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Introduction  

The NHS should consistently provide safe care 24 hours a day, seven days a week.  A 
patient admitted to hospital in an emergency has little choice in where or when they 
attend. The public expect that the NHS will provide them with a consistently safe and high 
quality service; this expectation should underpin the way that all services are 
commissioned and delivered.  

However, significant evidence demonstrates a variation in outcomes for patients 
depending on the time of day or day of the week that they are admitted to hospital as an 
emergency1, 2, 3, 4, 5, 6, 7.  

These variations exist in London. Whilst the NHS in London provides a high quality service 
for many patients admitted as an emergency, significant variations exist in service 
arrangements and patient outcomes between hospitals and also within hospitals - between 
weekdays and weekends.  

The Quality and Safety Programme 

Improving the quality and safety of acute emergency – adult and paediatric – and 
maternity services was therefore identified as one of the NHS in London’s key priorities for 
2012/13.  Most notably, the priority was to address the variation that existed in service 
arrangements and patient outcomes in these services between hospitals and within 
hospitals - between weekdays and weekends. 

On behalf of commissioners across the capital, London Health Programmes therefore 
reviewed the following services: 

 

The key documents that have been developed in each service are a case for change and 
London quality standards.  The cases for change are a review of the current provision of 
acute emergency and maternity services in London and a review of clinical evidence.  The 
London quality standards developed address the issues found and represent the minimum 
quality of care patients should expect to receive in every hospital in London.  Compliance 
with these standards would ensure that the assessment and subsequent care of patients 
would be consultant-delivered, seven days a week and consistent across all providers of 
these services.   

The full documents are available at http://www.londonhp.nhs.uk 

 

• Acute medicine 

• Emergency general surgery 

• Emergency departments 

• Critical care 

• Fractured neck of femur 

 

Adult emergency 
services 

• Emergency departments 

• Emergency inpatient medicine 

• Emergency general surgery 

Paediatric 
emergency 

services 

• Applicable to specific parts of the pathway 
requiring care from acute clinicians 
including midwives, obstetricians, 
anaesthetists and neonatologists.  

Maternity 
services 

http://www.londonhp.nhs.uk/
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This report highlights the importance of consultant delivered care and then brings together 
and summarises the findings from each case for change demonstrating where London 
hospitals needs to improve to ensure they deliver safe and high quality consultant 
delivered services 24 hours a day, seven days a week.  

Who was involved in the programme? 

The programme was clinically-led, with Dr Andy Mitchell chairing the Clinical Board that 
was supported by over ninety clinicians from across London’s hospitals forming nine 
Clinical Expert Panels. 

 

 Adult acute medicine – led by Professor Derek Bell, Professor of Acute Medicine, 

Chelsea and Westminster NHS Foundation Trust 

 Adult emergency general surgery – led by Mrs Celia Ingham Clark, Medical 

Director for Quality NHS Commissioning Board  (London)  

 Emergency departments – led by Dr Andrew Hobart, Emergency Medicine 

Consultant, South London Healthcare NHS Trust 

 Adult critical care – led by Dr John Coakley, Intensive Care Consultant and 

Medical Director, Homerton University NHS Foundation Trust  

 Fractured neck of femur pathway – led by Mr Gavin Marsh, Orthopaedic 

Consultant, Croydon Health Services NHS Trust  

 Interventional radiology – led by Dr Robin Evans, Consultant Radiologist, 

Croydon Health Services NHS Trust (until July 2012) and Dr Tarun Sabharwal, 

Consultant Interventional Radiologist, Guys and St Thomas’ NHS Foundation Trust 

(from July 2012) 

 Paediatric emergency medicine – led by Dr Gulamabbas Khakoo, Consultant 

Paediatrician, Hillingdon Hospital NHS Foundation Trust 

 Paediatric emergency surgery – led by Mr Simon Eccles, Clinical Director of 

Paediatrics, Chelsea and Westminster NHS Foundation Trust  

 Maternity services – led by Ms Jane Wilson, Consultant Obstetrician and 

Gynaecologist and Medical Director, Kingston Hospital NHS Trust and Professor 

Jacqueline Dunkley-Bent, Director of Midwifery and Head of Nursing Women’s and 

Children’s, Imperial College Healthcare NHS Trust 

The work was also shaped and informed by an active Patient Panel for Adult Emergency 
Services and a passionate Service User Panel for maternity services.   

 Adult emergency services – co-chaired by Trevor Begg and Arthur Brill  

 Maternity services – chaired by Jane Suppiah 

Patient and service user panel representatives also sat on each of the Clinical Expert 
Panels and Clinical Board to ensure that the patient voice was consistently heard and 
incorporated into the work as it developed.  

The Paediatric Emergency Services review was informed by focus sessions with children, 
parents, carers and representative organisations. 
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The importance of consultant delivered care 

Recommendations from clinical evidence over a number of years have been resoundingly 
clear: early and consistent input by consultants improves patient outcomes. 

Early consultant involvement in the management of patients admitted as an emergency is 
one of the most important factors in patient care8 and working patterns should be set up to 
support this. Delays to both consultant reviews and a lack of senior involvement in patient 
care have been linked to poor outcomes, including mortality9, 10, 11, 12, 13, 14, 15, 16, 17, 18.  

If the NHS in London is to provide more consistent high quality hospital care, it needs to 
ensure that consultants and teams are available seven days a week, 24 hours a day. 
Improvements in heart attack, major arterial surgery, major trauma and stroke services 
have been made by providing consistent, consultant-delivered care, seven days a week 
and patient outcomes have improved.  Since operating a consultant-delivered service 
seven days a week London’s heart attack centres no observed difference is found in 
mortality rates in the week and at the weekend – demonstrating that where systems are in 
place to respond seven days a week, there is a direct effect on mortality rates.  The 
potential impact on patient outcomes and experience of delivering consultant-delivered 
care across all acute emergency and maternity care is vast.  

The Academy of Royal Colleges recently published a report on the benefits of good 
consultant delivered care across all services.19 These can be summarised as improved 
outcomes; efficient and effective use of resources; meeting patient expectations and 
improved patient experience and enhanced junior doctor training.   

