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Delivering high‐quality, safe and
person‐centred care to all our patients is our
hospital’s first and most important
strategic objective.
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From the very young to older people ‐ 30,000 patients are
admitted to our hospital every year for emergency or
urgent care. We want to provide them all with high‐standards
and an exceptional patient experience.
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Part 1
Our Approach to Quality
Delivering high‐quality, safe and person‐centred care is our hospital’s most important strategic objective. Our
Quality Strategy (http://bit.ly/1vrPmBR) sets out how we intend to achieve this goal over the next three years –
and what improvements we’re making along the way. Our Board of Directors has adopted a ‘board to ward’
approach to assure itself that our hospital is achieving high‐standards of performance and providing the very best
care for all our patients. The Quality Accounts are published every year to demonstrate our progress and to show
how we intend to continue to improve the services we provide.

What are Quality Accounts for?
Quality Accounts are annual reports to the public about the quality of services that providers of healthcare
deliver. They also show how they are performing against key standards and targets; and they explain their plans
for continuous improvement. Quality Accounts allow:
•
•
•

Patients and their carers to make well‐informed choices about who they’d like to provide their healthcare;
NHS Foundation Trust Governors and the public to hold providers to account for the quality of the services
they provide and deliver; and
Boards of NHS providers to report what improvements they’ve made to their services ‐ and what their
priorities are for the following year.

How do we Improve Quality?
Improving the quality of our services involves looking at these three important factors:
•
•
•

Safety
Patient experience and
Clinical effectiveness

Our Quality Account this year outlines our priorities and performance in these three areas, the improvements we
have made during 2013/14 and sets out what we intend to work on next year (2014/15). Our report also includes
feedback from our patients, governors and commissioners on how well they think we are doing.

About Chesterfield Royal Hospital NHS Foundation Trust
In April 2014 we celebrated the 30th anniversary of the hospital as it is today, based about a mile outside of
Chesterfield’s town centre. We are proud to care for the people of Chesterfield and North Derbyshire (and
beyond) and nowadays more than 400,000 people rely on us for their healthcare. As a district general hospital we
provide a full range of acute services, including 24‐hour emergency care and specialist children’s services. These
facts and figures give you some idea of our size and what we do:
•
•
•
•
•
•

Our annual budget is close to £200 million
We have more than 3,500 staff working at the hospital and out in local communities
We see 260,000 outpatients a year in ten out‐patient suites
30,000 patients are admitted for emergency or urgent care every year
Another 30,000 patients are cared for on our wards after surgery or other elective treatment
Every year around 60,000 patients come to our Emergency Department (previously Accident & Emergency)
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Proud to Care
Chief Executive’s Quality Statement
We want our ‘Proud to Care’ values to be at the heart
of everything we do at the Royal. We want to create
a great hospital for our patients and great place to
work for our staff.
These values are all about never forgetting that
every one of our patients is a person who comes to
us at a time of need, when kindness, care and
compassion are what matter most.
Our aim is to deliver the best possible service; care
which is safe, effective, well‐organised and meets
the needs of those who need our help. But we know
we don’t always get it right and there is still much to
do as we work to make our services better.
The annual Quality Account is a good way for
everyone to see the progress we’re making and the
areas we’re aiming to improve further…
Quality Accounts
I’m pleased to introduce this year’s report (2013/14). Its
focus is on high‐quality, safe, people‐centred care and
services – the first of our hospital’s six strategic
objectives and our top priority.
You can use the information in here to track the
progress we’ve made ‐ and see what priorities we’ve
set for the months ahead.
Our Council of Governors and Board of Directors review
quality performance every month – so this final
document is an open and honest account of the last
12‐months, our achievements and our challenges.
You can also read what others think about our hospital
with statements from our governors and health and
social care organisations offering scrutiny, views and
opinions about the quality of care and service we
provide.
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Seeing our hospital from the patient, visitor and staff perspective.
Gavin Boyle, Chief Executive (right) fulfilling an NHS Change Day
pledge to see how patient escort Luke Brewster does a great job.

Your choice for healthcare
A positive patient experience is critical and goes far
beyond the health outcomes of the care we give. We
know that our staff want to care for patients in the
same way that they’d want a member of their own
family to be treated. Would our staff choose their
own hospital for their healthcare? Would you? The
Quality Accounts report could help you to decide.
What were our quality priorities?
We concentrated on three areas – reducing avoidable
deaths, making sure patients suffer no harm and
using our patients’ feedback to improve what we do.
We’ve improved mortality rates, reduced harm from
pressure ulcers and increased patient satisfaction
through the national Friends & Family Test. We’re
pleased with our results, but we also know we have
more to do, to continue to make a difference.
How well did we perform?
Our Quality Accounts demonstrate progress against
some of the national standards that are important to
patients, such as waiting times in the Emergency
Department, how long it takes for people to get a
cancer diagnosis and start their treatment; and how
long it takes to get routine treatment when your GP
refers you to us. We meet and often exceed these
standards because we know our patients appreciate
getting the right care when they need it.

Quality Accounts 2013/14

positive patient experience:  safe care  effective care  responsive care

We also aim to protect our patients from unnecessary
harm. We have continued with our patient safety
improvement programme – making good progress in a
number of areas, including falls prevention, reducing
the risk of preventable blood clots (VTE), and
increasing dementia screening. We have been praised
by the NHS Litigation Authority for our safe maternity
services and by the Care Quality Commission, who,
after assessing quality of service, set us the task of
improving mealtimes for patients and welcomed the
rapid progress we made to do just that!
We’ve continued to focus on protecting our patients
from hospital acquired infection and achieved our
lowest level of Clostridium difficile this year. We also
kept MRSAb infections at a low level over the past 12‐
months, recording just two cases.

I believe the information in this report offers our
patients, our staff and our community an accurate
reflection of the quality of services we provide at
Chesterfield Royal, confirms where we fell short in
our expectations and describes how we intend to
improve what we do. I hope you find it a useful
indicator that strengthens our commitment to
provide high‐quality, safe, people‐centred care in our
hospital.

