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Seven Day Services set out 10 standards to improve consistency and quality of care for
patients.

Working with system partners is integral to the standards.

EXECUTIVE SUMMARY

7DS National programme
The 10 clinical standards for seven day services in hospitals (7DS) were developed in 2013 through the Seven Day
Services Forum. The standards define what seven day services should achieve, no matter when or where patients are
admitted and the programme has been supporting organisations work towards compliance by 2020. The 4 priority
standards were designated as such due to their potential to positively affect patient outcomes:





Standard 2 – Time to first Consultant review
Standard 5 – Access to diagnostic tests
Standard 6 – Access to Consultant-directed interventions
Standard 8 – Ongoing review by Consultant

Performance over time
The Trust has participated in the national 7DS programme since March 2016. This initially involved clinical case note
audits of the 4 priority standards and the methodology has subsequently been refined across the past 3 years using a
variety of audit approaches. National comparison data is not available for all time periods, and the differing
methodologies applied in prior audits by organisations limit its application for benchmarking over time. This is the
first time the Trust has comprehensively self-assessed its performance against all 10 standards, incorporating the
range of triangulated evidence sources set out by NHSI in its September 2017 7DS Standards and BAF guidance from
November 2018 (‘the Framework’).
In March 2018 the Trust reported compliance with all 4 priority standards. For the 6 improvement standards
organisations were required to report progress updates in the February 2019 ‘test pilot’ and the only one of six
improvement standards meeting the Framework both now and in previous assessments was Standard 10, Quality
Improvement.

2
The 6 improvement standards are: 1 – Patient Experience, 3 – MDT review of inpatients, 4 – Shift handovers, 7 –
Mental health, 9 – Safe transfer of patients to community, and 10 – Quality Improvement. The Trust is currently only
compliant with 1 of the 6 improvement standards - standard 10.
The improvement plan to achieve compliance for all standards is in Appendix G. The Board is asked to approve this
action plan which has been developed in consultation with Divisional Teams to support achieving compliance by
March 2020.
The following sections summarise high level results regarding compliance with each priority standard based on the
audit and evidence triangulations during April/May 2019.
The Trust is currently compliant with 2 out of 4 priority standards. Standard 6 Access to Consultant-directed
interventions continues to be fully compliant. Standard 8 – Ongoing review by Consultant is above the 90% target
with 93% performance (in line with 93% in March 2018). Access to diagnostic tests is non-compliant for scheduled
inpatient ultrasound and MRI as service standards are not sufficiently close to 24 hour provision to meet the 7DS
timescales (refer to Section 6). Standard 2, time to first Consultant review, became non-compliant this period as
outlined below.
An audit of 78 emergency patient admissions from April 2019 found the percentage of emergency inpatients receiving
their first Consultant review within 14 hours has dropped 18% overall from 92% March 2018 to 74% by April 2019.
ASPH continues to be more consistent in performing weekend rather than weekday reviews. National benchmark
data is only available for 2 of the data collection periods, and it has been acknowledged that methodology and data
collection consistency across organisations limits comparability across time. April 2019 data was the first ASPH
dataset to categorise patients by both Specialty and Division, which in combination with more regular audits going
forward will enable causes of variation to be better ascertained. Divisional Directors validated exceptions to provide
assurance over the audit results.
Details of analyses and results are provided in the Appendices.
Appendix A – 7DS Submission to NHSI/E
Appendix B – Standard 2 supporting information
Appendix C – Wider performance measures
Appendix D – Supporting information for Standard 5
Appendix E – Standard 3 ongoing Consultant-directed reviews of inpatients by Specialty Within Divisions
Appendix F – Standard 6 Interventional Procedure Provision
Appendix G – Improvement action plan 20 June 2019
AUTHOR NAME/ROLE

Dr Erica Heppleston, Associate Director of Quality & 7DS Lead

PRESENTED BY

Dr David Fluck, Medical Director

DATE

21 June 2019

BOARD ACTION

The Board is asked to Approve the submission in Appendix A, and the
Action Plan in Appendix G which aims for compliance by March 2020.
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1. BACKGROUND

The 10 clinical standards1 for seven day services in hospitals (7DS) were developed in 2013 through the
Seven Day Services Forum. The Forum was chaired by Sir Bruce Keogh and involved input from both
clinicians and patients. The standards were based on published evidence, guided by the position of the
Academy of Medical Royal Colleges (AoMRC), on Consultant-delivered acute care. These 10 standards
define what seven day services should achieve, no matter when or where patients are admitted.
There are 4 priority standards due to their potential to positively affect patient outcomes:





Standard 2 – Time to first Consultant review
Standard 5 – Access to diagnostic tests
Standard 6 – Access to Consultant-directed interventions
Standard 8 – Ongoing review by Consultant

The other 6 standards have been designated improvement standards.
The Trust has participated in the national 7DS programme since March 2016. This initially involved
clinical casenote audits of the 4 priority standards and the methodology has subsequently been refined
across the past 3 years using a variety of audit approaches. National comparison data is not available for
all time periods, and the differing methodologies limit its application for benchmarking.
This is the first time the Trust has comprehensively self-assessed its performance against all 10 standards,
incorporating the triangulated evidence sources set out by NHSI in its September 2017 7DS Standards2
and BAF guidance from November 20183 (‘the Framework’). The following sections evaluate compliance
with each standard based on the audit during April/May 2019.
Governance of seven day services (7DS) delivery is through operational performance review by Trust
Executive Committee with Divisional oversight at Quality Governance Committee to Board. Service
improvements are part of core business and include standardisation applying GIFRT methodology and
clinical pathway redesign. The Executive Lead for 7DS is the Medical Director, Divisional Directors are
responsible for 7DS in their services, and the Trustwide programme lead is the Associate Director of
Quality.

2. STANDARD 1: PATIENT EXPERIENCE
Patients, and where appropriate families and carers, must be actively involved in shared decision
making and supported by clear information from health and social care professionals to make fully
informed choices about investigations, treatment and on-going care that reflect what is important to
them. This should happen consistently, seven days a week.

1

https://improvement.nhs.uk/resources/seven-day-services/

2

Seven Day Services Clinical Standards. NHS: 11 September 2017.

3

Board assurance framework for Seven Day Hospital Services: guidance for providers of acute services. NHSE and
NHSI: November 2018.

4

Progress report
Strategy
Patient experience and shared decision making is one of our key Trust Strategy aims and the Trust is
currently piloting realtime service user feedback using an electronic tool. Once procurement is complete
later this year we will be reporting on, and displaying, this feedback daily in clinical areas by Q4 2019/20.
The following 3 specific Strategy aims align closely with standard 1; we want every patient to say:




I was treated with compassion
I was involved in a plan for my care which was understood and followed, and
I was treated in a safe way without delay.