Improved outcomes  
Consultants are the most skilled and experienced doctors.  They are therefore able to 
make rapid and appropriate decisions to ensure patients receive the correct diagnostics 
and that they are quickly on the right pathway of care.  This leads to better patient 
outcomes including mortality. This is echoed in findings from numerous National 
Confidential Enquiry into Patient Outcome and Death (NCEPOD) reports published in the 
last twenty years linking improved outcomes with senior assessment and ongoing 
management of acutely ill patients20,21,22. 

The 2011 Hospital Guide published by Dr Foster also demonstrated the impact of senior 
staffing levels on mortality.  Across England senior staffing levels were mapped at a trust 
level and compared to data on the number of beds and the weekend mortality analysis.  
Findings showed that more senior staffing at the weekend is associated with a lower 
weekend mortality rate.  This is demonstrated in figure 1.  

Figure 1:  Mortality ratios in England compared to senior staffing levels 

 

Source:  Dr Foster Hospital Guide 2011 
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Efficient and effective services  
As clinical leaders, consultants are best placed to ensure the most efficient and effective 
use of resources.  Consultants’ greater knowledge and experience and therefore rapid 
diagnosis leads to the most appropriate investigations and interventions first time.  Their 
direct involvement in patient care consequently leads to a reduction in unnecessary 
admissions, lengths of stay and readmission rates. This is of particular importance at 
present as the rising number of patients with multiple medical conditions increases the 
difficulty in making generic treatment algorithms work.   

Meeting patients’ expectations 
Patients want the highest standard of care and their experience is undoubtedly enhanced 
by consultant involvement – their stay in hospital is shortened and their clinical outcome 
improved. This finding has been consistently echoed by the views of patients in the Patient 
and Service User Panels and patient focus sessions as part of the quality and safety 
programme.  

Studies have also found that patient experience is a good indicator for the quality of 
services and it is therefore becoming an increasingly important measure of quality of 
hospital care23,24.   

A recent study of patient ratings of all NHS acute hospital trusts submitted on NHS 
Choices, found that hospitals with better patient ratings tend to have lower mortality rates 
and lower readmission rates.  Findings showed that the top quartile of hospitals compared 
to the bottom quartile had five percent lower mortality rates and 11 percent lower 
readmission rates25.   

It is recognised that patient experience is a far from perfect measure but findings do 
certainly show a general trend that where patients’ rate a hospital highly the clinical quality 
of hospital care is also good.  

Enhanced support for doctors in training 
The implementation of the European Working Time Directive (EWTD) has resulted in 
shorter sessions of work for doctors in training  with complex rotas and more frequent 
handovers. The Collins and Temple reports both found that doctors in training were often 
being poorly supervised and expected to act beyond their competence.26  

There are clear recommendations from the Temple report on the impact of the EWTD that 
training needs to take place in a consultant delivered service27 yet this is not practised 
across the majority of London’s services. This puts patient safety at risk. 

Contributors to the Academy of Royal Colleges’ report were also clear that greater 
consultant presence would not only improve patient care and experience but also improve 
the opportunities for learning and the quality of training for doctors in training, thereby 
improving safety now and creating a sustainable workforce for future services.28  
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Adult emergency services  

The mounting evidence demonstrating a variation in outcomes for patients depending on 
the time of day or day of the week that they are admitted to hospital as an emergency led 
to a review of adult emergency services in London in 201129, 30, 31, 32, 33, 34, 35.   

London hospital-based acute medicine and emergency general surgery services were 
reviewed initially and it was found that there was hugely variable and inadequate 
involvement of consultants in the assessment and subsequent management of acutely ill 
patients – particularly at the weekend, when average consultant cover was found to be 
half of what it was during the week36. 

This review demonstrated that patients admitted to hospital as an emergency at the 
weekend in London had a significantly increased risk of dying compared to those admitted 
on a weekday.  Data showed that a minimum of 500 lives in London could be saved 
every year if the mortality rate for patients admitted at the weekend was the same as for 
those admitted on a weekday.  Reduced service provision, including fewer consultants 
working at weekends, was associated with this higher mortality rate. 

Acute medicine and emergency general surgery  

Inadequate consultant involvement in patient care  
Early consultant involvement in the management of patients admitted as an emergency is 
one of the most important factors in patient care37 and working patterns should be set up 
to support this. Delays to both consultant reviews and a lack of senior involvement in 
patient care have been linked to poor outcomes in patients38, 39, 40, 41, 42, 43, 44, 45, 46, 47.  

The Royal College of Physicians of London and the Royal College of Surgeons of England 
have published recommendations for consultant involvement in patient care.  These have 
been used as the basis for the London quality standards developed by the clinical expert 
panels in these service areas.  These standards are resoundingly clear and London was 
found to be consistently failing to meet these recommendations in a survey of acute trusts 
undertaken in 2011:  

 Consultants should be freed from all other duties when responsible for emergencies. In 
London over half of medical and surgical consultants are not freed of other duties. 

 The first consultant review of a patient should be within 12 hours48, 49. In London, only 
three out of 29 hospitals reported that consultants always reviewed both acute medical 
and emergency surgery patients within the recommended timeframe.  

 Best practice for reviewing acutely ill patients is clear: consultants should be 
undertaking twice-daily ward rounds50 to ensure that every patient is monitored and 
reviewed regularly by an appropriate consultant. During the week all but two hospitals 
undertake twice daily ward rounds or more frequent, however, at weekends this occurs 
in only two-thirds of hospitals.  

For patients, this means that the quality of care they receive is currently compromised, 
especially if they are admitted at the weekend.   

Inadequate diagnostics provision 
Timely diagnostic services and competent interpretation of results in and out-of-hours are 
crucial to providing a safe and efficient acute service to patients51. Evidence has 
demonstrated that significant proportions of inaccurate reporting are due to the 
misinterpretation of results by non-specialists52 or trainees53,  54,  55. Swift access to a 
consultant radiologist, seven days a week, is an important marker of a quality service and 
improves outcomes. Both NCEPOD56 and the Royal College of Radiologists57 state that 
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severely and critically ill patients should have immediate access to radiology services.  
London is currently not meeting these standards: 

 There is considerable variation in out-of-hours cover in ultrasound and CT scanning; 
only just over half of London hospitals have immediate out-of-hours consultant 
reporting58. 

 In the case of interventional radiology, only 28 percent of London sites have a 24-hour 
rota in place; all other sites have either ad-hoc or no provision59. 

The current situation puts patients at risk and compromises the overall quality of a 
patient’s care and outcomes.   
 
