
 
 

 

EXECUTIVE SUMMARY 
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Agenda Item: 13 
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Executive Lead: Susan Bracefield, Director of Operations 
  
Purpose of 
Report 

Approve X Endorse  Assurance  Receive  

 
Alignment to Strategic Objectives 

BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

X 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

X 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

X 

  
Summary of other meetings discussed with and outcome of discussion: 
Audit results shared with Paediatrics and General Surgery and the report was presented to 
Operational Board on 20 November, the outcomes of this meeting included: 
• Autumn/Winter return approved for submission. 
• All recommendations approved (inclusive of those within this paper).  
• Specialties for audit against priority standards 2 and 8 at Spring 20 submission: 

• Surgery and Paediatrics (re-audit to ensure actions put in place have realised 
improvement). 

• HDU/ITU CareVue audit 
• 2 x additional areas for audit to be determined by outcome of Red2Green review 

7DS work stream workshops to be delivered and included within all Care Group Business 
Planning.   
The Quality Assurance Committee on 26 November will receive the assurance framework for 
review. 
  

Summary of the report, key points for discussion including any risks: 
In 2014 the DoH published its 10 clinical standards for 7 day services (7DS). To enable 
providers to track their progress towards achievement; specifically around the four priority 
clinical standards (time to initial consultant review, diagnostics and interventions and 



2 
 

daily/twice daily review), NHS Improvement developed a prescribed self-assessment survey 
which was subsequently replaced by a ‘Board Assurance Framework’ (BAF) - the pilot of 
which was first submitted in February 2019 following full submission being in June 2019.  
The requirement for all providers is to submit their respective BAFs twice yearly 
(Spring/Summer and Autumn/Winter).   
Following agreement by the Board in June 19 the areas of Paediatrics and General Surgery 
were subjected to an extensive audit at priority standards 2 and 8. 

• The Trust remains compliant with Priority Standards 5, 6 and 8 (diagnostic and 
intervention availability and ongoing review).  

• Priority Standard 2 (time to initial consultant review) has not been met with 
Paediatrics achieving 52% and General Surgery 68% compliance respectively. 

Appendix 1 describes in detail the findings arising out of the priority standards including 
triangulation of supporting evidence such as mortality data, length of stay, readmissions, and 
patient feedback. 
The prescribed BAF at Appendix 2 focusses providers’ attention on the four priority clinical 
standards and allows for a short commentary on the six non-priority standards.   
Whilst the Trust is making good progress with the priority standards; further specialty 
directed audit, together with an established and agreed programme of works is required. 
It is worthy of note following recent discussion NHSI 7DS Programme Lead that 7DS should 
now be considered as business as usual with clinical standard 9 (Transfer to community, 
primary and social care services) requiring particular focus. 
With regard to financial risks there is significant financial implications of moving to a full 7 
day service for all emergency care pathways. This risk is managed through the business 
planning and investment decision process. 
The main risks relate to patient care and equitable clinical outcomes and patient experience 
across 7days. As a result the delivery of the 7DS clinical standards is a key line of enquiry 
for the CQC under the quality of care theme. 

What is the key question(s) for the meeting to consider? 

Is the Trust assured that our services are meeting the Seven Day Hospital Services clinical 
standards and do we have a process in place to provide evidence-based assurance? 

  

Recommendation  
The Board is recommended to: 
• Approve this Autumn/Winter 2019 Board Assurance Framework for sharing with the 

regional NHSI 7DS team to allow for their collation and national analysis. 
• Approve the development of a 7DS work stream to fully address all 10 clinical standards 

whilst maintaining priority focus on those identified four standards, the subject of this 
paper - in collaboration with specialty leads, QI Hub, Newton Europe and system 
partners where required. 

• Approve continuance of a bi-annual assurance paper to the Trust Board in support of the 
appended Board Assurance Framework; and 

Agree next specialties for audit against priority standards 2 and 8  
 

Equality and Diversity 
Statement 

These clinical standards relate to equity of service across 7 
days i.e. patients receiving the same standard of emergency 
care irrespective of day of the week. 
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Appendix 1  

7 DAY SERVICE (7DS) – BOARD ASSURANCE FRAMEWORK 
 
1. INTRODUCTION/BACKGROUND 

 
In 2014 the Department of Health (DoH) published 10 clinical standards for 7 day services 
(7DS) for all NHS Trusts and healthcare communities to implement following concerns 
around increased mortality at weekends.  Subsequent to the original guidance four of the 10 
clinical standards, judged to have the greatest impact on health outcomes, were prioritised 
for implementation and as such NHS England developed iterative guidance and tools for use 
to track improvements stating that; all organisations must give the four priority standards 
their immediate focus.  To achieve each of the four priority standards, a provider must be 
able to meet this level of care for at least 90% of its patients:  
 
• Clinical Standard 2:  Time to 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 
arrival at hospital. 

 
• Clinical Standard 5:  Improved access to diagnostics 

Hospital inpatients must have scheduled seven-day access to diagnostic services such 
as x-ray, ultrasound, computerised tomography (CT), magnetic resonance imaging 
(MRI), echocardiography, endoscopy, bronchoscopy and pathology. Consultant-directed 
diagnostic tests and completed reporting will be available seven days a week: 
o Within 1 hour for critical patients 
o Within 12 hours for urgent patients 
o Within 24 hours for non-urgent patients 

 
• Clinical Standard 6: Consultant directed interventions 

Hospital inpatients must have timely 24 hour access, seven days a week, to consultant-
directed interventions that meet the relevant specialty guidelines, either on-site or 
through formally agreed networked arrangements with clear protocols, such as: 
o Critical care 
o Interventional radiology 
o Interventional endoscopy 
o Emergency general surgery 

 
• Clinical Standard 8: Ongoing review in high dependency areas 

All patients on the Acute Medical Unit (AMU), Acute Surgical Assessment Unit (ASU), 
and Intensive Therapy Unit (ITU) and other high dependency areas are seen and 
reviewed by a consultant TWICE DAILY (including all acutely ill patients directly 
transferred and others who deteriorate). 