Applying standard 1, ‘the format of information provided must be appropriate to the patient’s needs and
address acute conditions’. This means information must be accessible and based on a gap analysis as at
31 March 2019 the Trust is unable to declare full compliance with the requirements of the Accessible
Information Standard (AIS).4
Ensuring clinicians obtain valid consent from patients is integral to demonstrating informed choice. An
internal audit of consent is currently underway during June 2019 and the results of this will also inform
the outcome of this standard going forward.
Learning from complaints and incidents during 2018/19 indicated that communicating more clearly, and
providing information better, is a theme common to SIRIs5 and complaints. This has been a recurrent
theme for several years, and is a continual focus of improvement.
Individual complaint reviews to identify ‘care quality’ or ‘Consultant presence’ issues
To estimate the prevalence of 7DS issues at individual patient level, the 43 new complaints received in
April 2019 were reviewed to identify any weekday versus weekend issues with ‘care quality’ or
‘Consultant presence.’ There were no issues relating to Consultant presence (refer standard 2). 3/43
(7%) of complaints indicated an element of care being less favourable during the weekend, as follows.
One patient was unable to be examined under anaesthesia as scheduled by the On-Call Consultant on an
April 2019 Saturday emergency list for reasons of weekend capacity. This did not result in harm to the
patient who later had a different care plan formulated. Another patient experienced communication
delays during the weekend about whether a repeat lumbar puncture should be performed that weekend
- after its cancellation on a Friday in March. After the weekend the patient’s clinical course had changed,
and the patient did not need the procedure, so no harm resulted. A third Medical patient discharged on
a Saturday in April suffered harm and re-admission the following day when discharged unsuccessfully.

4

Version 1.1 (revised) August 2017 https://www.england.nhs.uk/ourwork/accessibleinfo/

5

Serious incidents Requiring Investigation (SIRI)

5
Neighbours found the patient’s medication left outside the house and out of reach of the patient.
Strengthening discharge process, including at weekends, is an ongoing priority area for the Trust.

Regional feedback from Surrey Healthwatch
Healthwatch’s latest published Annual Review is for 2017/18 and regional feedback informed their 3year priority to improve experience of hospital discharge. Healthwatch found that there was a lack of
clear information and communication about discharge planning including about changes to care plans.
Interventions
 Providing information which is accessible to patients’ needs
The Accessible Information Standard Working Group is progressing the AIS action plan to achieve
compliance and work is to continue throughout 2019/20.
 Using realtime feedback to communicate and provide tailored information to patients
Going forward, when the realtime electronic feedback solution above is implemented Trustwide by Q4
2019/20, we will be better able to directly monitor our performance regarding communication and
information which will support developing tailored solutions within particular clinical areas.
 Datix has been modified so that 7DS issues are a theme to guide learning
In June 2019 we modified the Datix system so that 7DS issues is a thematic category when reporting
incidents and complaints which will provide an additional evidence source to guide future learning.
Conclusion for standard 1: patient experience
The Trust is not meeting Standard 1 and is progressing improvement actions to support achieving this
standard in future.

3. STANDARD 2 – TIME TO FIRST CONSULTANT REVIEW
All emergency admissions must be seen and have a thorough clinical assessment by a suitable
Consultant as soon as possible but at the latest within 14 hours from the time of admission to hospital.
The Framework requires the Trust to assess delivery of this standard for all patients admitted in an
emergency using 3 sources of evidence: Consultant job plans and rota fill, clinical casenote audit, and
wider performance and experience measures.
Progress report
1. Consultant job plans support rotas which meet the standard for all emergency inpatients except
for Stroke Specialist Service Consultant inpatient reviews.
2. Casenote audits of 78 patients showed that the percentage of emergency inpatients having their
first Consultant review within 14 hours has declined 18% overall from 92% March 2018 to 74% by
April 2019. Weekend compliance of 85.4% was higher than weekday at 69.6%. This is the first
time results have been audited by specialty, and as described previously audit methodology
variations make it impractical to analyse this result further.
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3. Headlines from wider performance and experience measures are below, with detailed analytics
and charts on the indicators in Appendix C.
Indicators showing no variation across the week:
 Total number of deaths per day
 Bed occupancy rate (G&A beds)
 Number of hours between decision to admit (DTA) and the time of admission to an inpatient bed
for emergency (non-elective) admitted patients
 Patient experience feedback about Consultant presence on wards
Indicators with variation across the week:
 Mortality rate on a weekend was relatively higher, but this may reflect the indicator
methodology
 Fewer patients had timely first Consultant reviews on weekdays, yet weekday mortality was
lower
 A patient is 2.7 times more likely to go home on a weekday compared to a weekend
 7% of complaints sampled indicated an element of care being less favourable during the
weekend
Operational ability to deliver the standard based on Consultant job planning
Consultant job plans at May 2019 were reviewed to assess whether ‘job plans in all specialties that
receive emergency admissions provide sufficient daily Consultant presence to support delivery of the
standard within the organisation’. At ASPH service delivery after-hours is a combination of specialtyspecific arrangements, and general on-call rotas. Job plans and gap cover arrangements at May 2019
were reviewed for those specialties which support the clinical emergency on-call system to determine
emergency rota fill. The table below shows service coverage by Division, and Specialty where on-call
service cover is provided at Specialty level such as for particular procedures. The purpose of the table is
to show where uncovered rota gaps exist. Not all specialties within Medicine or General Surgery are
listed individually on the table, as their patient cover after hours is by General Internal Medicine (GIM) or
General Surgery on-call arrangements. More detailed information is outlined in Appendix B.
All emergency rotas are filled with the exception of Stroke Specialist Services. Refer to Table 4 in
Appendix B for the position on rota fill by Division/Service.
Clinical audit of whether patients were first seen by a Consultant within 14 hours of admission

An audit of 78 emergency patient admissions from April 2019 found the percentage of emergency
inpatients receiving their first Consultant review within 14 hours has dropped 18% overall from 92%
March 2018 to 74% by April 2019. ASPH continues to be more consistent in performing weekend rather
than weekday reviews. National benchmark data is only available for 2 of the data collection periods,
and it has been acknowledged that methodology and data collection consistency across organisations
limits comparability across time. April 2019 data was the first ASPH dataset to categorise patients by
both Specialty and Division, which in combination with more regular audits going forward will enable
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causes of variation to be better ascertained.
assurance over the audit results.

Divisional Directors validated exceptions to provide

Results by Division/Specialty are in Table 5 in Appendix B.
Table 1 Percentage of first Consultant reviews within 14 hours of admission
Standard 2 - % Consultant review within 14 hours

Interventions

100%
90%



80%
70%

ASPH Weekday

60%

ASPH
Weekend
ASPH total

50%
40%
Mar'16

Closer
patient
tracking
of on-call

National av.
total
Sep'16

Mar'17

Sep'17

Mar '18

Apr-19

admissions in T&O
Trauma & Orthopaedics (T&O) will re-audit in Q2 18/19 to determine whether the findings are
representative over a longer time period and across a wider number of Consultants of the Week.
Patients will be more closely tracked to ensure they are reviewed if off the wards and after theatre lists
are completed.
 Surgical Consultant of the Week will be in place to see all new inpatients every day
There will be an immediate focus on patients admitted other than through the main ED pathway,
ensuring Consultant reviews and discussions of care with patients and their families are documented.
 Sharing learning
The Vascular Service patient who saw no Consultant until day 4 of their admission will have a
retrospective case review to identify learning. The TASCC Divisional Director is addressing the audit
findings at the next quality and safety educational forum (QUASH).
 Paediatric admissions will be seen by Consultants in person following telephone case discussions
When Paediatric Consultants hold an initial case discussion with the On-Call Paediatric Registrar, there is
still the need for the Consultant to then come and review the patient in person.
 Review for sources of funding for a 0.3WTE increase in Neonatal substantive Consultants
The Neonatal Unit has a Consultant vacancy of 0.7 WTE which is being covered currently by existing
Consultants temporarily increasing in their PA6s. Job planning indicates this post should increase by a
further 0.3 WTE to be 1.0. Funding for this is under review as part of business planning.
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Professional activities (PAs)
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 In MES telemedicine is also being explored for the stroke service
Telemedicine is also being explored by the stroke service where rota gaps preclude 7 day Consultant
reviews.
 Continual audits of 7DS will enable tracking of results to fix gaps faster
The Trust plans to monitor 7DS performance on a rolling basis, continually, going forward so that we have
the ability to track tends and fix service area gaps when they arise. Our aim is to return this measure to
meeting the standard of over 90% by March 2020.
Constraints/issues
In Q1 2018/19 a recruitment exercise to hire 2 new Stroke Consultants took place, however, the posts
were not filled. The plan to have a 7 day rota by September 2019 is not now feasible, so the situation is
being re-considered in light of the ongoing recruitment difficulties.
Conclusion for standard 2: time to first Consultant review
The Trust is not meeting Standard 2 and is progressing improvement actions to support achieving this
standard in future.