Lack of consultant involvement in the operating theatre   
The presence of a consultant surgeon and a consultant anaesthetist in the operating 
theatre significantly improves patient care and outcomes60, 61, 62. The grade and 
experience of the surgeon and anaesthetist conducting the operation should match the 
complexity of the case; a consultant surgeon should be in theatre for all complex cases63. 
Research has found that poor outcomes are associated with unsupervised non-
consultants performing major surgery on emergency patients64. Equally, studies have 
demonstrated that one in five cases of anaesthesia related surgical mortality involved the 
grade of the anaesthetist being too junior or the failure of junior staff to seek senior 
advice65. These outcomes are linked to variations in consultant presence between 
weekdays and out-of-hours66, 67. 

Poor provision of modern surgical techniques 
It is not clinically appropriate that all operations are performed laparoscopically.  However, 
all modern emergency surgical services should be able to offer this service to all patients 
where it is suitable. Laparoscopic surgery is associated with a shorter length of stay and 
fewer complications68, 69, 70, 71, 72. The survey of London acute trusts demonstrated that 
access to laparoscopic surgery was variable and that more than half of the hospitals had 
surgeons on their rota unable to conduct laparoscopic surgery. In several hospitals, less 
than half of the surgeons are trained to offer this procedure. This situation should change 
to improve access to this technique and ensure patients receive the benefits of 
laparoscopic surgery. 

Emergency general surgery is also facing growing pressures on workforce. It is recognised 
that there has been a reduction in the number of trainee doctors on rota due to the 
European Working Time Directive (EWTD); this has increased the demand for senior 
consultant presence within the hospital during the day and night. The EWTD limitations 
have also affected the training timetable; therefore whenever doctors in training are on the 
rota they should work directly with a consultant to ensure they receive the adequate level 
of training required. 

The increase in sub-specialisation within surgery has resulted in fewer consultant 
surgeons being eligible to staff general emergency surgery rotas.  There is also literature 
that supports the view that surgeons who perform a high volume of procedures tend to 
have better outcomes73,74. 

An appropriately trained and available workforce with sufficient volumes to maintain their 
skills is needed to ensure the sustainability of future services.  
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Emergency departments 

Patients are guaranteed access to an emergency department 24 hours a day, seven days 
a week and patients presenting to hospital as an emergency have little choice as to where 
or when they attend hospital.  The work of an emergency department is unbounded; it 
provides care for emergency conditions – illness and injury of all severities – of all types 
and for patients of all ages, twenty-four hours a day, seven days a week. Attendances at 
London’s emergency departments over the past eight years have risen by over sixty 
percent to over 3.5 million in 2010/11. This has resulted in an increased workload in terms 
of numbers and acuity. 
 
Lack of appropriate staffing in emergency departments 
Proper staffing is the ‘single most important factor’ in providing a high quality, timely and 
clinically effective service to patients75. There is a need to ensure a balanced workforce 
within an emergency department in order to provide a safe service. The UK’s historical 
model of staffing within emergency departments, which resulted in the majority of care 
being delivered by ‘inexperienced doctors in training ’, is inappropriate76. More recent 
studies of the performance of doctors in training highlight that they are seeing fewer 
patients than their predecessors77 and feel less confident in their clinical skills78. 
 
There is evidence to suggest that consultant-delivered care in an emergency department 
improves outcomes and brings benefits including:  

 Enhanced and more timely clinical decision making; 

 Increased supervision of more junior members of the team;  

 Reduced numbers of serious untoward incidents;  

 Less unplanned returns to the emergency department; and,  

 Fewer misinterpreted x-rays that result in missed diagnoses.  
 
Recent studies79, 80 also found that consultant-delivered care in emergency departments 
contributed to cost savings and increased service efficiency. Additionally, a recent study 
highlighted that a consultant based service offers many advantages that cannot be 
matched by either junior or middle grades81. 
 
Significant variation exists in the number of hours that consultants are present between 
London’s emergency departments. Marked variation also exists in working practices 
during weekdays and weekends across the capital’s emergency departments. Weekday 
consultant presence ranges from eight to sixteen hours, whilst weekend consultant 
presence ranges from zero to fourteen hours. Data shows that emergency department 
attendances peak in the evening hours but many of London’s emergency departments are 
unable to provide consultant presence during this time. Additionally, to ensure the delivery 
of high quality emergency medicine, the involvement and input of experienced and 
competent emergency medicine doctors twenty-four hours a day is required82. This senior 
presence and involvement leads to appropriate review of patients and has a positive 
impact on patient outcomes. 
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Figure 2: Consultant presence in London’s emergency departments, 2012  

 

Source: London Quality and Safety Programme Audit 2012 (figure excludes major trauma centres) 

The emergency department requires designated nursing staff based on minimum levels to 
meet service requirements however there is significant variation in nursing management 
across emergency departments. Several reports83, 84 have highlighted high rates of 
nursing vacancy and inadequate skill mix within the emergency department, which can 
lead to poorer outcomes for patients85, 86. Several reports87, 88 highlight that where care 
has been found to be poor, the majority of care was delivered by unregistered staff with 
insufficient nurses to supervise them.  It has been demonstrated89 that as the percentage 
of healthcare assistants rises, combined with increased bed occupancy, mortality rates 
can rise.  
 
Crowding and untimely patient flow 
Ensuring patient flow through the emergency department is a vital element of providing a 
high-quality and safe service. Patients attending London’s emergency departments (on 
average) typically spend a greater length of time in an emergency department than the 
England average; length of stay is generally greater during evenings when departments 
are busiest and staffing and support services are often reduced.  
 
This includes a reduction in supporting services such as diagnostics. The safe delivery of 
care in an emergency department depends on timely access to diagnostics and 
investigations. Early access to diagnostics can also prevent unnecessary admission to 
hospital, therefore providing better outcomes for patients. Emergency departments should 
have unrestricted access to imaging to allow immediate investigation of potentially life 
threatening conditions. Additionally, poor patient flow and emergency department 
overcrowding90 can be associated with a lack of support from inpatient specialties, wards.  
 
If patient flow is not addressed through the timely availability of senior staff and support 
services, patient safety could be compromised and have a significant impact on critically ill 
patients.  
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Adult critical care  

Critical care is a vital component of high quality emergency care91, caring for the sickest 
patients with the highest mortality rates.  Whilst London’s critical care units currently 
achieve mortality rates within expected ranges, variation is found in other areas such as 
premature and delayed discharges; discharges that occur out-of-hours; delayed 
admissions; non-clinical transfers and the critical care response outside of the unit - these 
factors all impact on patient outcomes and patient experience and need to be addressed.  