 
The overarching expectation is that by 2020, 100% of the population should receive a 7DS 
from their NHS hospital Trust which in real terms means the four priority standards that 
define a 7DS must be achieved in all relevant clinical specialties; and progress must also 
have been made on the remaining six ‘continuous improvement’ standards. 
 
NHS England Standard Contract Service Conditions 3.11 and 3.12 states: 
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• 3.11 In support of the national programme to implement the Seven Day Service Hospital 
Priority Clinical Standards in full by 2020, the Provider must complete and report the 
Seven Day Service Self-Assessment as required by Guidance and must share a copy of 
each self-assessment with the Co-ordinating Commissioner.  

 
• 3.12 Where the Provider provides vascular surgery Services, hyper-acute stroke 

Services, major trauma Services, STEMI heart attack Services or children’s critical care 
Services, the Provider must ensure that those Services comply in full with Seven Day 
Service Hospital Priority Clinical Standards.  

 
The Trust has historically measured it’s delivery of 7DS using  the prescribed on-line tool 
since 2016 however to enable provider boards to directly oversee reporting on this work, 
NHSI have replaced this tool with a ‘Board Assurance Framework’ (BAF), the pilot of which 
was first submitted February 2019 with the first full submission in June 2019. 
NHSI guidance states:  

• to ensure progress of the 7DS programme against the existing standards, provider 
boards must self-assess performance twice a year, once in spring/summer and once in 
autumn/winter,  

• the template should be used to summarise the headline issues relating to delivery of the 
7DS clinical standards as well as providing self-assessment information. It is not meant 
to provide a comprehensive picture of the provider’s work on 7DS nor capture the full 
details of the audit data gathered to support any self-assessments; and 

• providers may wish to provide this depth of information separately to their boards to 
enable them to confirm their assurance of the assessments of delivery. It could be a bi-
annual paper for boards, with the template used as an appendix to this board paper. 

 
It is worthy of note that following recent discussion with Sue Cottle, 7DS Programme Lead 
(Sep 19) the 7DS programme should now be considered as business as usual.  Whilst the 
four priority standards remain a key focus; additional attention is being put on the remaining 
six non-priority standards, specifically that of Standard 9: Transfer to community, primary 
and social care services.   It is expected that organisation will be working at pace to drive 
this standard forward with its partners.  
 
2. COMPLETION OF FRAMEWORK TOOL 
General guidance was provided by NHSI for completion of the BAF outlining the type of 
evidence that could be used to provide assurance against the six continual improvement 
standards with more extensive and detailed guidance given for those four priority standards.  
Alongside this guidance; ‘Top tips for the next BAF’ submission was released in August of 
this year.   Consideration and application of the guidance has been used, referenced within 
this report and has informed the production of the BAF itself. 
It must be noted that the Trust received positive feedback from the Trust’s Regional NHSI 
7DS Relationship Manager on its first full submission in June 2019. 
 

• The Autumn/Winter BAF is due for submission to NHSI on 29 Nov 19. 
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3. FINDINGS 
 
3.1 Priority Clinical Standards 2 and 8: casenote audit 
 

Evidence for both these standards was derived via local audit.  The exact type and 
level of clinical audit was for local determination to both reflect the individual Trust’s 
requirements and to assure the board of its performance.  It was agreed following 
submission of the Jun 19 BAF that the local audit for the Nov submission focus on 
emergency admissions in Paediatrics and General Surgery. 

 
A list of all emergency admissions coded to Paediatrics and General Surgery during 
the week 3 Aug – 9 Aug 19  inclusive was provided by Information Services (in total 36 
cases for Paediatrics and 98 for Surgery). The casenotes from a sample of 25 patients 
for each specialty from across the 7 day period were selected for the audit. 

• General Surgery = 25 

• Paediatrics = 25 
 

Standard 2:  time to first consultant review (within 14 hours of admission) 
 

Paediatrics 

 
Mon Tue Wed Thu Fri Sat Sun Total % 

Patients reviewed by a 
consultant within 14 hrs 2 2 2 4 2 1 0 13 52 
Patients reviewed by a 
consultant outside of 
14 hrs 

3 2 0 1 1 2 3 12 48 

 
 

 Weekday Weekend 
 No. % No. % 

Patients reviewed by a 
consultant within 14 hrs 12 63 1 17 
Patients reviewed by a 
consultant outside of 14 
hrs 

7 37 5 83 

Total 19  6  
 
 This standard was not met in that only 52% [13/25] patients reviewed received a 

documented review within 14 hours; thus the 90% threshold was not achieved.    
 

• Five of the 13 cases that met the standard had the admission paperwork 
completed by a Consultant.  The remaining eight cases were seen on a 
Consultant ward round within 14 hours of admission. 

• Those casenotes which did not meet the standard were reviewed by a Paediatric 
trainee, identified by the Specialty Clinical Audit Lead, to validate the audit data.  
Of the 12 patients who failed to meet this standard: 
o review of each patient was undertaken on admission (usually by a Specialty 

Trainee/Specialty Registrar grade) however the Consultant led ward round did 
not fall within 14 hours of admission; whilst 

o three did not have a time of review recorded and have been recorded 
negatively as there is no evidence they were reviewed within 14 hours. 

 

Table 1 

Table 2 
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 Actions identified by Paediatric clinical lead: the findings of this audit were fed back 
to Paediatric Clinical Lead with the following actions identified: 
• From Nov 19 a split rota will be in place following investment into services and 

this will facilitate more timely review on the wards; and  
• The clinical lead will remind all staff of their responsibility to time and date stamp 

notes as per guidance. 
• It has been agreed with the Care Group General Manager to re-audit the 

Paediatric Service in early 2020 to ensure actions put in place are realising a 
positive impact.  

 
 Comparison with previous audits: 

• There is a slight improvement from the previous BAF submission in Jun 19 where 
only 1 out of the 7 (17%) Paediatric cases included in the audit met the standard 
but the small number of cases does not make this a robust comparison. 