Gavin Boyle
Chief Executive and Accounting Officer
30 May 2014

Our Quality Accounts are a useful indicator for local people and illustrate our commitment to
providing high‐quality, safe and people‐centred care.
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Taking part in national audits and making sure our patients can
access research trials is an important part of our work to enable
service improvement.
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Part 2
Priorities for Improvement
We identified three areas for quality improvement over the year that cover the effectiveness of care and
treatments that patients receive, patient safety, and patient feedback (about the care they were given).
Clinical Effectiveness Priority:

Reduce avoidable deaths

Patient Safety Priority:

Reduce patient harm

Patient Experience priority:

Improve patient experience (using feedback from our patients)

They were chosen as they reflect quality of care across the organisation and are key indicators in our Quality
Strategy. We monitor our progress against each of them using a performance report that is presented to our
Clinical Governance Committee, Council of Governors and Board of Directors. We also share this information with
our Clinical Commissioners, and Derbyshire County Council’s Overview and Scrutiny Committee. The reports are
also published on our website at www.chesterfieldroyal.nhs.uk in the Performance Centre.
The next part of our report explains what we set out to do in 2013/14, what we achieved, where we fell short of
expected performance, and what we will do in 2014/15 to enable improvement.

The patient safety team work with colleagues across the
hospital to reduce patient harms such as falls in hospital
and hospital‐acquired infections.
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2.1 Clinical Effectiveness Priority
Priority 1: Reduce avoidable deaths
How is mortality measured?
Mortality rates and measurements are an important part of assessing how a hospital performs and these statistics
have received increased attention following the Francis, Berwick and Keogh Reports ‐ all of which confirm that
there are many different causes that impact on mortality and no single method for reducing it. Mortality rates
don’t give you the whole picture, but they are a useful measurement to use alongside many others when rating a
hospital’s overall performance.
We use the standard measures of HSMR and SHMI. These look at mortality in slightly different ways to provide
useful comparators:
What does the Hospital Standardised Mortality
Rate (HSMR) measure?

What does the Summary Hospital Mortality Index
(SHMI) measure?

Records deaths that happen in hospital care

Records deaths that happen in hospital care and
those that happen outside of hospital care (within 30
days of discharge).

Focuses on 56 diagnosis groups (about 80 per cent
of deaths that happen in hospital)

Includes all diagnosis groups (100 per cent of deaths)

Makes allowances for palliative care

Does not make allowances for palliative care

Sets the expected mortality rate for England at 100
and hospitals are then compared to this figure

Calculates a score like the HSMR, but also places each
hospital into one of three bandings for their mortality
rating:
1 – where the mortality rate is ‘higher than expected’
2 – where the mortality rate is ‘as expected’
3 – where the mortality rate is ‘lower than expected’

What did we set out to do?
• Achieve a year‐on‐year reduction in mortality using the Dr Foster Hospital Standardised Mortality Rate (HSMR)
• Keep our Summary Hospital Mortality Index (SHMI) measure within the ‘as expected’ range
Did we achieve this?

Hospital Standardised Mortality Rate (HSMR)
•

YES
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•

In 2012/13 our HSMR was 103, reduced from 105 in 11/12. This is slightly above the 100 average,
but is within the expected Dr Foster range.
In 2013/14 our most recent data (to end February 2014) is forecasting the HSMR to be even
closer to 100. We are therefore on target to improve our year‐on‐year HSMR yet again.
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Summary Hospital Mortality Index (SHMI)
•

YES

•

•

SHMI is published every three‐months using a rolling 12‐month programme. The table below
shows that the Trust achieved a rate which is ‘as expected’ for each reporting period.
The calculation for SHMI does not take account of any palliative care input. The Trust does have
a higher proportion of patients who die in hospital that have also received Palliative Care – and
this is also shown below.
The publication of the SHMI data runs five to seven months behind HSMR data ‐ and whilst it is
usually a few points higher than the HSMR, it follows the same trend.

Chesterfield Royal Measure

National Measure

July 2012 – June 2013

1.08 ‐ ‘as expected’

1.0

April 2012 – March 2013

1.06 ‐ ‘as expected’

1.0

Jan 2012 ‐ Dec 2012

1.06 ‐ ‘as expected’

1.0

Oct 2011 – Sept 2012

1.06 ‐ ‘as expected’

1.0

July 2011 – June 2012

1.08 ‐ ‘as expected’

1.0

Apr 2011 – Mar 2012

1.09 ‐ ‘as expected’

1.0

Summary Hospital Mortality Index (SHMI)
Rolling 12‐month programme

Proportion of patient deaths with palliative care coded at either diagnosis or specialty level
July 2012 – June 2013

24.4%

20.3%

April 2012 – March 2013

24.0%

19.9%

Jan 2012 ‐ Dec 2012

25.2%

19.1%

Oct 2011 – Sept 2012

26.4%

18.9%

July 2011 – June 2012

26.5%

18.4%

Apr 2011 – Mar 2012

25.0%

17.9%

How will we continue to improve?
Next year (2014/15) we aim to continue reduce mortality and we have already taken the following actions to
improve this rate and so the quality of services, by:
• Focusing on reducing our HSMR year‐on‐year and ensuring that the SHMI remains within ‘expected
ranges’ or is ‘better than’ the national average.
• Concentrating on specific groups of conditions where mortality rates appear to be higher than
expected.
• Initiating quality improvement projects using other sources of intelligence including: Internal concerns,
Incidents/Complaints, National Audit data, Incidents/complaints and Inquest reports. Results will be
used to develop action plans, which will be used to monitor progress.
• Establishing a mortality review group, led by the Medical Director to review mortality data, identify
any themes and trends; and initiate reviews of practice where required.
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Data quality
Our patients, our community and our staff need to be assured that all the data we use, including the information
that helps us to populate our Quality Accounts is accurate, robust and truthful. In the case of the mortality
figures, Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the
following reasons:
•
•
•

The SHMI methodology does not take account of the proportion of patients that required palliative care
input; and the data shows the proportion of these patients is higher at the Trust than it is nationally.
We identified some conditions where our mortality is higher than expected and as detailed below we are
working to improve these.
Data for the HSMR is made available by Dr Foster and SHMI is published by the NHS Information Centre;
both indicators use data submitted to HES (Hospital Episodes Statistics) in line with standard national
definitions.

