give any PDIs that are possible and appropriate

when police call from scene.”

PDIs are post-dispatch instructions. These are instructions to prepare for the arrival of the
crew such as gathering medication, unlocking doors, putting away pets etc. The call handlers

would only read the instructions that are appropriate and apply to that specific call.

| am asked what the key questions would be if ABD was mentioned as at 2024, as this
document came into force in 2023. Those are the key questions that are already pre-set by

the Academy on the protocol itself. The difference now would be where the call is coming from.
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If it is coming from the police control then the SEND protocol would be used but if the police

officer was calling from scene, they would be asked all the key questions on the protocol.

SAS-00003 — JRCALC Guidelines - Trauma Emergencies — Adults 2013

97. This is an excerpt from one of the previous JRCALC Guidelines. | am referred to

the following passage:

“NB Restraint (POSITIONAL) Asphyxia — If the patient is required to be physically
restrained (e.g. by police officers) in order to prevent them injuring themselves or
others, or for the purpose of being detained under the Mental Health Act, then it is
paramount that the method of restraint allows both for a patent airway and adequate
respiratory volume. Under these circumstances it is essential to ensure that the

patient’s airway and breathing are adequate at all times.”

The Inquiry has explained that it understands that when it comes to the working
relationship between SAS and PS that the police ultimately lead in restraints and that
SAS considers them the experts in those scenarios. However, it is noted that
sometimes responders can ask police officers to adjust restraint where they feel that
the restraint may be impeding treatment and/or exacerbating the patient’s condition. In
these scenarios, police will consider whether it is safe and appropriate to do so. In view
of this, | am asked whether any instructions on adjusting the restraint would ever be
given by call handlers. No, it's not. That guidance that you're looking at is the JRCALC

guidelines which are specifically for clinicians and the call handlers are not clinicians.
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say, have you tried talking to them to see if de-escalation would work before they
do anything else. | guess from my perspective, it would depend where in that
journey they are when they phone. Have they tried all of that already? Have they
physically restrained the patient? Because if they have, that would suggest that
it's not worked. | guess it depends on what they're presenting with when they

phone.

SAS-00009 Advanced Critical Care Practitioner Pocketbook

102. | am asked whether an ACCP would be deployed where ABD is suspected.
Definitely not by a call handler. The clinician might, depending on the
circumstances, if they needed medication for calming, such as a sedative. If they
recognise the fact that they were needing a sedative, then they might recommend
to the dispatcher that they're deployed, but the clinicians themselves wouldn't
deploy them.

103. | am asked whether | am aware of the treatments that ACCPs can administer

over and above what a paramedic. I'm not sure.

SBPI-00362 — Statement of Inspector James Young

104. | am referred to Inspector Young's statement to paragraphs 37 and 38. These
paragraphs describes scenarios where ABD was suspected by Inspector Young
but where an ambulance would not attend. He states that he cannot be sure

whether the attendance was refused on ACR’s end or ACC’s end. | am asked
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