• The percentage is in line with the findings from the earlier national 7 day services 
audits where 56% of the patients reviewed in the Spring 18 (14/25) and Autumn 
17 (5/9) audits met the standard. 

 
Surgery 

 
Mon Tue Wed Thu Fri Sat Sun Total % 

Number of patients 
reviewed by a 
consultant within 14 
hours 

2 4 2 3 1 2 3 17 68 

Number of patients 
reviewed by a 
consultant outside of 14 
hours 

1 0 2 1 2 1 1 8 32 

 
 

 Weekday Weekend 
 No. % No. % 
Patients reviewed by a 
consultant within 14 hrs 12 67 5 71 
Patients reviewed by a 
consultant outside of 14 
hrs 

6 33 2 29 

Total 18  7  
 
 
 This standard was not met in that only 68% [17/25] patients reviewed received a 

documented review within 14 hours; thus the 90% threshold was not achieved.    
 

• Those casenotes which did not meet the standard were reviewed by the 
Consultant Lead for Emergency GI Surgery to validate the audit data. 

• Of the eight patients who failed the standard, three did not have a time of review 
recorded, so there was no evidence they received a review within the required 
timescale. 

 
 Actions identified by Specialty Lead for Emergency Surgical Service (EGS|): the 

findings of this audit were fed back to EGS Speciality Lead with the following actions 
identified: 

Table 4 

Table 3 
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• An electronic patient record system is current under review - key recording such 
as date and time will form part of this review alongside the continual messaging 
of good record keeping.  

• Whilst it is policy that two wards rounds are undertaken per day; it is noted that 
the pm round will, at times, not happen due to the nature of the service/patient 
acuity – the service is undertaking an extensive service modelling review for 
future delivery of the service and is being supported by the Trust’s QI team.  The 
findings of this submission will be incorporated into the programme. 

 
 Comparison with previous audits: 

• There is a slight decrease from the previous BAF submission in Jun 19 where 
77% (10/13) General Surgery cases included in the audit met the standard. 

• The percentage is also a drop from the earlier national 7 day services audits 
where 80% (28/35) of the patients reviewed in the Spring 18 audit and 73% 
(34/46) in the Autumn 17 audit met the standard. 

 
 
 Standard 8:  Ongoing Review 
 
 Once daily reviews:  Paediatrics 

Day Required 
review 

Review received Not 
documented Consultant 

review 
Delegated 

review 
Mon 4 4 0 0 
Tue 8 5 3 0 
Wed 9 9 0 0 
Thu 4 2 2 0 
Fri 6 6 0 0 
Sat 4 4 0 0 
Sun 4 3 1 0 

 
 This standard was met in that all 25 patients [100%] requiring daily review 

receiving one.    
• 85% of daily reviews were consultant led (15% delegated reviews). 

• There was no variation between weekday and weekend. 
It is recommended that validation/review of relevant policies/guidance and/or SOPs in 
undertaken in line with requirements; such as delegation and escalation procedures. 

 Comparison with previous audits: 

• Overall in the Jun 19 BAF this standard was not met at the weekend with 67% of 
patients receiving a review.  None of the patients that failed the standard were 
from Paediatrics. 

• From the Spring 18 national 7 day services audit 93% of Paediatric patients met 
the standard with no variation seen at the weekend.  The Autumn 17 audit only 
covered Standard 2. 

 
  

 

 Surgery 

Table 5 

Table 6 
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Day Required 
review 

Review received Not 
documented Consultant 

review 
Delegated 

review 
Mon 6 6 0 0 
Tue 7 6 0 1 
Wed 7 4 3 0 
Thu 8 6 2 0 
Fri 8 6 2 0 
Sat 5 3 2 0 
Sun 5 5 0 0 

  
 This standard was met with 98% [24/25] of patients requiring daily review 

receiving one. 
• 80% of daily reviews were consultant led (20% delegated).  Only one patient did 

not have a documented consultant or delegated review. 

• There was no difference between weekday and weekend results. 

• It is recommended that validation/review of relevant policies/guidance and/or 
SOPs in undertaken in line with requirements; such as delegation and escalation 
procedures. 

 Comparison with previous audits: 

• Overall in the Jun 19 BAF this standard was not met at the weekend with 67% of 
patients receiving a review.  None of the patients that failed the standard were 
from General Surgery. 

• From the Spring 18 national 7 day services audit 94% of General Surgery patients 
met the standard with no variation seen at the weekend.  The Autumn 17 audit 
only covered Standard 2. 

 
Twice daily review 

 
 Standard 8 also states that all patients with high dependency needs should be seen 

and reviewed by a consultant twice daily.  The audit carried out for this submission did 
not cover any high dependency needs patients.    

 
 At the Trust it is established practice that a consultant on ICU or HDU will review all 

patients at least twice a day, 7 days a week.  This is documented on the computerised 
Carevue system which includes mandatory fields such as the Consultant`s name.  

 
 It is recommended that a snap-shot audit of Carevue is undertaken as part of the 

Trust’s proposed ongoing 7DS programme to provide assurance against the 
prescribed criteria to include validation of relevant policies/guidance and/or SOPs in 
line with requirements; such as delegation and escalation procedures. 

 
 
 
 
 
 
 



9 
 

3.2   Wider performance and experience measures in support of Standards 2 and 8 
 
 RCHT weekend -v- weekday dataset  
 Hospital Standardised Mortality Ratio (HSMR) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 The Trust’s mortality data is reviewed monthly at the Mortality Review Oversight Group 

(MROG).  For the majority of 2018 the Trust's rolling 12 month weekend HSMR was 
either lower or the same as weekday which was not reflective of the national position 
however since the beginning of 2019, this position has changed with weekend HSMR 
staying stayed higher than weekday (although the HSMR overall trajectory is on a 
downward journey).  The current position was discussed at MROG at its Sep 19 
meeting - the committee did not feel it was a matter for current concern but has 
committed to continue to review the data on a monthly basis.  The overall rolling 12 
month HSMR (Jul 18 – Jun 19) is 92.7 with a lower control interval of 87. 