Early referral and the critical care response to acute wards  
The critical care pathway begins well outside the intensive care unit, and outcomes are 
influenced by early detection of critical illness, senior physician or surgeon involvement in 
referral, and prompt access to critical care beds.  A whole-hospital approach to critical 
illness should be a foundation stone of critical care. 

Clinical deterioration can occur at any time and failure to recognise it and act appropriately 
can impact significantly on outcomes92,93. A 2005 NCEPOD report found that of those 
patients who had been in hospital for more than 24 hours prior to critical care admission, 
66% had shown physiological instability for more than 12 hours94.   

Inconsistent consultant involvement in critical care 
The involvement of a consultant intensivist in admissions and subsequent assessment and 
reviews of patients is vital to direct patient treatment plans and improve outcomes95,96. 
Critical care compares favourably to other clinical service areas when it comes to on-site 
presence, however, this varies between providers and results in a clear disparity in the 
immediacy of consultant availability. 

Figure 3: Are high risk/ unstable patients that are admitted to critical care reviewed 
by a consultant intensivist within 1 hour? 

 
Source: London Health Programmes audit 2012 

In addition, one in every five units in London still has consultants that undertake other 
clinical duties when responsible for admissions to critical care units. Having a consultant 
engaged in other commitments, such as being jointly responsible for anaesthesia or 
medicine at the same time as being rostered for intensive care unit is not consistent with 
providing good, responsive care by consultant intensivists to critically ill patients. 

Poor hospital flow and capacity management  
Poor hospital flow and poor capacity management can lead to patients being discharged 
from the critical care unit at a time dictated by something other that their care needs. It is 
well established that premature and out-of-hours discharges from critical care are 
associated with increased mortality, with one study showing patients’ chance of dying was 
nearly double when discharged between 20.00-08.00 as opposed to 08.00-20.0097. As 
shown below, the rate of premature discharges out of hours is more than double the rate 
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in hours with some units in London having over 10% of discharges taking place out-of-
hours.  Out-of-hours discharge also means patients are more likely to be discharged to a 
ward which will be unfamiliar to them and possibly without the involvement of a consultant 
intensivist98,99. 

Figure 4: The premature discharge rate of patients from critical care units 

 
Source: ICNARC 

Insufficient capacity also leads to non-clinical transfers to another hospital critical care unit.  
These transfers have no benefit to the patient and often increases a patient’s stay on a 
unit. Whilst it is not feasible for hospital resources to meet every peak in demand, we 
should ensure that transfers of this nature are minimised and happen only as a result of a 
genuine peak in demand rather than a consistent failure to provide sufficient capacity. In 
London there is notable variation in the number of patients transferred between units with 
a similar number of admissions, ranging from two to 25 over a twelve month period. This 
would indicate that some units are unable to meet demand on a regular basis.  

Variation in qualifications of nursing staff 

Nursing quality is vital to effective high quality critical care. Several reviews have 
recommended increasing the proportion of nurses in the critical care unit who have a 
specific qualification or specifying that the majority of critical care nurses undertake 
specific post-registration training100,101. Level 2 and 3 critical care should only be 
performed by staff that are properly trained, are of appropriate seniority and are solely 
dedicated to critical care. 

Variation in critical care provision 

The positive effect of adequate critical care provision has been demonstrated and 
correlated with mortality rates102.  However, the proportion of critical care beds to general 
and acute beds in hospitals across London and their associated occupancy rates varies 
significantly. Excess capacity can lead to patients remaining inappropriately on a critical 
care unit, which drives up healthcare costs and impacts on patient experience. 
Conversely, insufficient capacity can lead to excessive non-clinical transfers. 

Conclusion 

Although London performs within expected ranges of mortality, service provision still 
varies between providers and depending on the time of the week. Providing the right level 
of critical care resource and ensuring effective patient flows throughout the hospital also 
remains a significant challenge.   
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Fractured neck of femur pathway  

Patients admitted with a fractured neck of femur have a ten percent chance of dying within 
one month and numerous reports are continuing to identify links between these poor 
patient outcomes and a lack of senior clinical involvement in care and organisational 
failings.  It is vital that London hospitals deliver a consistently safe and high quality service 
to address these failings and ensure patients achieve the best possible outcomes103,104,105. 

The key early indicator of a patient’s outcome is the time from their admission to the time 
of their operation. 106,107,108  To ensure operations are performed without delay all fractured 
neck of femur patients should be medically optimised quickly for surgery; this requires 
early assessment and ongoing direct involvement in patient care from a range of 
consultants and this needs to be happening consistently across all seven days of the 
week, this is not currently happening across hospitals in the capital.    

Unacceptable variations in patients’ outcomes 
The chances of dying if operated on after two days following admission is nearly 40 
percent greater than if operated on in less than two days.  It is therefore unacceptable that 
patients in London are consistently experiencing these delays.  As shown in figure 5 data 
from 2011/12 shows that almost a third of London hospitals trusts had at least 20 percent 
of their operations carried out after two days of admission to hospital109.  Furthermore 
patients admitted on a Friday and Saturday are 20 percent more likely to wait over two 
days for their operation; this suggests historical working patterns rather than medical 
reasons are the main causes of these delays110. 

Figure 5: Percentage of hip fracture operations not carried out within two days 
(2011/12) 

 
Source: National Hip Fracture Database 2012 

 

As well as an increased chance of dying these longer waits also impact on a patient’s 
experience; their stay in hospital is unnecessarily longer; and it often leads to additional 
complications such as pneumonia and pressure sores.111,112   A recent review found that 
earlier surgery was associated with a 41 percent decreased chance of developing 
pneumonia whilst in hospital and a 52 percent decreased chance of developing pressure 
sores113.   
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Reasons for the delays  
For a minority of patients there may be clinical reasons for delays to surgery, such as 
medical stabilisation and the treatment of co-morbidities.  However, delays that are related 
to a poorly functioning system should not be occurring114.  A review of the reasons for 
delays in London showed that the two main reasons for delays were because of working 
arrangements rather than medical reasons, with 33% due to waiting for medical review 
and 33% due to waiting for theatre space115.  

