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TRUST BOARD 
28 November 2019 

AGENDA ITEM NUMBER 15.3 

TITLE OF PAPER Seven Day Services Board Assurance Framework (BAF) 

Confidential NO  

Suitable for public access YES  

PLEASE DETAIL BELOW THE OTHER SUB-COMMITTEE(S), MEETINGS THIS PAPER HAS BEEN VIEWED

The Medical Director approved submission of the 7DS template and this paper to NHSI/E at Quality of Care 
Committee on 21 November 2019 under Board delegated authority.  This paper is submitted to Board for 
noting. 

STRATEGIC OBJECTIVES 

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

People 

Modern Healthcare 

Digital 

Collaborate  Working with system partners is integral to the standards. 

EXECUTIVE SUMMARY

7DS National programme: This report updates Trust performance in the Seven Day Services (7DS) 

National Programme for the 4 months since the last report.  The May 2019 Paper provided a detailed 

analysis against all 10 standards.  Reference should be made to that paper for the results regarding wider 

performance measures set out by NHSI1.   The action plan in Appendix C was approved by Board on 27 

June 2019 and the Board noted that the Trust would aim to achieve the following by March 2020: 

 Compliance on the four priority standards 
 Good progress on the remaining standards.  

Performance:2 In the past 4 months, performance has improved in 3 of the 4 priority Standards:

 Priority Standard 2 Time to first inpatient Consultant review, YTD 2019 overall performance has 
improved 4% up from 74% (May) to 78% (October). Although performance is below the 90% national 
requirement, this is an encouraging result.  A QI improvement approach was implemented in October 
for Standards 2 and 8 and results for the month of October 2019 are in Appendix C. 

 Priority Standard 5 has been confirmed as compliant in August.  Standard 5 was reported as non-
compliant in May 2019 for ultrasound and MRI.  The Trust now has full provision to ensure timely 
urgent/emergency access to imaging for both MRI and ultrasound in line with the standard.   

 Priority Standard 8 Ongoing inpatient Consultant-directed reviews, remains compliant and spot audit 

1
 NHSI September 2017 7DS Standards and BAF guidance from November 2018 (‘the Framework’). 

2
 National comparison data is not provided now, and the differing methodologies applied in prior audits means that 

comparative internal data is only provided since May 2019. 
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performance has improved  5% up from 93% (May) to 98% (October).  Divisional Directors have 
been working with medical teams to prioritise this standard. 

Priority Standard 6 – Access to Consultant-directed interventions continues to be compliant.  Looking at the 
4 priority Standards overall, the Trust is now compliant with 3 of the 4 priority Standards. 

Progress continues to be made with the actions for the 6 improvement Standards.  Standard 10, quality 
improvement, is met and the other 5 improvement standards have actions underway. 

Standard 1 – Patient Experience The standard includes giving patients information to support their decision 
making.  The Accessible Information Standard (AIS) working group will continue during 2019/20.  Pilots of 3 
different IT providers of electronic patient feedback concluded in September 2019.  The system is due for 
implementation in Q4 2019/20.     

Standard 3 – MDT review of inpatients Good progress has been made.  To achieve this standard an SOP 
for MDT review of emergency inpatients is to be formulated by March 2020.  The SOP will include 
Consultant specified advance criteria for which patients can clinically be exempted from needing this review. 

Standard 4 – Shift handovers The Medical Handover Policy (agreed in January 2019) was under review for 
7DS compliance by a Consultant Physician as of October 2019.  Next steps are cross-Divisional 
harmonisation of the Policy then an audit of process. 

Standard 7 – Mental health This standard centres upon national priorities including Liaison Mental Health 

Service patient assessment times and strategic service-level requirements for an all-age service per the Five 

Year Forward View for Mental Health and the Core 24 liaison mental health service standard for adults and 

older adults.   

9 – Safe transfer of patients to community This standard is not fully complied with as patients are not always 

discharged promptly. The Trust, with support from the NHSE Emergency Care Intensive Support Team, 

NHSI Regional Urgent Care Support Team, and PRISM; has an overarching urgent care improvement plan 

which includes ways to achieve   integrated care with community partners. 

10 – Quality Improvement Review and improvement of patient care by reviewing outcomes to drive quality 
improvement is well embedded through transformation programmes, QI initiatives and quality assurance 
programmes. 

More detailed information is provided in the Appendices. 