 
 Length of Stay and Readmission data: (provided by Information Services Team [based 

on patients discharged between Mar – Aug 19, split by the day of the week they were 
originally admitted]) 

 
 Length of Stay:  very little variation was seen between weekday and weekend ratios 

for average length of stay for emergency admissions, evidenced at 3.14 (days) 
weekday : 3.26 (days) weekend.  

 
 Readmission: a slight increase difference of 1.65% has been evidenced in weekday to 

weekend ratio however for readmission rates at 4.34% weekday : 5.99%, this is based 
on the day of discharge from the first admission and that the first admission being an 
emergency. Maternity and obstetrics were excluded as per national guidance.  

• Both indicators are very similar to the figures included in the last BAF submission. 
 (For the purposes of this programme; a readmission was classed as an admission 

which occurred within 30 days of the first admission and the readmission was an 
emergency.  The rate is calculated by total readmissions/total discharges for the same 
period. The weekday/weekend rate was calculated by sum of total weekday 
readmissions/ sum of total weekday discharges, and the same calculation was used 
for weekend readmission rates). 

 

 
 
 
 
 
 

Chart 1 
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 Patient experience feedback 
 The Trust collects patient feedback through a number of different means such as Care 

Opinion, the Trust 'Wonder Wall', Friends & Family Test (FTT) questionnaires and 
through the Patient Experience Volunteers.   

 In Aug 19 (latest published) it is noted that whilst the inpatient FFT response rate was 
23.2% against the recommended rate was 97%; 98% of the respondents stated that 
they would recommend their friends and family to the Trust. 

 Following narrative review of both Care Opinion and FFT (Apr – Aug 19), both positive 
and negative comments were made in the main with staff being commended 
specifically about weekend care whilst at the same time raising issues in relation to 
staffing levels.  Comments included: 

“The service I have received both last weekend and today has been truly all 
amazing. A truly professional team carried out their jobs in a most 
reassuring manner” 

 “It’s beyond me how people pressed to the limit as the staff looking after 
me were at the weekend can retain their humour and professional cool” 

 All patient feedback is reported to Ward Sisters, managers and Service Leads who are 
encouraged to identify any areas for improvement from comments. 

 
 Systems to support ongoing review 
 NEWS2 has been implemented in the Trust in line with the national requirements and 

timescale and is delivered through Nervecentre to ensure that patients receive timely 
review and are escalated appropriately with actions identified.  NEWS KPIs are in 
place and performance is regularly monitored through standard reports. During 
implementation considerable work was undertaken to improve functionality of 
devices/IT systems and rationale for escalations ensuring that monitoring patient lists 
covered all in-patient areas, and creating accurate reporting metrics.  Weekly meetings 
were held with good ward nursing, information services and medical representation 
including junior doctors.    Improvements have included: revised education and training 
material; focused support on wards with new appointments to the E-health Practitioner 
teams; ensuring WiFi connectivity is consistent across the site; the use of i-Phones 
instead of i-Pods for out of hours on call teams; creation of standardised patient lists 
for on call staff to ensure all admitted patients are covered by the e-Obs and 
escalations systems; and the validation and creation of accurate reporting metrics. 

 
 The SAFER bundle has been launched as part of the Trust Improvement Programme.  

This aims to consistently blend the five required elements (Senior review, Accurate 
Expected Date of Discharge, Flow, Early discharge and Review) to achieve best 
practice and achieve the cumulative benefits of improved patient safety, reduced 
length of stay and improved flow.   Evaluation of progress and further developments 
are planned which will be led by the newly appointed Flow Matron. 

 
 Sepsis: the adult automatic sepsis screening tool wend live on 16 Jul 19.  Based on 

NICE guidelines for Sepsis: recognition, diagnosis and early management, it is now 
used in all adult inpatient areas whilst eObs has adopted the sepsis screen in ED.  
KPIs are in the development stage to review the effectiveness of the screen.  Work is 
currently in progress on the implementation of the sepsis screen in paediatrics which 
will also be based on the NICE guidelines. Other improvements include: 
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• Relaunch of a dedicated Sepsis Link Nurse Group (Sep 19) to ensure relevant 
information is dispersed at ward level and teaching can take place at the point of 
care.  

• Planned development of an integrated and collaborative system wide sepsis 
strategy that aligns the work across providers and closes any gaps.  

• Trust attendance at a very successful sepsis conference (9 Sep 19) which brought 
together speakers from the community, the acute trust and the Sepsis Trust was 
held with members of the public sharing their stories and experiences of both loss 
and survival of family members with Sepsis.   

• Inclusion of Sepsis within Trust’s mandatory training which includes induction 
simulation training and other study sessions undertaken by request.  

  
 Consultant job plans 
 Weekend ward rounds continue to be job planned for all major specialities including 

general surgery, orthopaedics, vascular surgery, urology, respiratory, endocrinology, 
gastroenterology, nephrology, cardiology, care of the elderly, acute medicine, 
paediatrics, and obstetrics. 

 
 GMC Trainee Survey 

 Results from the 2019 GMC Trainee Survey remain extremely positive with increased 
scores across 16 of the 18 indicators and saw the Trust scoring highest for 10 of the 
18 indicators within the Peninsula; and is above the national average for the Clinical 
Supervision, both generally and out of hours, and Supportive Environment indicators. 
For the general Clinical Supervision indicator the Trust scored 92.29%, above the 
national mean of 90.13%, for Clinical Supervision out of hours the Trust scored 
89.44%, above the national average of 87.56%; and Supportive Environment, the 
Trust’s performance is above the national mean of 72.36% at 76.79%.   

 Clinical Supervision indicator:  

 

 
 

 

 

 

 

 

 

  

 

 

 

Chart 2 

Chart 3 
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Clinical Supervision Out of Hours indicator:  

 

 

 

 

 

 

 

 

 

 

 
  
Supportive Environment indicator:  

 

 

 

 

 

 

 

 

 

 
 
 Brilliant Care Week 
 The Trust designated the week 16-20 Sep 19 as Brilliant Care week, organised to 

coincide with World Patient Safety Day, where healthcare organisations across the 
world highlight the importance of patient safety.  The week comprised of a number of 
patient safety focussed activities including Executives and Directors visiting clinical 
and non-clinical areas to talk about patient safety with staff, patients and their families 
and visitors generating a huge amount of feedback which has highlighted a lot that the 
organisation can be proud of in relation to patient safety.  The Trust will be using the 
feedback to develop its Brilliant Care strategy due to be launched later in the year. 