There are a range of measurements that are an important part of assessing how a
hospital performs ‐ and these statistics, including measures of mortality, have received
increased attention following the Francis, Berwick and Keogh Reports.
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2.2 Patient Safety Priority
Priority 2: Reduce patient harm
How do we measure patient harm?
To monitor patient harm we carry out a monthly audit (check) using a tool called the Safety Thermometer. This is
part of a national patient safety programme and is an improvement tool for measuring, monitoring and analysing
patient harms and harm free care. From April 2012 we have used the Safety Thermometer on all wards every
month following the national guidance.
The Safety Thermometer looks at four key harms that can affect patients when they are in hospital:
•
•
•
•

Pressure ulcers
Falls
Catheters/Urinary tract infections
Venous thromboembolisms (blood clots)

To keep our patients safe we try to reduce the instances of all these, but our primary focus in 2013/14 was to
reduce the number of patients who are harmed by hospital‐acquired pressure ulcers. Our progress is described
below.
What did we set out to do?
Reduce the number of hospital‐acquired pressure ulcers that cause our patients long term pain and distress.
Did we achieve this?

Rates of new pressure ulcers
These were our pressure ulcer rates:

YES

• In 2012/2013 the frequency of new pressure ulcers was 2.3%
• In 2013/2014 we have successfully reduced this to 1.8%.

How did we do it?
By adopting new ways of caring for patients and by changing how we monitor serious pressure ulcer incidents:
•

We used a five step care process called SSKIN which combines a number of measures that together help to
reduce the risk of patients developing pressure ulcers:

Surface – make sure your patients have the right support (mattress and cushions)
Skin Inspection – early inspection means early detection
Keep ‐ your patients moving
Incontinence/moisture – your patients need to be clean and dry
Nutrition/hydration – help patients have the right diet and plenty of fluids.
•

Members of staff have taken on the roles of ‘pressure ulcer champions’. These advocates are now on each
ward to reinforce good practice about pressure ulcer prevention and pressure area care.
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•

The most serious pressure ulcers (grades 3 and 4) are subject to a root cause analysis investigation. This
makes sure that the key factors in the development of pressure ulcers are identified. The results from these
investigations are reviewed by a team of clinical staff who are part of the Pressure Ulcer Review Group. Any
learning from these reviews is shared across the hospital.

How will we continue to improve?
Next year (2014/15) we aim to reduce patient harm by expanding our focus to all patient harms, which we will
continue to monitor using the Safety Thermometer. We will also establish a new baseline position and set
the following targets to be achieved by March 2015:











97% of patients will receive no new harms
Reduce hospital acquired pressure ulcers (grade 2‐4) by 20%
Eliminate all ‘avoidable’ grade 3 and 4 pressure ulcers
Reduce the incidence of falls per 1,000 bed days
Complete a root cause analysis for any fall that causes moderate and severe harm
Improve the management of catheters with a view to reducing hospital acquired catheter
associated urinary tract infections. We will monitor this by auditing against national guidelines
(EPIC guidance and CQUIN)
Maintain at least 95% of all patients risk assessed for venous thromboembolism (VTE)
Complete a root cause analysis for all hospital acquired VTEs
Renew our status as a Venous Thromboembolism (VTE) Exemplar Centre. We are currently one of
only 26 hospitals that have achieved this status in the United Kingdom.

In the coming year we want to make sure
that a minimum 97% of our patients
receive no new harms whilst in hospital
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2.3 Patient Experience Priority
Priority 3: Improve patient experience (using feedback from our patients)
How do we measure patient experience?
Ensuring that our patients have a good experience in our hospital is one of our key priorities. However, to meet
this objective we also need to demonstrate we are committed to listening to our patients and are willing to act on
their concerns and views. Their feedback about our services (from their experiences of them) will help us to
improve what we do. The Francis Inquiry into Mid‐Staffordshire Hospitals NHS Foundation Trust highlighted just
how important that commitment to listen and act really is.
To check what our patients think about their recent hospital experience we use a range of measures, including the
national indicator known as the Friends and Family test. This asks patients:

‘How likely is it that you would recommend
this service* to friends and family?’
* This service may include: this ward, this emergency department, this out‐patient clinic; or this maternity service

Based on their responses, patients are categorised into one of three groups:
• Promoters (extremely likely to recommend),
• Passives (likely to recommend),
• Detractors (neither likely nor unlikely to recommend, unlikely to recommend, extremely unlikely to
recommend or don’t know).
The Net Promoter Score
Working out how many patients recommend your service involves subtracting the percentage of Detractors from
the percentage of Promoters ‐ and this gives you a Net Promoter score (NPS). This score can be as low as ‐100
(where everybody is a detractor/no‐one recommends the service) or as high as +100 (where everybody is a
promoter/everyone recommends the service):

63
Percentage of those
extremely likely to
recommend your service
(Promoters)
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Percentage of those neither
likely nor unlikely/
unlikely/extremely unlikely to
recommend your service
(Detractors)

Your Net
Promoter Score
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What did we set out to do?
• Show that we have improved patient experience on our in‐patient wards by increasing our Net Promoter Score.
• Introduce the Friends and Family test to the Emergency Department and Maternity Services.
Did we achieve this?

Friends and Family Test Scores
This is how the Friends and Family test looks today:
YES

• In 2012/2013 our Net Promoter Score for in‐patients was 56.
• In 2013/14 we have successfully increased our Net Promoter Score for in‐patients to 63.
• We now ask the Friends and Family Test question to all patients in the Emergency Department
and those using our Maternity Services (in addition to all patients on our wards).

How will we continue to improve?
Next year (2014/15) we aim to improve patient experience by continuing to use the Friends and
Family Test:




Although we have improved our year‐on‐year in‐patient score, we remain below the national
average of 70 (ref). This is also true of our scores for the Emergency Department and Maternity
Services. We intend to establish a baseline position for all three and by the end of 2014/15, we aim to
have increased the number of net promoters (patients that would highly recommend our services)
above these baseline targets.
From 1 October 2014, NHS patients will also be asked the Friends and Family Test question after
visiting out‐patient clinics and following a day case procedure or treatment. We will also set baseline
positions for these new areas to measure against in 2015/16.