Appendix A – Standard 2 Divisional and Specialty Performance 
Appendix B – Improvement action plan November 2019 
Appendix C - QI data for October 2019 
Appendix D – 7DS Submission to NHSI/E 

AUTHOR Dr Erica Heppleston, Head of Clinical Effectiveness & 7DS Lead 

PRESENTED BY Dr David Fluck, Medical Director 

DATE 21 November 2019 

BOARD ACTION Noting
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1. BACKGROUND 
In June 2019 Board received a full overview of the Trust’s position regarding the Seven Day Services 

programme including an improvement action plan for those standards not yet compliant. This paper 

updates on performance in the 4 months from July to October 2019. 

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.  

Our approach to support shared decision making includes 3 key areas being monitored through the 7DS 
programme: providing service users with accessible information, getting realtime feedback on how we 
communicate and give information, and learning from people when things go wrong.   

Accessible information: The Accessible Information Standard (AIS) Working Group oversees this 
improvement programme as the Trust is not yet fully compliant with national requirements.  The Trust 
already communicates with patients using emails and texts.  We are actively working to implement 
braille, easy read, and large print patient letters by December 2019.  British Sign Language (BSL) service 
provision is under review for both quality and out of hours’ provision.  BSL is not yet timely out of hours 
and this is set to be resolved by March 2020.  Implementation of the AIS action plan will continue 
throughout 2019/20. 

Realtime feedback: Pilots of 3 different packages of continuous electronic feedback systems concluded in 
September 2019 and suppliers are to be evaluated to determine a final provider with a view to 
implementation in Q4 2019/20.  Realtime feedback will enable direct monitoring of how well 
communication and information is provided in different clinical areas, to support developing tailored 
solutions should negative feedback be given. 

Learning: In June 2019 the Trust modified the Datix system so 7DS is a thematic category when logging 

incidents and complaints.  No 7DS category issues were notified as incidents or complaints between July 

to September 2019 inclusive.   

Other assurance: Obtaining valid consent from patients is integral to demonstrating informed choice.  A 
favourable Internal Audit Report on Consent was received in August 2019.  Our consenting process is well 
designed and operates effectively.   Healthwatch Surrey’s latest published Annual Report is for 2018/19 
was reviewed.  None of the 4 key themes from their regional service user feedback pertained to 7DS.  
One of the regional findings was that the standard of medical care in hospitals was reported as good. 

Conclusion: The Trust is making good progress towards achieving Standard 1 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.  

Background: 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 
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audit, and wider performance and experience measures.  From previous work as of May 2019, the Trust 
has established the following trends from review and triangulation of a number of indicators.   

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 

 There was a positive association between more timely first Consultant reviews on weekdays 
(compared with weekends) in Standard 2, and weekday mortality (which was lower on 
weekdays)3

 A patient is 2.7 times more likely to go home on a weekday compared to a weekend 

Overall, Consultant job plans support rotas which meet Standard 2 for all emergency inpatients except 
for Stroke Specialist Service Consultant inpatient reviews, for which a plan is worked-up per Appendix B.   

Progress update: Triangulating evidence with direct patient and staff feedback has shown a positive 
change in the patient experience indicator for ‘feedback indicating care was less favourable during the 
weekend.’  In May 2019 7% of complaints sampled suggested care was less favourable during the 
weekend.  In contrast, now that all Datix complaints/concerns have a specific drop-down field to be 
classified as a 7DS sub-category, there have been no logged 7DS concerns in the past 4 months.

Rota fill: Operational ability to deliver standard 2 based on Consultant job planning in those specialties 

which receive emergency admissions4 was reviewed in May 2019.  The current position is the same and 

the only rota gap is within MES for Stroke Specialist Service inpatient reviews (24/7 thrombolysis cover is 

in place).  3 Divisions have full rota fill: T&O, TASCC, and WH&P.   

QI audits of standard 25: The national KPI is that 90% of patients admitted in an emergency were seen by 
a Consultant within 14 hours of their inpatient admission.  A QI programme of continuous audits of 
performance was implemented in October 2019, with results circulated weekly so that both good 
performance, and exceptions, can be learned from.  Cumulative YTD results are shown below, with 
Division/Specialty performance in Table 2 Appendix A: 

 YTD 2019 overall performance has improved 4% up from 74% (May) to 78% (October).  

3
 This is a new result in November 2019 – as the weekend review timeliness has dropped for Standard 2 in the most 

recent set of clinical audits. 

4
 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. 

55
 Sample size was 78 patients in the April/May 2019 audit and 54 patients in October 2019, with 132 October YTD. 
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 YTD 2019 weekday performance has improved 10% from 70% (May) to 80% (October). 

 YTD 2019 weekend performance has declined 15% from 86% (May) to 71% (October). 

 The weekend/weekday variation has reversed with weekday performance now relatively better 
than weekends.   