 
 
 
 
 
 

 

 

Chart 4 



13 
 

3.3 Priority Clinical Standards 5 and 6 
 
 Standard 5: access to diagnostics  
 The Trust remains compliant with this standard demonstrating that seven-day access 

is available for those prescribed diagnostic services such as: microbiology, CT, 
ultrasound, echocardiography, MRI and Upper GI endoscopy.  This is consistent with 
both the pilot and full submission in Feb and Jun 19 respectively.   

• Whilst compliant, it is recommended that a further review/audit of this area is 
undertaken to assure ourselves that the both the relevant diagnostic test and 
completing reporting is available within the prescribed timelines for critical, 
urgent and non-urgent patients. Validation/review of relevant policies/guidance 
and/or SOPs in support of this standard is also recommended. 

 
 Standard 6: consultant directed interventions 
 As with priority standard 5, the Trust remains compliant with this standard in that 

hospital inpatients have timely access, seven days a week to key consultant-directed 
interventions, on site, such as critical care, interventional radiology and endoscopy, 
emergency surgery and renal replacement therapy, urgent radiotherapy, stroke 
thrombolysis, PCI and cardiac pacing.  Again this is consistent with both the pilot and 
full submission in Feb and Jun 19 respectively.  

• Whilst compliant, it is recommended that validation/review of relevant 
policies/guidance and/or SOPs in support of this standard is undertaken. 

 
4 CONCLUSION 
 
Standard 2 (Local Audit) Not Met: 

• 90% threshold was not met. As demonstrated at Tables 1-4 above: 
• Paediatrics achieved an overall compliance rate of 52% [13/25] which, when broken 

down equates to: 
o 63% [16/19] for weekdays [Mon-Fri]; and 
o 17% [1/6] for weekend [Sat & Sun]  

• General Surgery achieved an overall compliance rate of 68% [17/25] which, when 
broken down equates to: 

o 67% [12/18] for weekdays [Mon-Fri]; and 
o 71% [5/7] for weekend [Sat & Sun]  

 
Standards 5, 6 and 8:  met the required threshold of 90% with very little evidence of 
variability between weekday and weekend. 
 
Supporting information sources such as mortality data, length of stay and readmission data 
do not indicate any major difference between weekday and weekend rates.  The GMC 
Trainee Survey shows a positive picture of the supervision and support for trainees in the 
Trust as does the work around supporting systems such as Sepsis Screening and NEWS.   
It is evident and encouraging that the Trust has taken, and continue to take, an active and 
supportive part in national  initiatives such as World Patient Safety Day and Sepsis Day 
which includes both staff and patients spreading learning and proactively working with its 
partners on matters which ‘mean something’ to the patients it serves.  
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The response rate for FTT; whilst low remains slightly above the average response rate 
across the South West region; at 21.5%.  It is encouraging however that 98% of inpatient 
respondents within the month of Aug 19 (latest published data) stated that they would 
recommend their friends and family to the Trust – more notably, only 7% of A&E patients 
stated they would not recommend the A&E department to their friends and family.  This in 
itself is testament to the staff within the Trust; their compassion and commitment to provide 
brilliant care every day of the week. 
 
5 NEXT STEPS 
Whilst the Trust is making good progress with the priority standards; further specialty 
directed audit, together with an established and agreed programme of works is required 
across all 10 standards 
  
Following recent discussion with the 7DS Programme Lead (Sep 19) it was noted that the 
7DS programme should now be considered as business as usual.  Whilst the four priority 
standards remain a key focus; additional attention is being put on the remaining six non-
priority standards, specifically that of Standard 9: Transfer to community, primary and social 
care services.   It is expected that organisation will be working at pace to drive this standard 
forward with its partners.  
 
Standard 9: Transfer to community, primary and social care:  it is recognised that reducing 
the variation in discharges seven days a week is a key enabler to improving patient flow 
across the system – high level narrative on initiative both within the Trust and across the 
system is notes at Appendix 2.  Delivery of all 7DS is fundamental to achieving successful 
outcomes for patients ensuring care is received in the right place, for the right patient, at the 
right time. 
 
It is recommended that a ‘time limited’ 7DS Working Group is developed to support a 
programme of works to: 
1) close any gaps in delivering the four priority standards,  
2) progress at pace in delivering the six non-priority standards and most crucially;  
3) assure ourselves that we are providing consistently high quality care to our patients 

every day of the week and that we are doing so as ‘business as usual’.  
 
6 RECOMMENDATIONS 
 
The Board is recommended to: 
1. Approve this Autumn/Winter 2019 Board Assurance Framework for sharing with the 

regional NHSI 7DS team to allow for their collation and national analysis. 
2. Approve the development of a 7DS work stream to fully address all 10 clinical standards 

whilst maintaining priority focus on those identified four standards, the subject of this 
paper - in collaboration with specialty leads, QI Hub, Newton Europe and system 
partners where required. 

3.  Approve continuance of a bi-annual assurance paper to the Trust Board in support of 
the appended Board Assurance Framework; and 

4. Agree the next specialties for audit against priority standards 2 and 8. 
 



Royal Cornwall Hospitals NHS Trust:  7 Day Hospital Services Self-Assessment -  Autumn/Winter 2019/20

Priority 7DS Clinical Standards

Template completion notes

Trusts should complete this template by filling in all the yellow boxes with either a free text assessment of their performance or by choosing one of the options from the drop down menus.