To check what our patients think about
their recent hospital experience
we use a range of measures, including
the national indicator
known as the Friends and Family test.
This asks patients:
‘How likely is it that you would
recommend this service* to friends
and family?’
We collect this feedback through face‐
to‐face interviews, postcards, on‐line
and using token systems like the one
illustrated here.
* This service may include: this ward, this
emergency department, this out‐patient
clinic; or this maternity service
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2.4 Statements of Assurance from the Board
2.4.1 Review of Services
During 2013/14, Chesterfield Royal Hospital NHS Foundation Trust provided and/or sub‐contracted 43 relevant
health services. The Chesterfield Royal Hospital NHS Foundation Trust has reviewed all the data available to
them on the Quality of Care in all of these relevant health services.
The income generated by the relevant health services reviewed in 2013/14 represents 100% per cent of the total
income generated from the provision of relevant health services by Chesterfield Royal Hospital NHS Foundation
Trust for 2013/14.
2.4.2 Participation in clinical audits and national confidential enquiries
Taking part in national audits is an important part of our work to enable service improvement, not only at this
hospital but across the country. During 2013/14, 24 national clinical audits and four national confidential
enquiries covered relevant health services that Chesterfield Royal Hospital NHS Foundation Trust provides.
During 2013/14 Chesterfield Royal Hospital NHS Foundation Trust participated in 96% of national clinical audits
and 100% of the national confidential enquiries that it was eligible to take part in.
The national clinical audits and national confidential enquiries that Chesterfield Royal Hospital NHS Foundation
Trust was eligible for and participated in, and for which data collection was completed during 2013/14, are listed
below alongside the number of cases submitted to each audit or enquiry as a percentage of the number of
registered cases required by the terms of that audit or enquiry.
National clinical audits
National audit title

Did we
participate?

Number of cases
submitted as a % of the
number of cases required
for 2013/14

Case Mix Programme

Yes

100%

Medical and Surgical Clinical Outcome Review Programme:
National Confidential Enquiry Into Patient Outcome and Death

Yes

100%

National Audit of Seizures in Hospitals (NASH

Yes

100%

National Emergency Laparotomy Audit (NELA)

Yes

100%

National Joint Registry (NJR)

Yes

100%

National Comparative Audit of Blood Transfusion Programme

Yes

100%

Bowel Cancer (NBOCAP)

Yes

100%

Head and Neck Oncology (DAHNO)

Yes

100%

Lung Cancer

Yes

100%

Oesophago‐Gastric Cancer

Yes

100%

Acute Coronary Syndrome or Acute Myocardial Infarction

Yes

100%

National Cardiac Arrest Audit (NCAA)

Yes

100%
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National audit title

Did we
participate?

Number of cases
submitted as a % of the
number of cases required
for 2013/14

National Heart Failure Audit

Yes

100%

Diabetes (Adult) ND(A) – includes National Diabetes In‐Patient
Audit

Yes

100%

Diabetes (Paediatric) (NPDA)

Yes

TBC

Inflammatory Bowel Disease (IBD)

Yes

100%

National Chronic Obstructive Pulmonary Disease (COPD) Audit
Programme

Yes

Started March 2014

Registered
January 2014

Not yet underway

Falls and Fragility Fractures Audit Programme (FFFAP)

Yes

100%

Sentinel Stroke National Audit Programme (SSNAP)

Yes

100%

Elective Surgery ‐ National Patient Reported Outcome
Measures Programme (PROMS)

Yes

100%

Epilepsy 12 Audit (Childhood Epilepsy)

Yes

100%

Maternal, Newborn and Infant Clinical Outcome Review
Programme (MBRRACE‐UK)

Yes

100%

Neonatal Intensive and Special Care (NNAP)

Yes

100%

Paediatric Intensive Care (PICANet)

Yes

100%

Rheumatoid and Early Inflammatory Arthritis

National confidential enquiries
Study title

Did we take part?

No. of cases submitted as
a percentage of the
number of cases required
for 2013/14

Lower Limb Amputation

Yes

100%

Tracheostomy Care

Yes

100%

Subarachnoid Haemorrhage

Yes

100%

Alcohol Related Liver Disease

Yes

100%

The MINAP audit showed that the hospital continues its excellent performance in administering appropriate care
and treatment to patients with acute myocardial infarctions. In particular, the administration of secondary
preventative medication with scores in the high 90s. We intend to maintain these excellent results.
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The reports of 24 national clinical audits were reviewed by the provider in 2013/14 and Chesterfield Royal Hospital
NHS Foundation Trust intends to take the following actions to improve the quality of healthcare provided:
•
•

Structured education – rolled out from January 2014 as a result of recommendation from the national
Diabetes (Paediatric) audit. This will enable staff to provide better quality care to these patients.
Second IBD Nurse Practitioner – funding for this post a direct result of the Inflammatory Bowel Disease
audit.

The reports of 225 local clinical audits were reviewed by the provider in 2013/14 and Chesterfield Royal Hospital
NHS Foundation Trust intends to take the following actions to improve the quality of healthcare provided:
•
•

•

Sealed resuscitation trolleys – the audit led to improved patient safety and compliance in checking essential
emergency equipment.
New policy for the Emergency Department – includes clearly defined conditions that require referral to the
obstetric and gynaecology team and a clear process for documenting that the O&G consultant is aware of
all sick women admitted with a non‐obstetric problem.
Last Days of Life – over 800 educational sessions have taken place with all grades of clinical staff to raise
awareness of patient care in the last days of life; enabling improved care and better control of symptoms.