4. STANDARD 3 – MDT review of emergency inpatients within 14 hours

All emergency inpatients must be assessed for complex or on-going needs within 14 hours by a multiprofessional team, overseen by a competent decision-maker, unless deemed unnecessary by the
responsible consultant. An integrated management plan with estimated discharge date and
physiological and functional criteria for discharge must be in place along with completed medicines
reconciliation within 24 hours.
Although good progress is being made towards this standard, and setting estimated date of discharge
(EDD) on admission is part of core processes, more work is needed to meet all aspects of the standard.
The Trust does not have a documented Standard Operating Procedure (SOP) to ensure this standard is
adhered to within 14 hours. MDT reviews happen daily in the mornings as part of Board rounds,
however, this would not ensure 14 hour assessment for patients admitted throughout the 24 hour
period. Integrated multi-disciplinary discharge planning occurs, with a clear process for patients with
complex needs.
Pharmacy has implemented new ways of working to support timely medicines
reconciliation within 24 hours, but there are still gaps in this over weekends.
Interventions
 SOP for MDT review of emergency inpatients to be formulated
The Trust does not have a documented Standard Operating Procedure (SOP) to ensure this standard is
adhered to within 14 hours. Written criteria as to which patients Consultants consider can be exempted
clinically from needing this review will be generated by March 2020.
Constraints/issues
The ability of Pharmacy to ensure timely medicines reconciliation within 24 hours is constrained by lack
of weekend resources to completely cover this.
Conclusion for standard 3: MDT review of emergency inpatients
The Trust is not meeting Standard 3 and is progressing improvement actions to support achieving this
standard in future.
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5. STANDARD 4 – SHIFT HANDOVERS

Handovers must be led by a competent senior decision maker and take place at a designated time and
place, with multi-professional participation from the relevant in-coming and out-going shifts. Handover
processes, including communication and documentation, must be reflected in hospital policy and
standardised across seven days of the week.
Progress report
A Medical Handover Policy was agreed in January 2019. Clinical handovers occur a minimum of twice
daily and are recorded on the Realtime system with a patient’s hospital number, however, consistent
multi-professional coverage does not always occur 7/7 days. Medical Directorate handover is generally
consistent and well embedded. Other Directorates’ handover mechanisms are less codified. Practices
are well understood, but are not consistently happening across 7 days.
Handovers occur extensively within MES Division though not with consistent coverage at weekends in
respect of the multidisciplinary aspect given capacity limitations of Doctors and Allied Health
Professionals (AHPs). AMU/SSU and ED have a full 7/7 system. A recently relaunched robust ‘hospital at
night’ handover occurs for the Medical on-call 7/7 as a handover between the day and night on-call
teams in association with the CSNPs7 which satisfies the multidisciplinary requirements.
Within the WH&P Division handovers are carried out at Consultant, Matron and senior Nurse level at
least twice daily across 7 days. Multidisciplinary Board rounds on Labour Ward, NICU and Paediatrics
occur four times daily at times adapted to clinical activity. These are documented in protocols and all
staff members including locum and agency workers are made aware at induction.
Surgery has doctors’ morning shift handovers, MDT Board rounds daily, daily safety huddles and
participates in the Hospital at Night programme.
T&O have a morning Trauma MDT handover, use the careflow system for handovers, and at night a
doctors’ specific handover occurs.
Interventions
 Medical Handover Policy to be reviewed to ensure it is 7DS Framework compliant and applicable
for all Divisions. Directorates need to configure their handover process in line with policy and
ensure in practice their communication and documentation aligns with it. Audit of Handover
Policy implementation due by September 2019. A standardised handover process which is well
understood and consistently applied every day will support elimination of care variation by day of
the week.
Conclusion for standard 4: Shift handovers
The Trust is not fully meeting Standard 4 and is progressing improvement actions to support achieving
this standard in future.

6. STANDARD 5 – INPATIENT ACCESS TO DIAGNOSTICS
7

Clinical Site Nurse Practitioners (CSNPs)
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Inpatients must have scheduled seven day access to diagnostic services, typically ultrasound,
computerised tomography (CT), magnetic resonance imaging (MRI), echocardiography, endoscopy, and
microbiology. Consultant-directed diagnostic tests and completed reporting will be available seven
days a week as follows: critical patients (1 hr), urgent patients (12 hr), and non-urgent patients (24 hr).
Progress report
The Trust has declared full compliance with this standard in previous 7DS submissions. Evidence in
support of this assessment at May 2019 was obtained by direct confirmation with service areas in the
Trust. The 7DS Framework has a weighting calculation for the determination of compliance with the
indicator. The main effect of the weighting is that more commonly performed diagnostics (based on a
nationally determined formula) are given greater contribution to the overall compliance score. Details of
the results are contained in Table 10 in Appendix D.
4 of the 6 diagnostics provided 7 day services for inpatients which met the standard: Microbiology,
Computed Tomography, Echocardiography and Upper GI Endoscopy. The 2 diagnostics which did not
provide full cover within timescales were Ultrasound and MRI. The Trust scored 80.4% for weekdays,
weekends, and overall which is below the 90% threshold required by the standard.
Constraints/issues
The Trust is facing the following constraints regarding provision of scheduled ultrasound and MRI for
inpatients across 7 days. A plan to resolve this by March 2020 needs a feasibility analysis by DTTO
Directorate.
Conclusion for standard 5: Inpatient access to diagnostics
The Trust is unable to declare compliance with this standard owing to the absence of a 24/7 service for
Ultrasound and MRI.

7. STANDARD 6 – INTERVENTIONAL PROCEDURES

Inpatients must have timely 24 hour access, seven days a week, to 9 key consultant-directed
interventions that meet the relevant specialty guidelines, either on-site or through formally agreed
networked arrangements with clear written protocols.
Progress report
The Trust continues to comply with this standard, with full compliance at both March 2018 and April/May
2019. Evidence in support of this assessment at May 2019 was obtained by confirmation with service
areas in the Trust. Table 12 in Appendix F outlines the results of the access review for each of the 9
interventional procedures: Critical Care, interventional radiology, interventional endoscopy, emergency
surgery, emergency renal replacement therapy, urgent radiotherapy and stroke thrombolysis.
Conclusion for standard 6: Interventional procedures
The Trust is fully compliance with standard 6 for all 9 interventional procedures.
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8. STANDARD 7 – MENTAL HEALTH
Liaison mental health services should be available to respond to referrals and provide urgent and
emergency mental health care in acute hospitals with 24/7 Emergency Departments 24 hours a day, 7
days a week. The additional specifications of the standard are below.
Additional specifications of the standard
The Liaison Mental Health Services (LMHS) Team needs to ensure their response nature and timescale
fits with the patient’s need category as defined by the 7DS Framework: emergency mental health needs
are those which threaten life/long-term safety, and urgent needs are those which are serious but not an
immediate threat to life. Based on the patient’s defined need category the standards require:



Emergency need necessitates an immediate LMHS assessment.
Urgent need to have a 1 hour response by the LMHS to determine the assessment need and
timescale; and within 24 hours a biopsychosocial assessment, urgent mental health care plan,
and plans for ongoing care need to have been arranged.