Now that the Trust has moved to continuous QI audits with performance reviewed weekly by exception, 

data reliability will be strengthened.  More time is needed to increase sample sizes of the audit so that 

performance over time can be deemed truly representative of each Specialty.  The Trust’s aim of 

achieving 90% by March 2020 is a stretch target, with an improving trajectory these past 4 months. 

Constraints/issues: In Q1 2018/19 a recruitment exercise to hire 2 new Stroke Consultants took place, 
however, the posts were not filled by September as hoped.  As of November 2019, the MES Division is 
currently working-up whether the existing Stroke Team can support a 7Day Specialist Stroke rota. 

Conclusion: The Trust has improved performance 4% YTD in the past 4 months, which will 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 multi-
professional 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.   

Medicine determines EDD and clinical criterial on the post-take ward round.  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.  
As per the action plan in Appendix B, The Trust is working-up a documented Standard Operating 
Procedure (SOP) to address this by March 2020.    MES is to explore Careflow for reflecting the MDT 
discussion, ward round outputs, and the expected discharge date (EDD). 

Constraints/issues: Pharmacy lacks weekend resources for medicines reconciliations within 24 hours. 
The ability of Pharmacy to ensure timely medicines reconciliation within 24 hours is constrained by lack  

Conclusion for standard 3: MDT review of emergency inpatients 
The Trust is not meeting Standard 3 and there is an action plan to address this. 

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.
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Background: Clinical handovers occur at least twice daily and are recorded on Realtime, although Multi-

Professional coverage might not always occur 7/7 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 CSNPs6 which satisfies the multidisciplinary requirements.    

Within the WH&P Division handovers are carried out at Consultant 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. 

Progress report: The Medical Handover Policy (agreed in January 2019) was under review for 7DS 

compliance by a Consultant Physician as of October 2019.  Next steps are cross-Divisional harmonisation 

of the Policy then an audit of process as per Appendix B action plans.   

Careflow is a possible option for evidencing handovers for this standard. 

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   
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).

Standard 5 was reported as non-compliant in May 2019 for ultrasound and MRI.  The Trust now has full 

provision to ensure timely urgent/emergency access to imaging for both MRI and ultrasound in line with 

the standard.  Whilst it is uncommon to be asked to perform an emergency ultrasound outside hours, 

should this be required we have provision for an on-call Interventional Radiologist to come onsite to 

perform the scan.   MRI now has routine hours of 7am to 8pm and outside of those hours St George’s 

Hospital provides an emergency MRI service for the Trust. 

Conclusion for standard 5 – inpatient access to Diagnostics: The Trust fully meets Standard 5. 

6
 Clinical Site Nurse Practitioners (CSNPs) 
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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.  

The Trust has been compliant with this standard from March 2018 to November 2019.  Full service 
reviews for all 9 interventional procedures were performed as at May 2019.   

Conclusion for standard 6 - Interventional procedures:  The Trust is fully compliant with standard 6 for 
all 9 interventional procedures. 

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. 

Background:  This is a standard for improvement in line with national priorities.  There are a range of 
improvement goals including patient assessment times and more strategic service-level areas.   

The Liaison Mental Health Services (LMHS) Team should assess an emergency7 patient immediately, and 
urgent8 referrals should be seen in 1 hour with further steps needed within 24 hours.9  If the LMHS does 
not work 24/7, there should be effective collaboration between Liaison Team and Mental Health Services 
Teams working out of hours.

At the service level, organisations need to achieve an all-age service per the Five Year Forward View for 
Mental Health, Core 24 liaison mental health service standard for adults and older adults.   

Progress report 
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.  CAMHS10 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 

7 Emergency mental health needs are those which threaten life/long-term safety.

8 Urgent needs are those which are serious but not an immediate threat to life.

9
 A biopsychosocial assessment, urgent mental health care plan, and plans for ongoing care need arranging 

within 24 hours. 

10
 Child and Adolescent Mental Health Services (CAMHS) 
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complexities arranging definitive plans for ongoing care given capacity factors.  Children’s Mental Health 
Service response times need improvement. 

Ongoing work: The next step, per the action plan in Appendix B, 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: 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-DIRECTED11 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: Consultant-job plans are aligned to meet the standard except in the Stroke Service for 
which there is a plan, see Appendix B. Clinical audits indicated no service deficiency resulted from this.  
Wider performance/experience issues were considered in Standard 1 where it was shown that no 7DS 
issues were notified as incidents or complaints between July to September 2019.  

The Framework requires specific clinical systems which need to be in place to further support this 
Standard.  The Trust uses VitalPac as an electronic early warning score escalation system for deteriorating 
patients.  As below, an improvement action is to prepare written protocols for delegation of reviews, and 
to document review frequency for patients’ clinical criteria.   