Inadequate consultant involvement 
All fractured neck of femur patients should be assessed and prepped quickly for surgery 
and operations should be performed without delay; this requires early assessment and 
ongoing direct involvement in patient care from a range of consultants and this needs to 
happen consistently across all seven days of the week.   

This is not currently happening across hospitals in the capital due to a inadequate and 
variable availability of consultant physicians and geriatricians, consultant orthopaedic 
surgeons and consultant anaesthetists, and even more so at weekends. During weekdays 
in London only one third of hospitals consistently have a consultant orthopaedic surgeon 
assess patients within 12 hours of admission, this drops by almost half during the 
weekend.  

Timely assessments by consultant geriatricians or physicians to ensure patients are 
medically optimised for surgery are also not happening consistently with only half of 
London hospitals assessing patients within 12 hours during the week, reducing to only 
‘sometimes’ or ‘rarely’ at the weekend.  This level of consultant involvement for such a 
fundamental part of the patient pathway is unacceptable. 

The presence of a consultant orthopaedic surgeon and a consultant anaesthetist in the 
operating theatre also significantly improves patient care and outcomes116, 117, 118.  This is 
not happening consistently in London.  

As early as 1989 the Royal College of Physicians recommended that all fractured neck of 
femur patients should be operated on within 24 hours119 and this is now best practice in 
Scotland with over 80% of patients now operated on within 24 hours.  With delays so 
closely linked to a patient’s outcome the current situation in London is unacceptable.  

Multidisciplinary input 

Rehabilitation and secondary prevention are crucial components of the multi-disciplinary 
input required to deliver high quality post-operative care to hip fracture patients’ however 
this is inconsistent London hospitals, especially out of hours and at the weekends. In 
London there is a stark variation in the availability of multi-disciplinary therapy services 
between weekdays and weekends, resulting in insufficient quality of rehabilitation care for 
the patient. London hospitals should provide accessible multi-disciplinary services seven 
days a week to ensure patient are given the best chance of recovery. 
 
Conclusion 
The significant variations in outcomes for fractured neck of femur patients in London that 
currently exist is unacceptable. The London quality standards that address the variability in 
care currently identified across London will ensure high quality and safe care for some of 
London’s frailest patients.  
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Paediatric Emergency Services   

Data analysed for 2009/10 shows that when compared to the rest of the country, London 
has higher mortality rates for paediatric emergency admissions. Further analysis of this 
data found that in-hospital mortality rates among children in London have been rising over 
the last five years, particularly for respiratory patients, this is in contrast to mortality rates 
among other regions as shown in figure 6. 

 Figure 6: Emergency in-hospital mortality, 2005 to 2010 – 3 year rolling averages  

 

Source: Dr Foster  

* In order to calculate standardised mortality rates, the expected mortality will always be set at 100 

Child death reviews have highlighted that regardless of where the child dies – primary, 
secondary or tertiary care – there are often avoidable factors in secondary care. These 
avoidable factors included major failings in the recognition and management of serious 
illness in children120 such as:  

 Failure to take sufficient care with history and examination;  

 Inadequate observation;  

 Failure to recognise complications;  

 Failure to follow national guidelines; and  

 Errors by junior and unsupervised staff.  
 

The capital’s upward mortality trend highlights the urgent need to ensure emergency 
services in secondary care are safe and of consistently high quality to achieve the best 
possible outcomes for children in London.  

Failure to meet national recommendations 
In December 2010 the Royal College of Paediatrics and Child Health (RCPCH) published 
ten minimum standards for acute, general paediatric care121. These standards are 
intended to support a safe and sustainable quality paediatric service for children and 
young people. The national review of paediatric services122 highlighted that all children and 
young people should be able to receive high-quality care, delivered by trained and 
competent professionals in a timely manner and in appropriate settings. Currently, many 
hospitals in London are not meeting all of the Royal College recommendations, and in 
some instances need to go beyond these recommendations to improve outcomes for 
children and young people.  
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Lack of involvement from appropriately trained staff in emergency departments  
Paediatric emergency attendances are increasing nationally. Compared to the rest of the 
country, London has some of the highest rates of emergency department attendances for 
children123. Once children and young people present to secondary care every attempt 
should be made to minimise hospital admission rates and ensure short lengths of stay by 
providing early and comprehensive assessments and treatments by experienced and 
competent children’s doctors and nurses124. 
 
There is evidence to suggest that paediatric emergency departments may have a 
significant impact in reducing childhood admissions125. However, across many of London’s 
emergency departments there is a mix of both adult and paediatric trained professionals 
seeing and assessing children, and in some cases trainee doctors  with no postgraduate 
training in paediatrics. Reports have outlined that this can lead to errors and is 
compounded when such assessments take place in settings where there is no supervision 
by an experienced specialist/ paediatrician126. 
 
Evidence suggests that an increased presence of emergency consultant staff to allow for 
early decision making has a positive impact and leads to better outcomes in emergency 
departments and coincides with a decreased percentage of children admitted, complaints 
to the department and average waiting times127. However, current models of care in the 
capital’s hospitals are such that children are often admitted unnecessarily when alternative 
management plans might be appropriate. 
 
The NHS London 2011 Survey of Paediatric emergency services found that many 
hospitals are not meeting best practice recommendations for the provision of their 
emergency services for children. Analysis across London’s emergency departments 
highlights that significant variation exists in the number of hours a consultant is expected 
to be present in the emergency department. In most hospitals, weekday consultant 
presence onsite is much greater than at the weekend. Additionally, almost half of London’s 
emergency departments do not have a paediatric trained nurse on duty at all times. This 
suggests that the capital’s hospitals need to ensure that the appropriate levels of trained 
staff are in place to ensure the delivery of high-quality and safe care. 
 