2.4.3 Research
Participating in clinical research demonstrates the Trust’s commitment to improving quality of care and
contributing to wider community health improvement. We are actively involved in clinical research to provide
access to new treatments for local people – and to support advancement in clinical care.
The number of patients receiving relevant health services provided or sub‐contracted by Chesterfield Royal
Hospital NHS Foundation Trust in 2013/14 that were recruited during that period to participate in research
approved by a research ethics committee was 512. Of this number, 339 patients were recruited to NIHR portfolio
studies, against the NIHR target of 400. 173 patients were recruited to non‐portfolio studies.
During 1 April 2013 to 31 March 2014 a total of 33 new studies were approved. Of this total, 26 studies were NIHR
portfolio adopted (21 were recruiting studies and five were patient identification only). Seven studies were non‐
portfolio (five were recruiting studies and two patient identification only). During this same timescale nine NHS to
NHS letters of access were issued by researchers and 15 letters of access were issued to researchers employed by
academic institutions in conjunction with research passports.
The Trust uses the Department of Health’s standard clinical trial agreements for research and in order to comply
with the Human Tissue Act 2004 requirements, signed material transfer agreements are always put in place
where appropriate.
The Trust maintains its commitment to contributing to the national and international research agenda and to
offering the local community the opportunity to participate in important and relevant quality healthcare research
projects.
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2.4.4 Goals agreed with Commissioners
A proportion of Chesterfield Royal Hospital NHS Foundation Trust’s income in 2013/14 was conditional on
achieving quality improvement and innovation goals agreed between Chesterfield Royal Hospital NHS
Foundation Trust and any person or body they entered into a contract, agreement or arrangement with for the
provision of relevant health services, through the Commissioning for Quality and Innovation payment framework.
For 2012/13 the total income dependent upon achieving quality improvement and innovation goals was £4,190k,
of this we received £4,056k. For 2013/14 the total income dependent upon achieving quality improvement and
innovation goals is £4,040K, of this we received £3,828k.
2.4.5

What others say about the Provider

Care Quality Commission (CQC) Registration
Chesterfield Royal Hospital NHS Foundation Trust is required to register with the Care Quality Commission and
its current registration status is registered with no compliance conditions.
The Care Quality Commission has taken enforcement action against Chesterfield Royal Hospital NHS Foundation
Trust during 2013/14. Following a routine inspection in 2013/14, the CQC issued a warning notice in June 2013,
relating to compliance with CQC Outcome 5 – meeting nutritional needs. This was lifted in August 2013, during a
re‐inspection, when compliance with this Outcome was confirmed.

In June 2013, the Care Quality Commission’s assessment determined that the Trust was not compliant with Outcome 5 – meeting
nutritional needs. We were inspected again later in the year when compliance with this Outcome was confirmed.
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Care Quality Commission Special Reviews/Investigations
Chesterfield Royal Hospital NHS Foundation Trust has not participated in any special reviews or investigations by
the CQC during the reporting period.
The Trust received a routine inspection by the CQC in June 2013, during which it was assessed against
these three outcomes:
CQC Assessment
concluded:
Outcome 1
Respecting and Involving People who
Use Services
Outcome 5
Meeting Nutritional Needs

Outcome 21
Records

Position
June 2013

Position
November 2013

Minor
Non‐compliance

Minor
Non‐compliance

Moderate
non‐compliance

Moderate
non‐compliance and
warning notice issued

Compliant

Warning Notice
Issued

Moderate
non‐compliance
Minor
Non‐compliance

Outcome 16
Assessing & Monitoring Quality of
Service Provision

Moderate
non‐compliance

Compliant

This outcome
was not assessed
Minor
Non‐compliance

Current position
In November 2013, a further inspection was carried out on Outcomes 1 and 21. The Trust was complaint with the
latter, but minor concerns were raised in respect of Outcome 1. The CQC assessors also found minor non‐
compliance with Outcome 16 – Assessing & Monitoring the Quality of Service Provision. An action plan to
respond to these issues has been submitted to the CQC and will be completed during 2014/15.
2.4.6 Data quality
Chesterfield Royal Hospital NHS Foundation Trust submitted records during 2013/14 to the Secondary Uses
Service for inclusion in the Hospital Episode Statistics which are included in the latest published data.
The percentage of records in the published data that included the patient’s valid NHS number:
Percentage
% for admitted patient care
% for out‐patient care
% for emergency department (A&E) care
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99.9%
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National %
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The percentage of records in the published data that included the patient’s valid General Medical
Practice Code was:
Percentage
% for admitted patient care
% for out‐patient care
% for emergency department (A&E) care

Chesterfield Royal Hospital %
100%
100%
99.9%

National %
99.9%
99.9%
99.1%

Chesterfield Royal Hospital NHS Foundation Trust Information Governance Assessment Report overall score for
2013/14 was 66% and was graded as SATISFACTORY.
In total there are 45 standards and for each one we are required to evidence our compliance. Dependant on the
evidence each standard is judged from level 0 (no evidence) to level 3 (evidence of full compliance). This year the
Trust has achieved level 2 for all 45 standards.
Chesterfield Royal Hospital NHS Foundation Trust was subject to the Payment by Results clinical coding audit
during the reporting period by the Audit Commission; and the error rates reported in the latest published audit
for that period for diagnoses and treatment coding (clinical coding) were:
•
•
•
•

Primary diagnoses incorrect 7.9%
Secondary diagnoses incorrect 9.4%
Primary procedures incorrect 4.7%
Secondary procedures incorrect 14.8%

This audit is based on 200 episodes focusing on 100 patients with cardiac disorders and 100 patients in general
medicine. This reflects a small proportion of the Trust’s activity and therefore the results should not be
extrapolated further that the actual sample audited.
Chesterfield Royal Hospital NHS Foundation Trust will be taking the following actions to improve data quality:
•

Expand and develop the recently established Trust Data Assurance Programme.
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Part 3
Review of Quality Performance
This section of our Quality Accounts includes a range of information about our performance in 2013/14. Although
this is not an exhaustive list, it offers you an overview of what we’ve achieved in both hospital‐wide and service
specific indicators, in each of the three quality domains:
•
•
•

3.1

Clinical Effectiveness
Patient Safety
Patient Experience

Clinical Effectiveness Indicators

3.1.1 Cancer waiting times
Timely diagnosis and treatment of cancer is the key to improving survival rates. To illustrate how important this
is, there are a range of national targets and standards we are monitored against:
Standard

Percentage of patients seen by a
specialist within 2 weeks of urgent
GP referral for suspected cancer.
Percentage of patients seen by a
specialist within 2 weeks of GP
referral with any breast symptom
except suspected cancer
Percentage of patient treated within
one month (31 days) of a decision to
treat
Percentage of patients receiving
subsequent surgical treatment
within one month (31 days) of a
decision to treat
Percentage of patients receiving
subsequent anti‐cancer drug
treatment within one month (31
days) of a decision to treat
Percentage of patients receiving
their first definitive treatment for
cancer within two months (62 days)
of a GP or dentist urgent referral for
suspected cancer1
Percentage of patients receiving
their first definitive treatment for
cancer within two months (62 days)
of urgent referral from a national
screening programme1

National
Target

Our year‐on‐year performance against these targets
2010/11
2011/12
2012/13
2013/14
Did we
achieve the
target?