Improvement standard 7 also requires:




Working towards an all-age service per the Five Year Forward View for Mental Health
At the minimum Core 24 liaison mental health service standard for adults and older adults to be
provided.
Effective collaboration between Liaison Team and Mental Health Services Teams working out of
hours when the LMHS does not work 24/7.

Progress report
Service provision as at May 2019 is that Psychiatric Liaison Services are available 24/7 in the ED and these
arrangements have been in place since April 2018. This service is provided by Surrey and Borders
Partnership (SABP) staff. An assessment area is available on site at St Peter’s to ensure that SABP staff
can undertake their assessment and access any patient records held by their organisation whilst
remaining in the acute hospital ED. CAMHS8 service provision is not currently available in ED; there are
two full time Registered Mental Health Nurses whose rotas cover 7 day shift patterns and these RMN’s
support children and young people who are admitted to the paediatric ward within the hospital.
Triangulating against intelligence from the frontline indicates that these timescales are not always fully
met, for a combination of reasons which are likely to include a combination of delayed referrals, and
complexities arranging definitive plans for ongoing care given capacity factors. Children’s Mental Health
Service response times need improvement.
Interventions
 Performance against timescale to be audited by end of Q3 19/20
The next step is for an audit to be performed to determine how close the standard is to being fully met in
practice, to guide targeted improvement work with system partners.
Conclusion for standard 7: Mental health
8

Child and Adolescent Mental Health Services (CAMHS)
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The Trust is unable to declare full compliance with this standard owing to the need to review case-level
performance in more detail to determine the extent of gaps.

9. STANDARD 8 – ONGOING CONSULTANT-DIRECTED REVIEWS
All patients with high dependency needs should be seen and reviewed by a consultant twice daily
(including all acutely ill patients directly transferred and others who deteriorate). Once a clear pathway
of care has been established, patients should be reviewed by a consultant at least once every 24 hours,
seven days a week, unless it has been determined that this would not affect the patient’s care
pathway.
Progress report
The 2017 Framework states that the term ‘Consultant’ is used because that is a designation broadly
understood by the public. However, the standard then gives a definition of how Consultant can be
interpreted for the purpose of assessing adherence to the standard: doctors on the Specialist Register,
CCT-holders and those recognised as being equivalent in the view of the relevant Royal College.
November 2018 guidance allows the review to be delegated to another competent member of the MDT
provided this is suitable for a patient’s care pathway.
Assurance against this standard is required by the Framework to use 4 specific evidence sources:
(1) Consultant job-plans must be aligned to ensure emergency admissions have the required level of
consultant presence to deliver the standard.
(2) Systems to support ongoing review should incorporate agreed written protocols for delegation of
reviews by the responsible Consultant via Board round systems, deteriorating patient early warning score
escalation system, and a clear process for deciding which patients do not need daily Consultant review.
(3) Clinical audit from casenotes.
(4) Wider performance and experience measures.
Consultant job-plans have been analysed in Standard 2. All rotas are filled except for Stroke, however,
the clinical audit results below indicate that this did not result in a service provision deficiency based on
MES results below in Table 3. The more detailed results of clinical audit by specialty within divisions is
shown in table 11 Appendix E.
The Trust does not have documented evidence of sufficient systems to support ongoing review based on
the Framework criteria. There are not written protocols for delegation of reviews by the responsible
Consultant, also incorporating linkage to Board round systems. A systematic process for stratifying which
patients do not need daily Consultant review needs to be documented, along with the review plan for
patients who will be reviewed by other MDT members. VitalPac is the Trust’s deteriorating patient early
warning score escalation system. Outlying patients require daily reviews. Whilst the absence of the
protocols has not altered the outcome of adherence to the standard based on individual casenote audits,
these protocols are needed per the wider 7DS framework.
Interventions
 Written protocols to standardise ongoing patient reviews and delegation of this will be prepared
by Q3 19/20
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Written protocols for delegation of reviews by the responsible Consultant to other senior doctors/MDT
members and details of the review plan for such patients need preparing to ensure:
 An individual patient’s review plan should be documented in their clinical notes.
 Documented processes exist for establishing which patients/patient groups do not need daily
consultant review
 Written protocols for Board round reviews are in place and are followed.
The Trust met the standard based on casenote audits in April 2019 with 93% compliance, in line with the
overall result of 93% in March 2018. The casenote audits provide assurance that the standard is being
adhered to. Detailed results by specialty are shown in Table 11, Appendix E.
Table 3 Standard 8 clinical audit casenote results by Division
Standard 8 results by Division
Weekday

Weekend

Overall

98.6%

87.5%

95.2%

5 reviews out of 104 were missed overall. 1/72 missed
reviews were on weekdays (a Wednesday), and 4/32 missed
reviews were on the weekend (1 Saturday, 3 Sunday).

94.3%

87.5%

93.0%

3 reviews out of 43 were missed overall. 2/35 missed
reviews were on weekdays and 1/8 missed reviews
occurred during the weekend.

78%

100%

74%

4 reviews out of 27 were missed overall. All mised reviews
were on weekdays.

93%

92.5%

93%

9 reviews out of 128 were missed overall. 6 mised reviews
were on weekdays, 3 at weekends.

94%
(200 /213)

91%
(81 /89)

93%
(281 /302)

95%

90%

93%

MES

DTTO

WH&P

TASCC
TRUST

March 2018 comparison

Patient and family involvement in understanding their care plan, especially communication, is an area
which needs to be prioritised based on feedback from patient surveys and this is an ongoing
improvement area within patient experience.

10. STANDARD 9 – SAFE TRANSFER OF PATIENTS TO COMMUNITY, PRIMARY AND
SOCIAL CARE
In-hospital support services must be available 7 days a week to ensure the next steps in the patient’s
care pathway, as determined by the daily Consultant-led review, can be taken.
Progress report
Specific service provision has been evaluated. Discharge co-ordinators work 7 days and transport
services work 7 days also. Therapy provision is not 7 days for all services. Pharmacy has implemented
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new ways of working to support timely medicines reconciliation within 24 hours, but weekend gaps do
still occur.
Hospital discharge services are available each day of the week, including patient flow coordinators,
therapies, transport and the clinical teams are able to transfer patients to inpatient rehabilitation
facilities and refer to NHS community services for home care. Local Authority support is less timely at the
weekend. Start-up packages of care, placement of patients into nursing and residential homes is not
readily available. This gap in service has been escalated to Health Scrutiny Panel and the Accident and
Emergency Delivery Board.
Achieving timely and effective acute-community transfers is being addressed via multiple improvement
programmes including the regional integrated care partnership, and internal programmes to ensure
patients are treated in the right place. This standard is not met as evidenced by delayed transfers of care
(DTOC). On 21 February 2019 DTOC were 2.1% and 3.1% on 19 June 2019.
Interventions


The urgent care improvement plan involves partnership working to improve patient’s integrated
care with community partners
The Trust with support from the NHSE Emergency Care Intensive Support Team and NHSI Regional Urgent
Care Support team are developing a re‐focused overarching urgent care improvement plan. The plan will
include focus on hospital flow and discharge as well as out-of-hospital. A Multi Agency Discharge Event
took place on 15‐18th April 2019 as part of the programme. The detail of the each workstream is
currently being worked through with opportunities being prioritised to ensure greatest gain in
performance and quality is achieved.
Conclusion for standard 9: Safe transfer of patients to community, primary and social care
The Trust is unable to declare full compliance with this standard owing to the need to ensure patients are
discharged promptly to the appropriate community residence.