Weekday Weekend Overall Score Weekday Weekend Overall Score

Weekday Weekend Overall Score

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Was this template accompanied by supporting documentation, if so what? Supporting Assurance Report

Board/sub-committee that signed off this template as an accurate reflection of the Trust's position: Quality Assurance Committee & Trust Board

Date the template and supporting documentation went to Board/sub-committee: 26/11/2019 (QAC) & 28/11/2019 (Board)

No, the standard is 

not met for over 

90% of patients 

admitted in an 

emergency

No, the standard is 

not met for over 90% 

of patients admitted 

in an emergency

Standard Not Met

General Surgery Paediatrics

Self-Assessment of Performance

No, the standard is not 

met for over 90% of 

patients admitted in an 

emergency

Standard Not Met

Clinical standard

Microbiology
 

Clinical Standard 5:

Hospital 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:

• Within 1 hour for critical patients

• Within 12 hour for urgent patients

• Within 24 hour for non-urgent patients

Standard Met
Magnetic Resonance Imaging (MRI)

Computerised Tomography (CT)

Q: Are the following diagnostic tests and reporting always or usually available on site or 

off site by formal network arrangements for patients admitted as an emergency with 

critical and urgent clinical needs, in the appropriate timescales?

Currently  MRI operates 7 days a week, 364 days a year for emergency referrals from 0800-2000.  

If urgent MRI was deemed necessary outside these hours then patients would be transferred to 

PHT.

A live ED dashboard is in development to allow 'real time' data against key metrics.  CT, U/S, 

ECHO and MRI are four of the metrics included within this dashboard.  Discussion is ongoing 

regarding the viability of adding microbiology and upper GI endoscopy - this dashboard will 

provide a daily view on availability of diagnostics and conversely, flag where issues in access are 

being experienced.

Ultrasound

Clinical standard

Clinical Standard 2: 

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.

Self-Assessment of Performance

Provide a brief summary of performance against this standard, highlighting any areas for improvement in the case of non-compliance

Audit Results summary:

As agreed following the June 2019 BAF the audit in this round concentrated on emergency admissions in Paediatrics and General Surgery.

A list of all emergency admissions coded to Paediatrics and General Surgery during the week 03/08/19-09/08/19 was provided by Information Services (36 cases for Paediatrics and 98 for Surgery). The casenotes from a random sample 

of 25 patients for each specialty from across the 7 day period were selected for the audit.

General Surgery: The 90% threshold was not met with only  68% of patients receiving a documented Consultant review within 14 hours.

• Of the 8 patients who failed the standard 3 did not have a time of review recorded - these were recorded negatively

Paediatrics: The 90% threshold was not met with only 52% of patients receiving a documented Consultant review within 14 hours

• Of the 12 patients who failed the standard, 3 did not have a time of review recorded: these were recorded negatively however all of the patients that did not meet the standard were reviewed on admission usually by a Specialty 

Trainee/Specialty Registrar grade but the Consultant led ward round did not fall within 14 hours of admission.

• 5 of the 13 cases that met the standard had the admission paperwork completed by a Consultant, the remaining 8 cases were seen on a Consultant ward round within 14 hours of admission.

Actions identified by Paediatric clinical lead:

• From November a split rota will be in place following investment into services and this will facilitate more timely review on the wards

• The clinical lead to remind all staff of their responsibility to time and date stamp notes as per guidance

• It been agreed with the Care Group General Manager to re-audit the Paediatric Service in early 2020 to ensure actions put in place are realising a positive impact

Actions identified by Emergency Surgical Specialty clinical lead:

• An electronic patient record system is current under review - key recording such as date and time will form part of this review alongside the continual messaging of good record keeping. 

• Whilst it is policy that two wards rounds are undertaken per day; it is noted that the pm round will, at times, not happen due to the nature of the service/patient acuity – the service is undertaking an extensive service modelling review 

for future delivery of the service and is being supported by the Trust’s QI team.  The findings of this submission will be incorporated into the programme.

Consultant Job plans: Challenge and check continues for consultant job plans - part of this process now asks for confirmation that the job plans cover the requirements of the 7DS standards.  Further work will be undertaken to validate 

the process

Other supporting evidence: 

Mortality  -  Until the start of 2019 the Trust's rolling 12 month weekend HSMR was either lower or the same as the non-weekend. This position has now changed and weekend HSMR has stayed higher than non-weekend (although the 

HSMR overall trajectory has been downward).  This mortality data is reviewed and monitored monthly at the Mortality Review Oversight Group.

Performance Measures (LoS, readmission)  - The weekday to weekend ratio for average length of stay for emergency admissions is 3.14 (days) : 3.26 (days). This is based on patients discharged from Mar - Aug 19, split by the day of week 

they were originally admitted.  A slight increase difference of 1.65% has been evidenced in the weekday to weekend ratio for readmission rate is 4.34% : 5.99% for readmissions discharged between Mar and Aug 19. This is based on the 

day of discharge from the first admission and that the first admission was an emergency. Maternity and obstetrics have been excluded as per national guidance. 

GMC trainee survey  - Data received from the 2019 GMC trainee survey shows an increasingly positive position as the Trust is above the national average for Clinical Supervision both during hours and also out of hours. The data also 

shows that we are also above the national average for educational supervision and also for the supportive environment. The Trust results showed increased scores across 16 out of 18 indicators and RCHT scoring highest in the Peninsula 

for 10 out of 18 indicators.

NEWS2  has been implemented in the Trust in line with national requirements. KPIS are in place and performance is regularly monitoring through standard reporting. During implementation, considerable improvement works have taken 

place. 

SAFER bundle has been launched as part of the Trust's improvement programme - SAFER falls under the remit of the newly appointed Flow Matron.

Patient experience : The Trust collects patient feedback through a number of different means such as Care Opinion, the Trust 'Wonder Wall', Friends & Family Test questionnaires and through the Patient Experience Volunteers.   .  In  

Aug 19 for the inpatient Friends and Family Test (FFT) response rate, whilst low at 21.5%, remains slightly higher than other Trusts within the region and reported 98% of respondents stating they would recommend the Trust. Notably 

only 7% of A&E patients said they would not recommend the Trust.  Following review of relevant comments from Care Opinion and FFT, both positive and negative, staff were commended on their professionability and  weekend care 

however issues were raised with staffing levels.  Comments made include:

“The service I have received both last weekend and today has been truly all amazing. A truly professional team carried out their jobs in a most reassuring manner”

 “It’s beyond me how people pressed to the limit as the staff looking after me were at the weekend can retain their humour and professional cool”

“Amazed that sufficient staff including consultant was working over the weekend well done!”