93%

96.5%

96.7%

96.1%

95.2%

93%

97.0%

95.7%

96.9%

96.9%

96%

99.9%

99.7%

99.4%

99.7%

98%

100%

100%

100%

100%

94%

100%

100%

100%

100%

85%

92.6%

92.0%

92.7%

93.9%

90%

95.4%

92.4%

97.5%

97.6%

The calculation of performance against these standards takes account of all cancer patients referred to Chesterfield Royal Hospital
irrespective of where their treatment actually takes place, whether it is in Chesterfield or Sheffield.
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What did we set out to do?
Achieve the national targets and standards for cancer tests, diagnosis and treatment.
Did we achieve this?

National targets and standards for cancer
The full range of standards and targets is shown in the table on page 16, but illustrates that in
2013/14 and for the previous four years:

YES

We exceeded all of the targets.

How did we do it?
To make sure our cancer patients receive timely and appropriate care and treatment and to maintain these high
standards of performance we:
•

Check the status of all cancer patients every week ‐ a weekly meeting takes place between the Divisional
Performance Managers, the Cancer Pathway Team Leader and the Head of Cancer Services. This enables
active patient monitoring and establishes a clear treatment plan for each patient (to take place before their
guarantee date).

•

Monitor standards every month ‐ The Cancer Management Team also meets monthly ‐ to make sure that all
performance is monitored in regards to quality, patient safety, effectiveness and patient experience.

How will we continue to improve?
Next year (2014/15) we aim to ensure the high‐quality and clinical effectiveness of our cancer services is
maintained by:
Continuing to provide our cancer patients with timely diagnosis and treatment, through meeting and
surpassing national standards.

Data quality
We are confident that the information we use for these indicators is accurate. It is collected from our Patient
Administration System, cancer information systems and the national cancer waiting times system in line with
national definitions. The process is subject to an annual external audit, which did not identify any concerns.
We also use the ‘Infoflex’ Cancer Management system that generates work lists for Cancer Pathway Staff and
helps us to maintain active monitoring of patients against the Cancer Waiting Times targets. There is also a
‘target list’ of ‘potentially problem patients’ ‐ those who are undergoing extensive tests to determine their cancer
and as such may be at risk of care pathway delays.
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3.1.2 Maternity Services
We are responsible for maternity services in North Derbyshire, which deliver over 3,000 babies a year. To ensure
the quality of these services we monitor our performance against a range of indicators, including these:
National target (where the target has
changed this is shown in brackets):

Caesarean section rate less than
21.6%
Proportion of unassisted deliveries
greater than 64.4%
More than 75% of mothers initiate
breastfeeding
More than 90% of those who initiate
breastfeeding are still breastfeeding
at 10 days

Trust Performance
2009/10 2010/11 2011/12

2012/13

2013/14

19.6%

21.4%

21.2%

22.9%

20.8%

N/A

N/A

69.4%

66.8%

79.2%

71%
(target
> 68%)

73.0%

70.9%

70.0%

76.3%

N/A

N/A

77.2%

88.0%

89.9%

Did we
achieve the
target?

What did we set out to do?
Achieve the quality standards that relate to caesarean rates, unassisted deliveries and breastfeeding.
Did we achieve this?

Maternity service standards and targets
The table above shows that:

YES

•
•

We have maintained a positive performance – reducing caesarean section rates and increasing
the number of unassisted deliveries.
We have helped more mothers to initiate breastfeeding and are only 0.1% away from reaching
the minimum target rate (90%) for mums who continue to breastfeed after ten days.

How did we do it?
To improve our performance in these maternity standards we:
•

Invested in more midwives – to increase the midwife to birth ratio, which, amongst other benefits, will give
midwives more time to support mothers to breastfeed.

•

Appointed Maternity Assistants to work in our Antenatal Clinic and in our two community midwifery bases –
specifically to discuss infant feeding and encourage mothers to start breastfeeding.

•

Invested in staff training and education related to infant feeding.
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How will we continue to improve?
Next year (2014/15) we aim to improve the quality and clinical effectiveness of our maternity services by:
Helping new Mums to sustain breastfeeding. We will continue to invest in staff training related to infant
feeding until all relevant staff have attended the 'in house' breastfeeding management course.

Data quality
We are confident that the information we use for these indicators is correct. Data for these indicators are drawn
from an internal data collection process using facts and figures recorded by our midwives. These systems were
previously subject to an internal audit, which did not identify any significant concerns.

We have maintained a positive performance in maternity services this year – reducing
caesarean section rates and increasing the number of unassisted deliveries.
Training and education for the birth centre team – such as SimMom (an advanced full body
birthing simulator) is vitally important for building skills and knowledge.
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3.1.3 Percentage of admitted patients risk‐assessed for Venous Thromboembolism (VTE)
Venous Thromboembolism (VTE) is a condition where a blood clot (a thrombus) forms in a vein. Clots like this
can dislodge and move to the heart or the lungs. Most clots occur in the deep veins of the leg and are more
commonly known as a deep vein thrombosis and around 25,000 people in the UK die from Venous
Thromboembolism (VTE) every year.
What did we set out to do?
Reduce the risk of our patients developing VTE in hospital. We assess patients when they are admitted to hospital
and offer preventative measures to those considered at increased risk. We aim to meet the national standard for
VTE assessment, which is now set at 95% of all admitted patients.
Did we achieve this?