11. STANDARD 10 – QUALITY IMPROVEMENT
All those involved in the delivery of acute care must participate in the review of patient outcomes to
drive care quality improvement. The duties, working hours and supervision of trainees in all healthcare
professions must be consistent with the delivery of high-quality, safe patient care, seven days a week.
Progress report
Review and improvement of patient care by reviewing outcomes to drive quality improvement is well
embedded through our extensive Transformation Programme, PMO led QI initiatives, and Quality
Assurance programmes.
Regarding specified outcomes pertaining to the 7DS Framework, the Board receives indicator
performance through monthly reports for performance, quality and the balanced scorecard. The
performance report indicators include length of stay, delayed transfers of care, outliers, and unplanned
ED re-attendances. Readmission rate is to be included in the performance report from June, along with
an update on how the effect on quality of care is captured within the performance report. The monthly
quality report contains patient outcome information based on the 3 pillars of quality care (patient safety,
patient experience and clinical effectiveness) supported by our governance and assurance programme.
The Annual Quality Account updates Board on 28 Day emergency (non-elective) readmissions. Deep
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dives into specialty readmissions are undertaken by exception. Weekday versus weekend variation in key
measures is incorporated in 6 monthly 7DS BAF assurance reports to Board.
In line with our Strategy, the next phase in becoming a learning organisation is to develop a Trustwide
platform where learning can be shared across professional groups. This will be achieved through
developing a truly multi-professional education programme. The Director of Clinical Education is leading
on changes to the approach to education in the organisation, which includes the aim of enabling more
multi-disciplinary team learning to take place at a local level. Feedback from GMC/Deanery surveys of
trainees is actioned with plans to improve this. A pilot survey on the impact of additional medical
resource at the weekend has been completed on the Diabetes ward. The results showed that staff
consider that there has been a positive impact on patient care and flow. Further work is to be done on
understanding the impact on training opportunities.
Conclusion for standard 10: Quality improvement
The Trust continues to meet this standard at May 2019.

16

APPENDIX A - 7DS BAF SUMMARY SUBMISSION AS AT JUNE 2019
Below is the 7DS BAF Summary Submission as at June 2019 for NHSI/E in the Framework’s specified format. The externally required excel template does not allow
all of the fields below to be printed in full, but information is visible within the excel template (provided in Board reading room). The template narrative aligns with
the commentary in the specific sections of this report.
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APPENDIX B - STANDARD 2 SUPPORTING INFORMATION
Table 4 Rota fill based on Consultant Job Plans

A) A rota is in
DIVISION / SERVICE place to cover B) The rota is
patient care fully filled
24/7
substantively
Medicine - all
general acute
R
R
admissions
Gastrointestinal
bleeds
R
R
Cardiology PPCI
Service
Stroke Thrombolysis
Stroke Specialist
Service (inpatient
reviews)

Trauma &
Orthopaedic (T&O)
Surgery
TASCC

C) The rota is covered
by a mix of substantive
post-holders plus
agency/extra PA shifts

Rota
overall is
covered
(no gaps)
6 Consultants provide 24/7 cover of the General Internal Medicine (GIM) rota.

R

R

Gastroenterology provides 24/7 cover for gastro-intestinal bleeds and there is 7 day
ward round provision for Gastroenterology patients.
Cardiology provides 24/7 provision for Primary Percutaneous Coronary Intervention
(PPCI).

R

R

R

R

R

R

Q
R

Q
R

R

R

R

R

R

R

R

Paediatrics

Neonatal Service

R
Neonatal Service
regional transport
service
Obstetrics &
Gynaecology (O&G)

R

R

R

R

R

Stroke has 24/7 Consultant cover for thrombolysis calls.
Weekend specialist ward rounds cannot occur owing to rota gaps. In Q1 2018/19 a
recruitment exercise to hire 2 new Stroke Consultants took place, however, the posts
are yet to be filled. The plan to have a 7 day rota by September 2019 is not now
feasible, so the situation is being re-considered in light of the ongoing recruitment
difficulties.
T&O has a Consultant of the Week model 7 days with a Consultant on site each day.

TASCC covers the service 24/7 with an on-Call Consultant.
Attending Consultant of the Week 7 days with on-call cover. The weekend rota is
being filled in part by Bank shifts until the new Paediatric Admissions Unit (PAU) is
formed, when the substantive rota will be re-worked. The rota is covered overall.
The Neonatal rota has a 0.7 wte Consultant Vacancy which is being filled with a
temporary increase in PAs of other Consultants. Job planning indicates a further 0.3
wte should be added to this post and funding for this is under review.

R

The Trust works with the Kent, Surrey and Sussex Neonatal Network thereby
contributes to a 24/7 network Neonatal Transport Service.

R

O&G has a Consultant of the Week model which is fully filled with no gaps.
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Table 5 Consultant review within 14 hours of admission by Division/Specialty
PRIORITY STANDARD 2
CONSULTANT REVIEW. >90% of
emergency admitted patients
assessed by a Consultant within 14
hours of time of admission to
hospital.

Weekday Weekend Overall

% Met

% Met

Days of week where initial Consultant reviews within 14
hours of admission were not performed on time (which
% Met is classified as a 'missed case').

100%

100%

100%

Number of patients tested - for review
by a Consultant within 14 hours

MES
STEMIs: ST elevation myocardial
infarction

10 (6 Weekday, 4 Weekend)

Stroke

10 (8 Weekday, 2 Weekend)

62.5%

50%

60%

2 (2 Weekday, 0 Weekend)
1 (1 Weekday, 0 Weekend)

100%

100%

100%

4 missed cases (3 weekday, 1 weekend)
Nil

100%

-

100%

Nil

66.6%

100%

75%

Cardiology
Respiratory
General medicine

4 (3 Weekday, 1 Weekend)

Nil

1 missed weekday case on a Friday

Gastroenterology
Senior Adult Medical Service

2 (0 Weekday, 2 Weekend)
1 (1 Weekday, 0 Weekend)

-

100%

100%

Nil

100%

-

100%

MES Divisional Total

30 (21 Weekday, 9 Weekend)

81.0%

88.9%

83.3%

Nil
5 missed cases (4 weekday, 1 weekend)

(17/21)

(8/9)

(25/30)

67%

-

67%

60%

100%

80%

62.5%

100%

76.9%

(3/8)

(5/5)

(8/13)

87.5%

100%

90%

60%

-

60%

100%

100%

100%

80%

-

80%

80%

100%

80%

84.0%

100%

81.8%

(18/22)

(3/3)

(21/25)