A lack of senior involvement in patient care 

A lack of consultant involvement in decision making is associated with poorer outcomes 
for patients. Consultant presence allows early decision-making however, there is 
considerable variation in the number of hours on-call consultant paediatricians are on-site 
during the week and the situation worsens at weekends. Variation also exists between 
sites with the number of hours the on-call paediatric consultant is expected to be onsite 
with weekday hours ranging from eight to twenty-four hours and weekend hours ranging 
from two to twenty-four hours.  
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Figure 7: Number of hours the on-call paediatric consultant is expected to be onsite 

 

Source: London Paediatric Emergency Services Survey 2011 (ICH-CXH does not admit paediatric 
emergency admissions)  

Along with early consultant assessment, evidence suggests that regular consultant review 
can improve quality and patient experience – ensuring patients start on the right pathway 
and decreasing inappropriate admissions and length of stay in hospital. Nearly one-third of 
the capital’s hospitals do not provide consultant review of paediatric emergency medical 
admissions within 12 hours during the week. The situation worsens overnight and at 
weekends. Furthermore, best practice recommends that consultant ward rounds should be 
undertaken at least once per day, ideally twice per day. Across London, just over half of 
hospitals undertake the ideal twice daily ward rounds during the week and just two hospital 
comply with this recommendation at the weekend. In addition, national guidance 
recommends that consultants should be free from all clinical commitments when 
responsible for emergency admissions. In London, one third of hospitals are not meeting 
this guidance for paediatric medical care.  

Failure to recognise the critically ill child 

One of the most important clinical skills required of doctors and other health professionals 
is an ability to recognise severe illness in a child and to then act on this recognition to 
appropriately manage the child. The CEMACH (Confidential Enquiry into Maternal and 
Child Health) pilot study Why Children Die found that one quarter of the deaths included in 
the study could have been prevented and that a major factor was shortcomings in the 
recognition and management of the acutely ill child128.  

Some hospitals do not have a policy to identify particularly sick children and to manage 
them and provision of this care is variable across London’s hospitals. There is variation in 
the provision of ward-level high-dependency care across London’s hospitals and often 
nursing and medical staff do not possess the appropriate skills to care for them. This 
results in difficulty when hospitals are required to transfer these children. 
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Paediatric emergency general surgery  

Surgical emergencies in children make up an estimated 10 to 20 percent of overall 
hospital emergency surgery workload. In a recent NCEPOD study, the authors found that 
in every area reviewed there was room for improvement, reflecting a failure to meet the 
standards that children deserve and are entitled to expect129.  In the overall assessment of 
care NCEPOD found that only 71 per cent of cases were ‘good practice’.  The remaining 
cases were of a quality that the authors would not accept from themselves.  
 
Failure to meet national recommendations 
For paediatric emergency surgery, it is important that decisions to operate are taken in 
agreement with a consultant as a senior, surgical decision maker with input from 
anaesthesia and medicine, as well as the patient and/or their parent or carer. London’s 
hospitals are not currently meeting Royal College of Surgeons, Royal College of 
Anaesthetists and NCEPOD recommendations which has resulted in variable surgical and 
anaesthetic staffing levels out-of-hours; too many children being treated by surgeons who 
specialise in operating on adults; and the appropriate skill mix and environment to safely 
anaesthetise and recover children not always being available. 
 
Inadequate consultant involvement 
Several major reports have identified a link between inadequate early consultant 
involvement and poor outcomes, including increased mortality. Currently in London, 
consultant review of admissions within 12 hours takes place in just over half of hospitals 
during weekdays. The situation worsens at the weekend with just under one-third of 
hospitals reviewing emergency admissions within 12 hours. This suggests that it is not 
always possible to input effectively into the decision making process that patients need, 
and that best practice demands. 
 
Additionally, national recommendations and best practice state that on-take consultant 
surgeons should not have any other planned commitments whilst they are responsible for 
paediatric emergency surgical admissions.  Almost half of London hospitals do not meet 
this recommendation and consultants are therefore not able to focus on emergency 
admissions and ensure appropriate input to children’s care. Less than one third of sites 
reported that they meet the Royal College of Surgeons’ recommendation which states that 
paediatric surgical admissions must always be operated on within 24 hours of admission. 
Furthermore, almost 50 percent of London sites reported that they do not always have an 
anaesthetist with paediatric training on call for paediatric emergency cases.  
 
Ineffective networks 
A number of standards and guidelines around paediatric emergency surgery have also 
consistently recommended that services could be effectively co-ordinated within a 
network. In London, fewer than half of the hospitals reported they were part of a surgical 
clinical network and clinical expert panels have stated that even where hospitals are part 
of a network they often do not function effectively. Evidence has found that delays in 
transferring within networks have a negative effect on patient’s outcomes.  
 
Most London hospitals are not meeting best practice recommendations for the provision of 
their paediatric emergency services. In particular the variation in quality of emergency care 
services across London, especially out-of-hours, must be reduced; and the current 
patterns of workforce are not sustainable in the long term and need to be addressed.  
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Maternity services  

Giving birth should be a happy and healthy event and every woman should feel safe and 
cared for whatever time of the day or night they have their baby, or where they give birth. 
However, for some time, London’s maternity services have struggled to meet national 
standards for patient safety and maternal outcomes, and women’s experiences during 
childbirth fall below that of the rest of the UK. Variation in service provision, maternal 
outcomes and women’s experiences has been found across providers in London. 

In London there is a steady increase in the number and complexity of births, a trend which 
is predicted to continue. The risk of medical complications makes early management of 
complications by a skilled and competent workforce essential to deliver a safe and high 
quality maternity service for all women and their babies seven days a week, 24 hours a 
day. 

Avoidable factors in maternal deaths 
Any preventable maternal death is unacceptable. The 2011 Centre for Maternal and Child 
enquiries report130 reviewed 42 deaths of women that died in London’s hospitals or at 
home whilst pregnant or within 6 months of giving birth, over an 18 month period (January 
2009 – June 2010). Seventy percent of the direct maternal deaths and 58 per cent of the 
indirect maternal deaths were found to have avoidable factors. These avoidable factors 
included delays in recognising a woman’s high risk status, junior staff not being properly 
supervised, and delay in referrals to an appropriate specialist leading to delays in or 
inappropriate treatment. These factors all highlighted a lack of education, knowledge, 
training, experience and inadequate supervision and leadership. 

The rate of maternal deaths in London has risen in the last five years; reaching more than 
twice the rate of the rest of the UK131. 

Unacceptable variation in midwifery staffing levels 
Midwives provide care for all pregnant women. Experienced midwives have invaluable 
skills in recognising risk and referring appropriately132. The London maternal death review 
found that a failure or delay in referring to a specialist was an avoidable factor in 15 
deaths133. 