Venous Thromboembolism (VTE) risk assessment standards
Reducing VTE is a national priority and the proportion of patients risk assessed on admission was
set as a national Clinical Quality Indicator (CQUIN) for 2013/14.

YES

As the table below shows we perform consistently against this standard and maintained
compliance at the 90% target throughout 2012/13 and at over 95% from April 2013, when the
target was revised.

Venous Thromboembolism (VTE) risk assessment standards
CQUIN target

Our score

January – March 2014

95%

95.6%

October – December 2013

95%

95.6%

July – September 2013

95%

96.1%

April – June 2013

95%

95.7%

January‐March 2013

90%

92.8%

October‐December 2012

90%

91.4%

July‐September 2012

90%

91.1%

April‐June 2012

90%

91.2%

July‐September 2012

90%

91.4%

October‐December 2012

90%

91.6%
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How did we do it?
To reduce the risk of patients developing a VTE we:
•
•
•

Educated our medical staff to assess all patients on admission
Offered appropriate preventative measures to patients at greater risk of VTE
Set out to achieve best practice (and have been identified as a national VTE Exemplar Centre (a site of best
practice) for our VTE assessment work).

Data quality
We are confident that the information we use for this indicator is true. It is published by the NHS Information
Centre, based on submissions from the Trust that are collected in line with standard national definitions. We
consider that this data is as described for the following reasons: A risk assessment is completed for the majority
of patients; and this target has been met by educating medical staff ‐ to ensure the risk assessment is carried out
in a timely manner.

How will we continue to improve?
Next year (2014/15) Chesterfield Royal Hospital NHS Foundation Trust intends to take the following actions to
improve this score and so the quality of its services, by:
Linking the electronic Venous Thromboembolism (VTE) risk assessment tool to our electronic prescribing
system ‐ so that the risk assessment must be completed before any prescribing can be undertaken. This
will automatically increase the proportion of patients for whom the risk assessment is completed.

We have national VTE exemplar status in
recognition of the work we have done to
reduce the risk of blood clots acquired in
hospital (venous thromboembolisms)
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3.1.4 Re‐admissions
We try to avoid (or reduce to a minimum) the numbers of patients who need to be re‐admitted quickly, following
their discharge home from hospital. Most emergency re‐admissions are not normally part of the original
treatment plan or care pathway ‐ and many may be potentially avoidable. Nationally hospitals are measured
against five emergency re‐admissions indicators: fractured proximal femur; hip replacement surgery;
hysterectomy; stroke and ‘all readmissions'
What did we set out to do?
Reduce re‐admission rates to less than the national average.
Did we achieve this?

YES

Re‐admissions
Our re‐admission rates are shown in the table below and show that:
We perform consistently against this standard and our re‐admission rates are less than the national
scores.

This table shows the percentage rate of patients re‐admitted to our hospital within 28 days of being discharged in
2012/2013:
Patients
Patients aged 16 and over
Patients aged 0 to 15

Our re‐admission rates
2013/14
2012/13
2011/12
7.10%
N/A
11.03%
10.38%
N/A
8.96%

National re‐admission rates*
2011/12
11.16%
10.15%

Notes:
•
•
•

Our overall readmission rate for the year 2013/14 is 7.34%
*National readmission rates: No national comparator has been made available on the NHS Information
Centre website since 2011/12, therefore we are reporting this as the latest national figure.
Our readmission rates: the 2011/12 rate is from the national site as above, however as this information has
not been made available for subsequent years 2012/13 has been marked N/A and 2013/14 has been calculated
internally by our Information Team.

How will we continue to improve?
Next year (2014/15) Chesterfield Royal Hospital NHS Foundation Trust intends to take the following actions to
improve this score and so the quality of its services, by:
Reviewing our hospital discharge process ‐ to ensure that patients are discharged at the right time, with
the right package of care in place to support them.
Data quality
We are confident that the information shown here is accurate. Data for this indicator is published by the NHS
Information Centre, using figures submitted to HES (Hospital Episodes Statistics) in line with standard national
definitions. Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described as we
continuously monitor re‐admission rates to detect any areas where these are higher than expected and take
action to address any concerns identified.
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3.1.5 Dementia
According to the Alzheimer's Society there are around 800,000 people in the UK with dementia. One in three
people over 65 will develop dementia, and two‐thirds of people with dementia are women. The number of people
with dementia is increasing because people are living longer. It is estimated that by 2021, the number of people
with dementia in the UK will have increased to around 1 million.
Hospital environments can be disorientating and frightening for a person with dementia and may make them
more confused than usual. The person might find the ward loud and unfamiliar, and may not understand why
they are there. We want to make sure we provide high‐quality care for this vulnerable group of patients – making
sure they are properly supported and reassured whilst they are in hospital with us.
What did we set out to do?
We wanted to make sure that our patients who have (or who may have) dementia are appropriately identified on
admission to hospital so they get the right type of care and treatment. We aim to screen, assess and if necessary
refer patients over the age of 75 on to a specialist when they are admitted to hospital in an emergency.
Did we achieve this?

Dementia Screening, Assessment and Referral
We achieved high compliance rates for these targets:

YES

•
•
•

Number of patients over the age of 75 (admitted in an emergency) screened – 91.%8
Number of subsequent patients assessed – 95.7%
Number of patients referred on for specialist diagnosis – 96.9%

How did we do it?
We achieved these scores by:
•
•
•

Screening all patients over the age of 75 who are admitted as an emergency to find out if they have been
diagnosed with dementia or delirium and if not, whether there is a potential for them to have dementia
Assessing all patients whom the screening question suggests have the potential to have dementia.
Referring anyone for whom the above assessment was either positive or inconclusive on for specialist
diagnosis.

How will we continue to improve?
Next year (2014/15) we will continue to improve the service we provide to our patients by:
Developing our dementia screening programme to ensure we maintain and improve on these high‐
compliance rates.