20%

60%

40%

6 cases out of 10 (60%) were missed reviews with 4 on
weekdays and 2 on weekends

20%

60%

40%

6 cases out of 10 (60%) were missed reviews with 4 on
weekdays and 2 on weekends

(1/5)

(3/5)

(4/10)

69.6%

86.4%

74.4%

(39/56)

(19/22)

(58/78)

93%

91%

92%

WH&P
Gynaecology

3 (3 Weekday, 0 Weekend)

Paediatrics

10 (5 Weekday, 5 Weekend)
13 (8 Weekday, 5 Weekend)

WH&P Divisional Total

1 missed case on a weekday Monday
2 missed cases on weekdays (1 Tuesday, 1 Wednesday)
3 missed cases all on weekdays (1 Monday, 1 Tuesday, 1
Wednesday)

TASCC
Vascular

10 (9 Weekday, 1 Weekend)

Upper GI
Colorectal

5 (5 Weekday, 0 Weekend)
5 (3 Weekday, 2 Weekend)

Urology

5 (5 Weekday, 0 Weekend)

General Surgery

15 (13 Weekday, 2 Weekend)
25 (22 Weekday, 3 Weekend)

TASCC Divisional Total

1 case out of 9 (11%) was a missed review which occurred
on a Wednesday
2 cases out of 5 (40%) were missed reviews which
occurred on weekdays (1 Thursday, 1 Friday)
Nil
1 cases out of 5 (20%) was a missed review on a
Wednesday
3 cases out of 15 (20%) were missed reviews which
occurred on weekdays (1 each of Wednesday, Thursday
and Friday)
4 cases out of 25 (16%) were missed reviews which all
occurred on weekdays (2 Wednesday, 1 Thursday, 1
Friday)

DTTO
Trauma and Orthopaedics

10 (5 Weekday, 5 Weekend)
10 (5 Weekday, 5 Weekend)

DTTO Divisional Total

Standard 2 - TRUST TOTAL MAY 2019
Audit

Mar-18

78 (56 Weekday, 22 Weekend)

20 cases out of 78 (26%) were missed reviews with 17 on
weekdays and 3 on weekends
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Audit results of on-call rota review
Trauma & Orthopaedics has a Consultant of the Week model within Orthopaedics and covers the service
7 days with a Consultant on site.
TASCC covers the service 24/7 with an on-Call Consultant of the Week.
Medicine & Emergency Services (MES) has 6 Consultants who provide 24/7 cover of the General Internal
Medicine (GIM) rota. Gastroenterology provides 24/7 cover for gastro-intestinal bleeds and there is 7 day
ward round provision for Gastroenterology patients. Cardiology provides 24/7 provision for PPCI9.
Stroke has 24/7 Consultant cover for thrombolysis calls.
Certain MES services do not provide 24/7 specialty-specific cover, but their patients are cared for 24/7 as
part of the GIM out of hours rota. These are not therefore rota gaps, but service coverage is outlined for
information. Senior Adult Medical Service (SAMS) is onsite weekdays until 16:00. Respiratory provides
onsite weekday specialty cover with on-call 24/7 care by the GIM rota. Stroke cannot provide a full 24/7
service given a gap of 2 Consultants so daily stroke ward rounds do not occur.
Paediatrics has an Attending Consultant of the Week with onsite cover until 19:00 hr weekdays and
15:00 weekends, then offsite on-Call arrangements with ability to come onsite for emergencies.
Additionally there is another Consultant in Paediatric ED every night til 22:00. This provides 24/7 for
Paediatrics. The Paediatric on-Call rota is 1:8. This is fully covered during weekdays with a 1:8 weekend
gap which is covered by Bank at present. Once a new Paediatric Admissions Unit (PAU) is formed rotas
will be slightly reworked to resolve this.
The Neonatal Unit has a Consultant vacancy of 0.7 WTE which is being covered currently by existing
Consultants temporarily increasing in their PA10s. Job planning indicates this post should increase by a
further 0.3 WTE to be 1.0. Funding for this is under review as part of business planning.
The Trust works with the Kent, Surrey and Sussex Neonatal Network thereby contributes to a 24/7
network Neonatal Transport Service.
O&G has a Consultant of the Week model with onsite cover until 17:00 hr then after-hours offsite on-Call
cover. The rota is 1:10 and fully filled with no gaps.

9

Primary Percutaneous Coronary Intervention (PPCI) is unblocking a native coronary artery. This non-surgical
procedure involves a catheter to place a stent to open up blood vessels in the heart.
10

Professional activities (PAs)

25

APPENDIX C - WIDER PERFORMANCE MEASURES
This section considers wider measures of performance as part of evidence on service variability across
the week. Data inclusion criteria: 12 month period April 2018 - March 2019. Excluded palliative care,
daycase, and patients aged 0-17 years.
Total deaths and mortality rate by day of the week 2018/19
The methodology used to calculate mortality by day of the week does have a limitation. Because there
are fewer discharges on the weekend (the denominator) then this indicator will look less favourable on a
weekend day because of that. This is despite the number of deaths on weekend days being in line with
absolute numbers of weekday deaths.
There is a negative association between the indicators for ‘percentage of first Consultant reviews done
on time’ and’ mortality rate’ when comparing these indicators between weekdays versus weekends.
Fewer patients had timely first Consultant reviews on weekdays, yet weekday mortality was lower. The
nature of this audit does not enable this association to be extrapolated further.
Table 6 Mortality by day of the week FY 2018/19 (see codes above). Table 6.1 Occupancy
Day of Week Deaths
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
Weekday
Weekend

79
113
104
103
92
98
97
491
195

Discharges
%
5478
6639
5847
6380
6597
3907
2980
30941
6887

Average Occupancy Percent

1.4%
1.7%
1.8%
1.6%
1.4%
2.5%
3.3%
1.6%
2.8%

Day of Week
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
Weekday
Weekend

Occ % (with
escalation)
91.4%
90.9%
90.6%
90.7%
89.4%
89.4%
91.1%
90.6%
90.3%

Occ % (core
beds only)
101.6%
101.1%
100.7%
101.0%
99.5%
99.5%
101.3%
100.8%
100.4%

The 686 deaths used in the above analysis is lower than the total number of deaths in the Trust reported
in the year-end Quality Report largely because patients with palliative codings during their spell have
been excluded. The data has been validated by Information Services.
Bed occupancy rate (G&A Beds) 2018/19
In 2018/19 the overall average bed occupancy rate across all days was 100.7% hours (core beds) and
90.5% (with escalation beds). There was no weekday versus weekend variation in this indicator. G & A
are General and Acute beds excluding Maternity, Paediatrics, and rehabilitation.
Number of hours between DTA and admitted time
This metric is for emergency (non-elective) admitted patients, and is the ‘number of hours between
decision to admit (DTA) and the time of admission to an inpatient bed.’ The overall average across all
days was 3.95 hours. There was no weekday versus weekend variation in this indicator.
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Table 7

Average time from DTA to Admission
Day of DTA
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
Weekday
Weekend