There is clinical consensus that women in established labour should be provided with 1:1 
midwifery care. Research134 found that women provided with continuous support were 
more likely to have shorter labours and spontaneous vaginal births, and were less likely to 
have caesarean sections, intrapartum analgesia or report dissatisfaction. Evidence shows 
variation in midwifery service provision across London is linked to a variation in maternal 
outcomes.135 The London maternal death review found that several deaths occurred when 
activity in a maternity unit was high and 1:1 care could not be achieved136.  

There is wide variation in midwifery staff skill-mix within London hospitals and currently 
only seven maternity units are meeting midwifery staffing ratio recommendations137. Figure 
8 shows the variance between the recommended number of midwives and the actual 
number across London’s maternity units. 
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Figure 8: Variance between recommended number of midwives and actual midwives 
across London’s maternity units 

 

Source: Local Supervising Authorities of London, 2011 
 *Now part of Barts Health NHS Trust 

 
Inadequate consultant presence in obstetric units  
Consultant obstetricians generally provide care for high-risk women with complex medical 
or obstetric needs. Consultant presence brings experienced decision making, prioritisation, 
experience of managing high risk pregnancies and leadership in a complex environment. 
They are required for ongoing clinical decision making and, acute, severe and often 
unpredictable, life-threatening emergencies. With the growing complexity of case mix, 
increases in births with complications and a reduction in trainee hours and experience, 
there is a need to increase consultant presence to improve outcomes138. For healthy 
women with low-risk pregnancies, evidence has shown that it is safe to give birth in a 
midwifery led setting with the midwife as the lead professional.139 

There are national recommendations for obstetric consultant presence on labour wards in 
several publications from the Royal College of Obstetrics and Gynaecologists (RCOG)140 
141 as well as the Safer Childbirth (2007) recommendations142. However, there is 
significant variation across London units in meeting these recommendations. As illustrated 
in figure 9 only eight obstetric units in London achieve the Safer Childbirth 
recommendations in 2012. The expected hours of consultant presence in an obstetric unit 
is based on the number of births per year. 

The RCOG143 144 has described the presence of consultant obstetricians on labour wards 
as “woefully inadequate” against current recommendations and proposes that the national 
recommendations should be changed to 24 hours a day, seven days a week presence to 
reflect the increase in the complexity of births.  

Women give birth at all hours of the day and night in all obstetric units regardless of the 
unit size and therefore to restrict consultant presence on the basis of unit size is not 
justifiable on the basis of safety. Consultant presence 24 hours a day, seven days a week 
in a labour ward would ensure the safety of women regardless of what time they happen to 
give birth.  
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Figure 9: Achievements of consultant labour ward cover recommendations in 
London’s maternity units as of March 2012 

 

Source: London Quality and Safety Programme Audit 2012  

Mother’s satisfaction is below the national average 
Women’s experience of maternity care is well recognised as a good indicator of the quality 
of services. A 2010 maternity satisfaction survey showed significant variation145 in 
women’s satisfaction with acute maternity services in London with all but four Trusts falling 
below the national average. Furthermore, London’s maternity services are the least well 
performing nationally. Quality standards should seek to improve women’s experience of 
maternity services to bring all Trusts in line with the best performing Trusts nationally. 

The need for high quality and safe maternity services 
Every woman should feel safe and cared for when having a baby. Yet service provision 
varies across London and there is evidence that links this variation to a variation in 
maternal outcomes and women’s satisfaction with maternity services. With an increasing 
number of complex births in the capital London’s maternity services face some significant 
challenges over the next few years. There is a need to ensure that every woman giving 
birth, and her baby consistently receives high quality and safe maternity care seven days a 
week, 24 hours a day.  
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Conclusion  

This case for change has demonstrated that acute emergency and maternity services 
across London are not currently set up to deliver the safe and high quality care that 
patients expect, and patient outcomes are being compromised.   

Stark variation in service provision across London has been demonstrated. This variation 
exists between hospitals and within hospitals - between weekdays and weekends. 
National recommendations around consultant involvement are not being met and research 
has made clear links between poor consultant involvement in patient care and poor 
outcomes, including mortality, yet the availability of consultants across London is still 
inadequate.   

The benefits of seven day, consultant-delivered services are clear: 

 Improved outcomes for patient due to rapid and appropriate decision making and 

the most clinically skilled interventions; 

 Skilled judgement and performance leading to effective services and the more 

efficient use of resources; 

 Meeting patient expectations and improving the patient experience; 

 Enhanced training for specialist registrars and core trainees 

These benefits have already been demonstrated in London, with the success of changes 
in hyper acute stroke services, heart attack services, and major trauma services.  The 
changes in these services have meant more consistent services with direct consultant 
involvement, seven days a week and this has enabled improvements in care, 
improvements in experience and improvements in outcomes, including a reduction in 
mortality. 

Clinical expert and patient and service user panels have therefore developed London 
quality standards that address the issues found and the variability in care that currently 
exists across London in acute emergency and maternity services.   

Significant engagement during the development of the clinical quality of standards has 
been undertaken including with Royal Colleges and other representative bodies.  Four 
large stakeholder events were also held, in total attended by over 400 people including 
patients, primary and secondary care clinicians, commissioners and professional 
representative organisations, to seek feedback on the case for change and London quality 
standards 

The London quality standards represent the minimum quality of care patients should 
expect to receive in every hospital in London.  Compliance with these standards will 
ensure that the assessment and subsequent care of patients would be consultant-
delivered, seven days a week and consistent across all providers of these services.   

As demonstrated by improvements in heart attack, major arterial surgery, major trauma 
and stroke services, the potential impact on patient outcomes and experience of providing 
consistent consultant-delivered care and delivering the London quality standards across all 
acute emergency and maternity care is vast.  
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Appendix 1: Glossary 

Acute medicine: That part of general (internal) medicine concerned with the immediate 
and early specialist management of adult patients suffering from a wide range of medical 
conditions who present to, or from within, hospitals, requiring urgent or emergency care. 

Acute trust: NHS acute trusts manage hospitals. Some are regional or national centres 
for specialist care; others are attached to universities and help to train health 
professionals. Some acute trusts also provide community services. 

Anaesthetist: An essential member of the surgical team involved in developing 
treatments to relieve chronic pain and offer intensive care support.  

Analgesia: Any member of the group of drugs used to relieve pain. 

Caesarean section (or C-Section): Delivery of the baby through a surgical incision in the 
mother’s abdominal wall and uterus. 

Critical care: A branch of medicine concerned with life support for critically ill patients. 