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.  

11
 Consultant-Directed, per the 2017 Framework, includes doctors on the Specialist Register, CCT-holders, and 

equivalent doctors per the relevant Royal College.  November 2018 guidance allows the review to be 

delegated to another member of the MDT provided this is suitable for a patient’s care pathway.  
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Table 1 - Standard 8 clinical audit results by Division for the month of October 2019

Nov-19 Weekday Weekend Overall

PRIORITY STANDARD 8 %  Met %  Met %  Met

MES Oct 90% - 90%

May 99% 88% 95%

WH&P Oct - - -

May 78% 100% 74%

TASCC Oct 100% 100% 100%

May 82% 100% 84%

T&O Oct 100% - 100%

May 93% 93% 93%

Trust OCT 2019 Oct 97% 100.0% 98%

Trust May 2019 May 94% 91% 93%

Spot 

Audits

The above data is based on spot audits at April/May and October.  Cumulative YTD results are not 
necessary for this standard as performance remains at a consistently high level.   

Improvement work: The action plan in Appendix B sets out the plans for written protocols to standardise 
ongoing patient reviews and delegation of this. 

Conclusion for Standard 8 – Ongoing Consultant-Directed reviews: The Trust continues to meet this 
standard.  Overall performance has improved 5% from 93% in May to 98% in October 2019. 

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: Service provision was evaluated in detail in May 2019.  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 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 
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patients are treated in the right place.  This standard is not met as evidenced by ongoing delayed 
transfers of care (DTOC)12.    

Interventions: The Trust with support from the NHSE Emergency Care Intensive Support Team, NHSI 
Regional Urgent Care Support Team, and PRISM has an overarching urgent care improvement plan which 
includes ways to achieve   integrated care with community partners. 

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 (QI) 
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.  This Standard has continued to be met as of November 
2019.

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 
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 to 
understand the impact on training opportunities. 

Conclusion for standard 10 - Quality improvement: The Trust continues to meet this standard at 
November 2019. 

12 3.1% as at 19 June 2019.



P
ag

e1
1

APPENDIX A - STANDARD 2 DIVISIONAL AND SPECIALTY PERFORMANCE

Table 2 -   Standard 2: Consultant review within 14 hours of admission as an inpatient

This shows cumulative performance YTD incorporating the change to continual rolling spot audits from 
October 2019 onwards. 

Nov-19 Cumulative Weekday Weekend Overall Weekday Weekend Overall

PRIORITY STANDARD 2 YTD '19 %  Met %  Met %  Met Cases met Cases met Cases met

MES

STEMI May 100% 100% 100% 6/6 4/4 10/10

Stroke May 63% 50% 60% 5/8 1/2 6/10

Cardiology May 100% 100% 2/2 2/2

Respiratory May 100% 100% 1/1 1/1

General medicine May 67% 100% 75% 2/3 1/1 3/4

Gastroenterology Oct 100% 67% 86% 4/4 2/3 6/7

Senior Adult Medical Service Oct 80% 100% 83% 4/5 0/1 4/6

MES Divisional Total Oct 83% 73% 80% 24/29 8/11 32/40

May 81% 89% 83% (17/21) (8/9) (25/30)

WH&P

Gynaecology May 67% - 67% 2/3 2/3

Paediatrics May 60% 100% 80% 3/5 5/5 8/10

WH&P Divisional Total Oct 63% 100% 77% (5/8) (5/5) (10/13)

May 63% 100% 77%

TASCC

Vascular Oct 90% 100% 91% 9/10 1/1 10/11

Upper GI Oct 75% 67% 74% 12/16 2/3 14/19

Colorectal Oct 100% 100% 100% 4/4 2/2 6/6

Urology Oct 82% 0% 64% 9/11 0/3 9/14

General Surgery Oct 100% 67% 89% 6/6 2/3 8/9

TASCC Divisional Total Oct 85.1% 58% 79.7% 40/47 7/12 47/59

May 82% 100% 84% (18/22) (3/3) (21/25)

DTTO

Trauma and Orthopaedics

Oct
69% 71% 70% 9/13 5/7 14/20

DTTO Divisional Total Oct 69% 71% 70% 9/13 5/7 14/20

May 20% 60% 40% (1/5) (3/5) (4/10)

Trust Total YTD OCT 2019 Oct 80.4% 71.4% 78.0% 78/97 25/35 103/132

Trust YTD May 2019 May 70% 86% 74% (39/56) (19/22) (58/78)
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APPENDIX B -7DS IMPROVEMENT ACTION PLAN NOVEMBER 2019 
The action plan was approved by Board on 27 June 2019 and the Board noted that the Trust would aim to 

achieve the following by March 2020: 

 Compliance on the four priority standards 

 Good progress on the remaining standards.  