Mins
230.1
254.2
238.9
250.4
213.5
230.6
241.1
237.6
235.7

Hrs
3.84
4.24
3.98
4.17
3.56
3.84
4.02
3.96
3.93

Day of discharge
This metric shows the ‘percentage of discharges by day of the week for Non-Elective patients only’
comparing the full years of 2018/19 (FY2019) and 2017/18 (FY2018). The indicator is measuring the
relative likelihood of going home on a given day of the week. If there was no variation in this KPI by day
of the week, then the daily percentage of inpatients being discharged every day would be 14.3%. That is
not the case and there is evidence of ongoing weekday versus weekend variation, with a patient 2.711
times more likely to go home on a weekday.
Comparing the past 2 years, FY2019 vs FY2018, discharge percent on Fri/Sat/Sun/Mon has decreased,
whilst Tues/Weds/Thurs have seen an increase meaning 7 day variation has increased during 2018/19.
The percentage of non-elective discharges on a weekend day FY2019 (Avg. 9.5%) has reduced compared
with an average weekend day from FY2018 (Avg. 10.3%). On an average weekday in FY2019 16.2% of the
discharges (from that week) occur.
Table 8 Percentage of non-elective patients discharged by day of the week

11

FY2019 weekday Avg. 16.2% divided by weekend Avg. 9.5%.
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Table 9 Average non-elective length of stay (LoS)

During the past 2 years, there has been an increase in Average LoS based on the Day of Admission for 5
out of 7 days of the week (Tuesdays to Fridays, and Sundays). In contrast, patients admitted on Mondays
have had reduced lengths of stay. LoS for patients admitted on Saturdays remains the same. Overall,
non-elective patients’ LoS has increased across the past 2 years.
Patient experience data regarding consultant presence and care provided
This information has already been described in Section 2.
There were no issues relating to consultant presence. 3/43 (7%) of complaints indicated an element of
care being less favourable during the weekend.
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APPENDIX D - SUPPORTING INFORMATION FOR STANDARD 5
This section outlines the methodology for calculating whether Standard 5 is complied with. This calculation is necessary because the 7DS framework considers
compliance after weighting the availability of the 6 diagnostic test types. There are 2 weighting bases to be applied. The first weighting factor is 50% each
between weekday and weekend. No adjustment table is shown for this, with the current dataset, because the audit results below demonstrate the Trust had no
variation in access between weekend and weekday for any of the 6 diagnostics. The second weighting factor is the relative frequency of use of the diagnostic test
by emergency patients. This is a nationally set weighting and does not vary based on each organisation’s actual usage. What this means is in practice is that
Microbiology (the most frequently demanded test) is given a high weighting, whereas Upper GI Endoscopy (needed by relatively few patients in an emergency) is
given a low weighting.
Table 10 Diagnostics Standard 5 weighted service provision

5: DIAGNOSTICS. Access to and
reporting of specified diagnostic
tests for inpatients. Timescales
of: 1 hr (critical patients), 12
hours (urgent patients), 24 hours
(non-urgent patients).

Audit criteria tested against: '"Always or
usually available" either onsite, or offsite
via formal network arrangements, for
critical and urgent patients.

Audit results: 'Access based on the
clinical audit as at May 2019.

Weekday

Weekend

Overall

Audit results converted to a
qualitative score: Met scores
100, not met scores 0.
Applying a 50:50
weekend/weekday weighting
factor does not change the
data because original results
are the same in both
categories.
Weekday

Wkend

Weekday

Overall

100

33.4

33.4

33.4

100

0.324

32.4

32.4

32.4

0

0

0

All tests are provided onsite 24 /7

24 hr access 24 hr access

Computed Tomography (CT)

24 hours 7 days on site

24 hr access 24 hr access

MET

100

NOT MET

0

0

0

0.144

MET

100

100

100

0.126

12.6

12.6

12.6

0

0

0.052

0

0

0

100

100

100

0.02

2

2

2

66.7

66.7

66.7

1

80.4

80.4

80.4

8am-7pm

9am-5pm

Echocardiography

Always available within 12 hours

Magnetic Resonance Imaging

All tests provided on site
All tests provided on site

Met
Access 8am8pm
24 hour
access

NOT MET

Upper GI Endoscopy

Met
Access 8am8pm
24 hour
access
NOT MET

NOT MET

NOT MET

Converting audit results into weighted final score

MET

100

Wkend

0.334

Microbiology

24 hours 7 days on site

100

Overall

Final score

MET

Ultrasound

100

Frequency
weighting

0
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This standard did not meet the 90% requirement of the standard.
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APPENDIX E – STANDARD 8 ONGOING CONSULTANT-DIRECTED REVIEWS OF INPATIENTS BY SPECIALTY WITHIN DIVISIONS
Table 11 Standard 8 audit results by Specialty within Divisions.
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8: CONSULTANT REVIEW OF
HIGH DEPENDENCY PATIENTS.
Consultant review to be twice
daily, then once daily when
clear pathway of care in place
(unless this is not required per
the care pathway).

MES
STEMIs

>90 % for patients admitted in an
emergency. Reviews can be
delegated to appropriate doctors
within the Consultant's team.
Number of reviews tested for
compliance by day of the week.
33 (21 Weekday, 12 Weekend)

Stroke
Cardiology
Respiratory
General medicine

36 (26 Weekday, 10 Weekend)
7 (4 Weekday, 3 Weekend)
2 (0 Weekday, 2 Weekend)
11 (9 Weekday, 2 Weekend)

Gastroenterology
Senior Adult Medical Service

10 (9 Weekday, 1 Weekend)
5 (3 Weekday, 2 Weekend)

Weekday

Weekend

Total

100%

91.6%

97.0%

100%
100%
-

100%
100%
100%

100%
100%
100%

88.9%

50%

81.2%

100%

100%

100%

100%

0%

60%

104 (72 Weekday, 32 Weekend)
98.6%

87.5%

95.2%

(71/72)

(28/32)

(99/104)

MES Divisional Total

Days of week where reviews were missed
1 case out of 33 (3%) was a missed review which occurred on
a Sunday.
Nil
Nil
Nil
2 cases out of 9 (18.1%) were missed reviews. 1 missed
review was on a Wednesday and the 2nd on a Sunday.
Nil
2 cases out of 5 (40%) were missed reviews, 1 on Saturday
and 1 on Sunday.
5 reviews out of 104 were missed overall. 1/72 missed
reviews were on weekdays (a Wednesday), and 4/32
missed reviews were on the weekend (1 Saturday, 3
Sunday).

Adherence to the twice daily review criteria - not applicable. No cases were clinically in this category.
Adherence to the once daily review criteria - all figures shown are for this measure.
DTTO

Trauma & orthopaedics

Weekday

Weekend

94.3%

87.5%

(33/35)

(7/8)

43 (35 Weekday, 8 Weekend)

Overall Performance
3 reviews out of 43 were missed overall. 2/35 missed
reviews were on weekdays and 1/8 missed reviews
93.0%
occurred during the weekend.
(40/43)
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WH&P
Paediatrics
Obstetrics & Gynaecology
WHP Divisional Total

Weekday
22 (16 weekday, 6 weekend)
5 (2 weekday, 3 weekend)
27 (18 weekday, 9 weekend)

TASCC
57 (41 weekday,16 weekend)

Colorectal

22 (20 weekday, 2 weekend)

Upper GI

27 (14 weekday, 13 weekend)

Urology

22 (13 weekday, 9 weekend)

General Surgery

71 (47 weekday, 24 weekend)

TASCC Divisional Total

Trust Total

128 (88 weekday, 40 weekend)

302 (200 weekday, 89 weekend)

March 2018 comparison

Overall Performance
2 reviews were missed overall. Both missed reviews were
90.9%
on weekdays (Tuesday and Wednesday).