Direct maternal deaths: The result of a complication of the pregnancy, delivery, or 
management of the two. 
 
Emergency admission: An admission that is unpredictable and at short notice because 
of clinical need. 
 
Emergency department (ED): Also know as accident and emergency (A&E), emergency 
room (ER) or casualty department, is a medical facility specialising in acute care for 
patients who present without prior appointment, either by their own means or by 
ambulance. 
 
Emergency general surgery: Unplanned/non-elective/emergency general surgical 
procedures for example, surgery for abdominal disease, and includes patients who are 
already in the hospital and develop a need for surgery. 
 
European Working Time Directive (EWTD): A collection of regulations concerning hours 
of work, designed to protect the health and safety of workers. 
 
Fractured neck of femur: A crack or break in the top of the thigh bone (femur) close to 
the hip joint. 
 
Geriatrician: A physician who specialises in the care of elderly people. 

High dependency unit (HDU): A designated area offering facilities for patients who need 
more intensive observation, treatment and nursing care than is possible in a general ward 
but slightly less than that given in intensive care.  
 
Imaging: The process use to create images of the human body for clinical purposes 
seeking to reveal, diagnose, or examine disease.  
 
Indirect maternal deaths: A pregnancy-related death in a woman with a pre-existing or 
newly developed health problem unrelated to pregnancy. 
 
Intensive care unit (ICU): A designated area offering facilities for the prevention, 
diagnosis and treatment of multiple organ failure. 
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Intensivist: A physician who specialises in the care of critically ill patients, usually in an 
intensive care unit (ICU). 

Interventional radiology: A subspecialty of radiology in which minimally invasive 
procedures are performed using image guidance. Some of these procedures are done for 
purely diagnostic purposes, while others are done for treatment purposes. 

Intrapartum: During labour. 

Intrapartum analgesia: Pain relief during labour. 

Labour: The process of childbirth, from the start of regular contractions and dilation of the 
cervix to the delivery of the baby and the placenta. 

Laparoscopic surgery: A modern surgical technique in which operations in the abdomen 
are performed through small incisions, also called minimally invasive surgery, bandaid 
surgery and keyhole surgery. 

National Confidential Enquiry into Patient Outcome and Death (NCEPOD): A national 
organisation whose purpose is to assist in maintaining and improving standards of medical 
and surgical care for the benefit of the public by reviewing the management of patients, by 
undertaking confidential surveys and research, and by maintaining and improving the 
quality of patient care and by publishing and generally making available the results of such 
activities. 
 
Non-clinical transfer: The transfer of a patient for reasons other than their clinical need, 
most commonly due to the unavailability of an intensive care bed in the hospital they are at 
when they become unwell enough to need it. 
 
Obstetrics: The medical specialty that deals with care for women during pregnancy, 
childbirth and the postnatal period. 
 
Obstetric unit (OU): A unit which specialises in delivering babies by obstetricians. 
 
Paediatrics: The branch of medicine that deals with the medical care of infants, children 
and adolescents.  

Radiologist: A medical specialist that uses imaging to both diagnose and treat disease 
visualised within the human body. 

Respiratory:  The anatomical system that includes the lungs, airways and respiratory 
muscles. 
 
Royal College of Obstetricians and Gynecologists (RCOG): An independent 
membership organisation which provides support and training to enable obstetricians and 
gynaecologists to achieve and maintain the highest standards of patient care. 
 
Royal College of Paediatrics and Child Health (RCPCH): Responsible for training and 
examining paediatricians in the UK, and sets standards for professional and postgraduate 
medical education.  
 
Royal College of Physicians (RCP): An independent membership organisation which 
supports and represents physicians and engages in physician development and raising 
standards in patient care. 
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Royal College of Surgeons (RCS): An independent membership organisation which 
provides support and training to enable surgeons to achieve and maintain the highest 
standards of patient care. 
 
Ultrasound: A painless test that uses sound waves to create images of organs and 
structures inside the body.  
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Appendix 3: Provider codes 

BCFH Barnet and Chase Farm Hospitals NHS Trust 

BCFH-BH 

 

Barnet Hospital 

BCFH-CF 

 

Chase Farm Hospital 

BHRT Barking, Havering and Redbridge University Hospitals NHS Trust 

BHRT-KG King George Hospital 

BHRT-QH Queen’s Hospital 

BHT Barts Health NHS Trust 

BHT-RL The Royal London Hospital 

BHT-NUH Newham University Hospital  

BHT-WXH Whipps Cross Hospital  

C&WFT Chelsea and Westminster NHS Foundation Trust  

C&W Chelsea and Westminster Hospital  

CHS Croydon Health Services NHS Trust 

CUH Croydon University Hospital 

EH Ealing Hospital  

ESH Epsom and St Helier University Hospitals NHS Trust 

ESH-EH Epsom Hospital 

ESH-SH St Helier Hospital 

GOSH Great Ormond Street Hospital for Children NHS Trust  

GSTT Guy's and St Thomas' NHS Foundation Trust 

GSTT-GH Guy’s Hospital  

GSTT-ST St Thomas’ Hospital 

THHFT The Hillingdon Hospitals NHS Foundation Trust  

THH The Hillingdon Hospital  

HUH Homerton University Hospital  

ICH Imperial College Healthcare NHS Trust 

ICH-CXH Charing Cross Hospital 

ICH-HH Hammersmith Hospital 

ICH-SM St Mary’s Hospital 

KCH King's College Hospital  

KH Kingston Hospital  

LHT University Hospital Lewisham   
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NMUH North Middlesex University Hospital NHS Trust 

NWLH North West London Hospitals NHS Trust 

NWL-NPH Northwick Park Hospital 

NWL-CMH Central Middlesex Hospital 

RBH Royal Brompton and Harefield NHS Foundation Trust 

RFLFT Royal Free London NHS Foundation Trust 

RFL Royal Free Hospital 

RMH The Royal Marsden NHS Foundation Trust 

RNOH Royal National Orthopaedic Hospital NHS Trust 

SGH St George's Hospital 

SLH South London Healthcare NHS Trust 

SLH-PRUH Princess Royal University Hospital 

SLH-QEH Queen Elizabeth Hospital 

SLH-QMS Queen Mary’s Hospital 

UCLH University College London Hospital 

WH The Whittington Hospital  

WMUH West Middlesex University Hospital  
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