 All patient feedback is reported to Ward Sisters, managers and Service Leads  and they are encouraged to  identify any areas for improvement from comments.

SEPSIS : adult automated sepsis screen is now live within the Trust in line with NICE guidelines for Sepsis (recognition, diagnosis and early management).  Now used in all adult inpatient  areas whilst eObs has adopted the sepsis screen in 

ED.  KPIs are in the development stage. Work is currently in progress for implementation into paediatrics.  The relaunch of the Sepsis Link Nurse Group took place in September with a remit to ensure all relevant information is heard at 

ward level and teaching at point of care.  Planned development of  a system wide integrated strategy is in progress. Sepsis training also forms part of the Trust's mandatory training schedule.

No, the standard is not 

met for over 90% of 

patients admitted in an 

emergency

Echocardiography

Upper GI endoscopy



Weekday Weekend Overall Score

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Weekday Weekend Overall Score

Once daily: Yes the 

standard is met for 

over 90% of patients 

admitted in an 

emergency

Once daily: Yes the 

standard is met for 

over 90% of patients 

admitted in an 

emergency

Clinical Standard 6:

Hospital inpatients must have timely 24 hour 

access, seven days a week, to key consultant-

directed interventions that meet the 

relevant specialty guidelines, either on-site 

or through formally agreed networked 

arrangements with clear written protocols. 

Critical Care

Interventional Radiology

Interventional Endoscopy

Emergency Surgery

Emergency Renal Replacement Therapy

Urgent Radiotherapy

Stroke thrombolysis

Standard Met

Clinical Standard 8:

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.

Provide a brief summary of performance against this standard, highlighting any areas for improvement in the case of non-compliance

Audit Results summary:

Paediatrics:  the 90% threshold was met with 100% of those patients requiring once daily reviews receiving them. 

85% of daily reviews were a consultant review (15% delegated reviews).  There was no evidence of variation between weekday and weekend results.

General Surgery: the 90% threshold was met with 98% of those patients requiring once daily reviews receiving them (only one patient did not have a documented consultant or delegated review).

80% of documented daily reviews were a consultant review (20% delegated reviews).  There was no evidence of variation between weekday and weekend results.

Twice daily review: The audit carried out for this submission did not cover any high dependency needs patients.   It is however established practice at the Trust that a consultant on ICU or HDU will review all patients at least twice a day, 

7 days a week.  This is documented on the computerised Carevue system which includes mandatory fields such as the Consultant`s name, which enables monitoring of this standard.  Therefore the standard for twice daily review has 

been recorded as met.  To further validate twice-daily review, the 7DS Trust Lead has recommended a snap-shot audit of Carevue to be undertaken both on ICU and HDU together with a review of  all relevant policies. 

Consultant Job plans: Peer review check and challenge  now in place for consultant job plans - part of this process now asks for confirmation that the job plans cover the requirements of the 7DS standards.

Twice daily: Yes the 

standard is met for 

over 90% of patients 

admitted in an 

emergency

Twice daily: Yes the 

standard is met for 

over 90% of patients 

admitted in an 

emergency

Percutaneous Coronary Intervention

Q: Do inpatients have 24-hour access to the following consultant directed interventions 

7 days a week, either on site or via formal network arrangements?

Provide a brief summary of performance against this standard, highlighting any areas for 

improvement in the case of non-compliance

Cardiac Pacing

Clinical standard Self-Assessment of Performance

Standard Met

Clinical standard Self-Assessment of Performance



7DS Clinical Standards for Continuous Improvement

7DS and Urgent Network Clinical Services

Hyperacute Stroke
Paediatric Intensive 

Care
STEMI Heart Attack

Major Trauma 

Centres
Emergency Vascular Services

Clinical Standard 

2

Clinical Standard 

5

Clinical Standard 

6

Clinical Standard 

8

Yes, the standard is met for 

over 90% of patients 

admitted in an emergency

Yes, the standard is met for 

over 90% of patients 

admitted in an emergency

No, the standard is not met 

for over 90% of patients 

admitted in an emergency

Yes, the standard is met 

for over 90% of patients 

admitted in an 

emergency

N/A - service not 

provided by this trust

Yes, the standard is met for over 

90% of patients admitted in an 

emergency

Yes, the standard is met for 

over 90% of patients 

admitted in an emergency

N/A - service not provided 

by this trust

Self-Assessment of Performance against Clinical Standards 1, 3, 4, 7, 9 and 10

Provide a brief overall summary of performance against these standards, highlighting areas where progress has been made since 2015

Standard 1 Patient Experience  

PROGRESS: The Trust has a robust system of collecting patient feedback through various sources including the Friends & Family Test, Care Opinion, a 'Wonder Wall' (where patients can leave comments) and Patient Experience Volunteers.  All feedback is reported to ward sisters, managers and service leads who are encouraged to review feedback and identify areas for 

improvement.     Discussion with the Trust's Patient Experience team is in progress with a view to reviewing and identifying any themes from complaints received relating to admissions on weekdays and at weekends to further identify areas for improvement   

Standard 3 MDT review 

PROGRESS: the Trust has seen a significant  increase in the 7 day Physio OT, SLT and clinical pharmacy service for emergency admissions and within ED.  Planned review/validation of relevant written policies  for MDT processes is scheduled ahead of the Spring/Autumn 1920 submission.   Daily Board Rounds are being progressed within targeted wards: this is a summary discussion 

with all senior ward based staff of the patient's journey to identify what is required that day for the patient to progress.  MDT in approach; active action based progress is made to ensure those medically fit for discharge patients are ultimately discharged to the correct destination.    