87.5%

100%

0.0%

100%

60.0%

78%

100%

74%

(14/18)

(9/9)

(23/27)

Weekday

Vascular

Weekend

Weekend

2 reviews were missed. Both missed reviews were on
weekdays.
4 reviews out of 27 were missed overall. All mised reviews
were on weekdays.

Overall Performance
5 reviews were missed overall. 2 reviews were missed on
91%
weekdays and three at the weekend.

95%

81%

100%

100%

100%

No reviews were missed by the colorectal team

71%

100%

85%

4 reviews were missed overall. All missed reviews were
due to take place on weekdays.

100%

100%

100%

91%

100%

94%

All General Surgery missed reviews were from Upper GI.

93%

92.5%

93%

9 reviews out of 128 were missed overall. 6 mised reviews
were on weekdays, 3 at weekends.

(82 /88)

( 37/40)

( 119/128)

94%

91%

93%

(200 /213)

(81 /89)

(281 /302)

95%

90%

93%

No reviews were missed by the urology team
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APPENDIX F - STANDARD 6 INTERVENTIONAL PROCEDURE PROVISION
Table 12 Interventional procedures access at May 2019

6: INTERVENTIONAL PROCEDURES.
24 hour 7 day access to Consultant
Directed interventions either
onsite, or via formal network
arrangements.

Inpatients need to have 24 hour 7 day
access to Consultant directed
interventions listed below, in
accordance with specialty guidelines.
Access can be onsite, or offsite via
formal network arrangements.
Weekday
Access

Weekend
Access

Overall
Access

ITU provision 24/7

R
R
R
R
R

R
R
R
R
R

R
R
R
R
R

Urgent Radiotherapy

Offsite 24/7 network arrangement.

R

R

R

Stroke Thrombolysis

Onsite provision 24/7

Percutaneous Coronary Intervention

Emergency cover 24/7

Cardiac Pacing

Emergency cover 24/7

R
R
R

R
R
R

R
R
R

MET

MET

MET

Critical Care

Onsite 24/7

Interventional Radiograpy

Emergency cover 24/7

Interventional Endoscopy

Emergency cover 24/7

Emergency Surgery
Emergency Renal Replacement
Therapy

Emergency cover 24/7

OVERALL STANDARD 6

34

APPENDIX G -7DS IMPROVEMENT ACTION PLAN 20 JUNE 2019
Table 13 7DS IMPROVEMENT ACTION PLAN 20 JUNE 2019
The aim is for compliance by March 2020

STANDARD

ACTION

STANDARD 1

1.1. Providing information which is accessible to patients’ needs. The Accessible Information Standard Working Group is
progressing the AIS action plan to achieve compliance and work is to continue throughout 2019/20.

PATIENT
EXPERIENCE

1.2. Using realtime feedback to communicate and provide tailored information to patients Going forward, when the realtime
electronic feedback solution above is implemented by the Patient Experience Service Trustwide by Q4 2019/20, we will be
better able to directly monitor our performance regarding communication and information which will support developing
tailored solutions within particular clinical areas.
1.3. Datix has been modified so that 7DS issues are a theme to guide learning In June 2019 we modified the Datix system so that
7DS issues is a thematic category when reporting incidents and complaints which will provide an additional evidence source
to guide future learning.

STANDARD 2
TIME TO FIRST
CONSULTANT
REVIEW

2.1. Closer patient tracking of on-call admissions in T&O Trauma & Orthopaedics (T&O) Division will re-audit in Q2 18/19 to
determine whether the findings are representative over a longer time period and across a wider number of Consultants of
the Week. Patients will be more closely tracked to ensure they are reviewed if off the wards and after theatre lists are
completed.
2.2. Surgical Consultant of the Week will be in place to see all new inpatients every day. Divisional Director for TASCC is to
ensure there will be an immediate focus on patients admitted other than through the main ED pathway, ensuring
Consultant reviews and discussions of care with patients and their families are documented.
2.3. Sharing learning The Vascular Service patient who saw no Consultant until day 4 of their admission will have a retrospective
case review to identify learning. The TASCC Divisional Director is addressing the audit findings at the next quality and safety
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educational forum (QUASH).
2.4. Paediatric admissions will be seen by Consultants in person following telephone case discussions. When Paediatric
Consultants hold an initial case discussion with the On-Call Paediatric Registrar, there is still the need for the Consultant to
then come and review the patient in person. Clinical Specialty Lead for Paediatrics to oversee this.
2.5. Review for sources of funding for a 0.3WTE increase in Neonatal substantive Consultants The Neonatal Unit has a
Consultant vacancy of 0.7 WTE which is being covered currently by existing Consultants temporarily increasing in their PA’s.
Job planning indicates this post should increase by a further 0.3 WTE to be 1.0. Funding for this is under review as part of
business planning. Divisional Director WH&P to lead on this.
2.6. In MES telemedicine is to be explored for the Stroke Service in light of the difficulties achieving 7 day Consultant reviews
with ongoing recruitment challenges.
2.7. Continual audits of 7DS will enable tracking of results to fix gaps faster. The Trust plans to monitor 7DS performance on a
continual rolling basis going forward so that we have the ability to track tends and fix service area gaps when they arise. Our
aim is to return this measure to meeting the standard of over 90% by March 2020.
STANDARD 3
MDT REVIEW OF
EMERGENCY
INPATIENTS WITHIN
14 HOURS
STANDARD 4
SHIFT HANDOVERS

3.1. SOP for MDT review of emergency inpatients to be formulated . The Standard Operating Procedure (SOP) will support
ensuring this standard is adhered to within 14 hours. Written criteria as to which patients Consultants consider can be
exempted clinically from needing this review will be generated by March 2020.

4.1 Medical Handover Policy to be reviewed to ensure it is 7DS Framework compliant and applicable for all Divisions. Directorates
to configure their handover process in line with policy and ensure in practice their communication and documentation aligns with
it. Audit of Handover Policy implementation due by September 2019. A standardised handover process which is well understood
and consistently applied every day will support elimination of care variation by day of the week.
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STANDARD 5

5.1 DTTO Directorate to determine whether a plan for compliance can be implemented by March 2020.

INPATIENT ACCESS
TO DIAGNOSTICS

The Trust is facing constraints regarding provision of scheduled ultrasound and MRI for inpatients across 7 days.

STANDARD 6

Nil required.

INTERVENTIONAL
PROCEDURES
STANDARD 7

7.1. Performance against timescale to be audited by end of Q3 19/20 The next step is for an audit to be performed to determine
how close the standard is to being fully met in practice, to guide targeted improvement work with system partners.

MENTAL HEALTH
STANDARD 8
ONGOING
CONSULTANTDIRECTED REVIEWS

STANDARD 9
SAFE TRANSFER OF

8.1. Written protocols to standardise ongoing patient reviews and delegation of this will be prepared by Q3 19/20 Written
protocols for delegation of reviews by the responsible Consultant to other senior doctors/MDT members and details of the
review plan for such patients need preparing to ensure:


An individual patient’s review plan should be documented in their clinical notes.



Documented processes exist for establishing which patients/patient groups do not need daily consultant review



Written protocols for Board round reviews are in place and are followed.

9.1 The urgent care improvement plan involves partnership working to improve patient’s integrated care with community
partners will continue during 2019/20.

37
PATIENTS TO
COMMUNITY,
PRIMARY AND
SOCIAL CARE
STANDARD 10
QUALITY
IMPROVEMENT

Nil required.