Standard 1 Patient Experience 

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.

1.2. Using realtime feedback to communicate and provide tailored information to patients: The pilot of 
electronic realtime feedback concluded in September and the system is due to be implemented by 
Q4 2019/20. 

Completed actions: 

1.3  Modifying Datix to include 7Day Service issues as a theme to guide learning and improvement is 
completed. 

Standard 2 Time to First Consultant Review 

The aim is compliance by March 2020 for Standard 2.  These actions are ongoing: 

2.2 Ensuring the Surgical Consultant of the Week sees all new inpatients daily, including admissions 
other than the main ED pathway, has not yet been fully implemented as performance for this standard 
of 79.7% remains below the standard. 

2.3 Learning will be shared at the QuASH Day regarding the previous audit’s Vascular patient with a 4 
day wait for first review. 

2.4 Paediatric admissions will be seen by Consultants in person following telephone case discussions: 
The audit of this measure will be completed in Q3. 

2.5 Divisional Director to 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.     

2.6 Exploring Telemedicine to support Stroke Service is no longer the action for this measure.  The new 
action, as of November 2019, is that the MES Division is currently working-up whether the existing Stroke 
Team can support a 7Day Specialist Stroke rota. 
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Completed actions: 

2.1 Closer patient tracking of on-call admissions in T&O supported by a re-audit is completed.  
Performance for the October 2019 month was 100%. 

2.7 Continual audits of 7DS using a Q1 approach to support improvement was implemented by October 
2019.  Specialties are being audited on a rolling basis with immediate feedback of patients who were not 
reviewed on time so that Clinical Teams can learn and improve.   This action is completed. 

Standard 3 MDT of Emergency Inpatients within 14 Hours 
3.1 An SOP for MDT review of emergency inpatients within 14 hours is to be formulated, including 
Consultant specified criteria for patients clinically exempt from needing this review, is to be generated by 
March 2020.  MES is to explore Careflow for reflecting the MDT discussion, ward round outputs, and the 
expected discharge date (EDD). 

Standard 4 Shift Handovers 

4.1 The Medical Handover Policy will be reviewed to ensure it is 7DS Framework compliant and 
applicable for all Divisions.  Directorates are to configure their handover process in line with policy and 
ensure in practice their communication and documentation aligns with it.   By October 2019, the Medical 
Handover Policy was under review by a Consultant Physician.  Once this is finalised, and Divisional 
alignment completed, the audit postponed from September 2019 will be performed. 

Standard 5 Inpatient Access to Diagnostics 

Completed action: 

5.1 This has been confirmed as resolved in August 2019.  The Trust now has full provision to ensure 
timely urgent/emergency access to imaging for both MRI and ultrasound in line with the standard.  
Whilst it is uncommon to be asked to perform an emergency ultrasound outside hours, should this be 
required we have provision for an on-call Interventional Radiologist to come onsite to perform the scan.   
MRI now has routine hours of 7am to 8pm and outside of those hours St George’s Hospital provides an 
emergency MRI service for the Trust. 

Standard 6 Interventional Procedures had no actions set.

Standard 7 Mental Health 
7.1 Performance against timescale is to be audited by end of Q3 19/20.  The audit will determine what is 
needed for the standard to be fully met in practice, to guide targeted improvement work with system 
partners. 

Standard 8 Ongoing Consultant-Directed Reviews 

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.  The protocol 
should cover documenting each patient’s review plan in clinical notes, ensuring clear documented 
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processes for patients/patient groups do not need daily consultant review, and written protocols for 
Board round reviews. 

Standard 9 – Safe Transfer of Patients to Community, Primary and Social Care 

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

Standard 10 Quality Improvement had no actions set. 

APPENDIX C - QI DATA FOR OCTOBER 2019

Audit data for the month of October 2019 is below.  This Infographic Presentation13 is reviewed by 
Divisional Teams weekly in this QI approach to improving Standards 2 and 8.  Some Specialties (and days 
of the week) are yet to have their first rolling audit so will be reviewed in the next few weeks.’ 

13
 Acknowledgement: www.PresentationGO.com 
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October 2019 Audits by Specialty – Infographic 
Presentation14

14
 Acknowledgement: www.PresentationGO.com 
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APPENDIX D - 7DS BAF SUMMARY SUBMISSION AS AT NOVEMBER 2019

Below is the 7DS BAF Summary Submission as at November 2019 in 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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