Standard 4 Handover 

PROGRESS: Weekday routine morning ward and afternoon board rounds are progressing.  The launch of the handover module on Nervecentre and implementation of the SAFER bundle will  further support improvements.     

Standard 7 Mental Health

PROGRESS- The enhanced Core 24 Liaison Psychiatry Service has been implemented from 2018 and the standards of the service are based upon NICE guidance.  The 2018/19 Annual Report from the service shows an increase of 31.2% in ED referrals.  The report states that approx 75% of emergency patients were seen within 1 hour of referral. The proportion of patients presenting 

in the emergency category whose assessment was completed within 4 hours was initially around 90% but this has recently fallen due to staffing issues.   

Standard 9 Transfer to Community, Primary and Social Care 

PROGRESS: In place for 'in hospital' support services (e.g. pharmacy, therapies, portering and transport). The site team and discharge coordinators are instrumental to successful transfer.     The Trust continues to work with all partner agencies to improve patient flow and appropriate transfers to other care providers.  Newton Europe, implementation focussed consultancy group 

have been commissioned to work on a number of programmes within the Trust and across the wider H&SC system to support improved flow.  Works already in progress are:

* Embrace Care Project: key focus of this workstream is to deliver better H&SC outcomes across the system for patients over the age of 65 at risk of hospital admission and/or those already admitted. Diagnostic phase now completed following which an implementation plan has been created guided by, and intended to support, the system vision to deliver an integrated and locally 

focussed community offer whilst at the same time supporting better outcomes for the older population of CIOS. 

* Acute Short Interval Control:  primary objective is to reduce length of stay (LoS) in acute beds by reducing internal delays that patients face.  Focus is on ensuring that business as usual is set up for success to allow consistent delivery every day of the week. Key drivers are the daily Board Rounds on each ward.

* Daily Bronze calls continue: amongst its responsibilities is to agree how to utilise resources to ensure timely flow is progresses and improved.   Key members include the Trust, Community Hospital, Adult Social Services, SWAST and Primary Care Service.

* Weekly data review meetings:  based on the established daily Bronze calls, this planned weekly  meeting will be face to face attended by all partners across the system to review key themes and key issues preventing flow through the week and take proactive action to ensure this does not happen again.  The discussion is not focused at patient level but instead on process barriers 

that cause particular issues and blocks to discharge

w Home Care Commissioning:  this workstream has the simple objective of increasing home care availability in the system .

w  Sub-Acute Model for frail patients:  high level proposal being worked up for outline approval by system Execs.  Consisting of a frailty ward at the Trust the model will allow for step-down to a community frailty bed.  Developed through a hub & spoke model; the proposed model would offer a 61 bed service to frail patient across the county (40 step down/step out beds within 

community [ave LoS 10 days] plus 21 bed frailty short stay unit [ave 72hr LoS]).  The aim would be to pilot the model in the West of Cornwall before rolling out across the County.   

Standard 10 Quality Improvement 

PROGRESS: The Trust is in the process of formalising a Quality Improvement strategy but as part of the continued drive to bring about brilliant improvements for the care of our patients the QI Hub was launched.  The QI Hub is a central place for staff to come for advice on how to make improvements. The Hub aims to develop and embed a QI culture, and to help support ideas and 

deliver large scale improvements.  A team of QI Leads and QI Managers are aligned to each of the Care Groups to support QI activity at a Trust and Care Group level. QI activity and progress is reported to the Trust Brilliant Improvement Board, chaired by the Chief Executive.

Assessment of Urgent Network Clinical Services 7DS performance (OPTIONAL)

Provide a brief summary of issues in cases where not all standards are met.

The Trust invited an external Peer Review of Stroke Service at RCH in March 2018.  In keeping 

with the Peer Review RCHT agreed that the key recommendations continue to have the biggest 

and immediate positive impact on stroke mortality rates.  This has been noticeable in the 

upgrading to a ‘B’ status in the SSNAP in July and maintained through August 2019.

• Increase in HASU beds to a minimum of 6 beds – revisiting the HASU layout/configuration, 

local works, staffing and monitoring upgrades has resulted in a change to the remodelling 

timelines. The revised timetable will see the additional 4 HASU beds in place by the 18th of 

November this year, alongside all other ward modifications and recruiting program.

• All patients should be directly admitted to a hyper-acute stroke bed 

   o Reduced stroke bed base in line with actual stroke beds required – A bay closed in May as 

planned and reconfigured to a fully operational therapies area/gym through June & July. An 

additional OT kitchen space is planned and to be installed in October alongside dedicated 

therapy administration space & quiet room.

   o Urgent review of nurse and medical staffing levels to support HASU beds - all additional 

nursing recruitment carried out for both Band 5 & 6 personnel. These posts will be filled over 

the next few weeks and in place operationally for our deadline. We continue to attempt to 

recruit to the Consultant position with varied success but, recently potential candidates have 

been identified and are in discussion with RCHT.

   o Ring fencing of therapy staff for stroke patients – commenced in May and actively 

involved in the re-design of the therapies facility, layout and operation. The new areas are 

partially complete as per agreed plan.

   o Dedicated therapy space – commenced May and in place, with new OT kitchen area to be 

completed in October.

   o Specialist Stroke Nurses are supernumerary to ward establishments – unfortunately has 

suffered from continued pressure due to sickness. Mitigation plan to upskill new Stroke 

Nurse competencies is underway and supported by the skills of the senior nursing staff in 

Phoenix in the interim.
N/A - service not 

provided by this trust

N/A - service not 

provided by this trust

Yes, the standard is met for over 

90% of patients admitted in an 

emergency

Yes, the standard is met for over 

90% of patients admitted in an 

emergency

Yes, the standard is met for over 

90% of patients admitted in an 

emergency

N/A - service not 

provided by this trust

N/A - service not provided 

by this trust

N/A - service not provided 

by this trust

Yes, the standard is met 

for over 90% of patients 

admitted in an 

emergency

Yes, the standard is met 

for over 90% of patients 

admitted in an 

emergency

Yes, the standard is met 

for over 90% of patients 

admitted in an 

emergency

N/A - service not provided 

by this trust
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