Data quality
We achieved this due to the efforts of our dementia assessment nurses who review each admission for screening.
They then ensure that the appropriate patients have their diagnostic assessment and further advice where
needed. The data is collated and checked by the team in Information Services.
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3.2

Patient Safety Indicators

3.2.1 Hospital Acquired Infections
Hospital or healthcare acquired infection causes significant harm and is one of the biggest worries patients say
they have when they come into hospital. Rates of MRSA and Clostridium difficile infection at Chesterfield Royal
Hospital have significantly declined in recent years, but we want to reduce our rates even further. We monitor
performance against a range of targets in relation to infection control including:
•
•

Rates of Clostridium difficile and MRSA – two key infections that can be contracted in hospitals.
Compliance with cleanliness and hand hygiene – maintaining high standards of both are proven to reduce
the spread of infection.

What did we set out to do?
• Have zero cases of hospital‐acquired MRSA bacteraemia during 2013/14.
• Have no more than 23 cases of hospital‐acquired Clostridium difficile during 2013/14.
• Achieve minimum scores of 95% in cleanliness audits.
• Achieve minimum scores of 85% in hand hygiene audits.
Did we achieve this?

MRSA and Clostridum difficile
We had this many hospital‐acquired cases:

NO

•
•

MRSA ‐ two
Clostridium difficile ‐ 36

Cleanliness and hand hygiene
Our scores in our audits were:

YES

•
•

Cleanliness – 97.3%
Hand hygiene – 96.9%

Our hand hygiene campaign has successfully raised awareness of being seen to gel and
wash hands in and out of clinical areas
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What did we do?
Over a number of years we have improved how we clean the hospital, adopted a hand hygiene campaign, created
more single room and en‐suite facilities, developed new antibiotic prescribing regimes (this type of medication is
a risk‐factor in developing Clostridium difficile) and through these and many more measures, focused our efforts
on preventing infection. Although we did not achieve the very low target rates we were set, the risk of a hospital‐
acquired MRSA at Chesterfield Royal Hospital is negligible; and for Clostridium difficile 0.1% (34 cases and around
30,000 admissions).
The table below shows performance year‐on year from 2010/11 to 2013/14:
Measure

2010/11
Target

Actual
Rate

2011/12
Target

Actual
Rate

2012/13
Target

Actual
Rate

2013/14
Target

Actual
Rate

MRSA

No more
than 4
cases

3
Cases

No more
than 4
cases

5
Cases

No more
than 3

1
Case

Zero
cases

2
Cases

Clostridium difficile

No more
than 50
cases

51
Cases

No more
than 48
cases

42
Cases

No more
than 34
cases

39
Cases

No more
than 23
cases

36
cases

Cleanliness audits

95%

96%

95%

96%

95%

96.7%

95%

97.13%

Hand hygiene audits

85%

91%

85%

96%

85%

98.4%

85%

96.9%

MRSA
Our target for this year was zero cases. Although we didn’t achieve this level, the two cases we reported is still a
low result and is well within Monitor’s threshold of no more than six cases for the year.
Clostridium difficile
The rate set for us this year was 23 cases maximum and we actually had 36 cases. This is an extremely low level
and is our best ever score.
In addition to the information above, data is reported nationally and shows the number of hospital‐acquired
Clostridium difficile infections per 100,000 bed days:
Year
2013/14
2012/13
2011/12
2010/11
2009/10

Chesterfield Royal Hospital
infections per 100,000 bed days
19.0
21.0
23.4
28.5
28.4

National Measure
infections per 100,000 bed days
*
17.3
21.8
29.6
36.7

*National data for 2013/14 due to be published July 2014
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How will we continue to improve?
Over the last year Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to
improve this rate and so the quality of its services, by:







Sustained programmes to encourage good hand hygiene for staff, patients and visitors. We have
introduced high visibility hand hygiene stations at the entrance to the hospital and all clinical areas.
All hospital acquired MRSAb and Clostridium difficile infections are thoroughly investigated and any
issues identified as a result of these are widely communicated across the Trust to ensure good practice is
shared.
The infection control team undertake regular visits to all of the wards to actively identify any potential
issues.
Education and ongoing awareness training continues to be delivered for junior medical staff with respect
to antibiotic prescribing.
We commissioned a review by Professor Wilcox (ref) into the management of Clostridium difficile which
recognised the high standard to which we work, and raised only minor improvement that could be
implemented. An action plan has been developed to address these issues but we are disappointed that the
number of Clostridium difficile infections this year has exceeded the imposed trajectory.

Data quality
We are confident the data used to illustrate hospital‐acquired infections, cleanliness and hand hygiene is
accurate. The Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the
following reasons:
The data for these indicators are collected by the infection control team using data from their IT system (ICNET)
which links directly to the laboratory information system. The process for infection surveillance was subject to an
internal audit in 2009/10 and the process for Clostridium difficile was subject to external audit in April 2011,
neither of these audits identified any significant concerns. As the data shows we have not maintained the MRSA
or Clostridium difficile target.

Clinical procedures such
as cannulation start with
excellent hand hygiene.
We have introduced high
visibility hand hygiene
stations at the entrance
to the hospital and in all
clinical areas –
we want all our people to
demonstrate they
follow our ‘be seen to be
clean’ ethos.

QA Page 34

Quality Accounts 2013/14

positive patient experience:  safe care  effective care  responsive care

3.2.2 Patient Falls
Across England and Wales, approximately 152,000 falls are reported in acute hospitals every year; a significant
number of which result in death or severe or moderate injury, at an estimated cost of £15 million per annum for
immediate healthcare treatment alone (NPSA, 2007).
In addition to these financial costs, there are effects that are more difficult to quantify. The human cost of falling
includes distress, pain, injury, loss of confidence and loss of independence, as well as the anxiety caused to
patients, relatives, carers, and hospital staff.
What did we set out to do?
Reduce the number of falls our patients have; and reduce the harm to patients that is caused by falling in hospital.
Did we achieve this?

Hospital falls
Fall rates are shown in the table below and illustrate that:

YES

The number of falls reported at our hospital, per 1000 bed days over the past three years has
dropped. The first column shows all reported falls and the second column shows the number of
reported falls that caused harm to our patients.

Rate per 1000 bed days
Year
2013/14
2012/13
2011/12
2010/11

All falls
7.9
9.1
9.1
7.1

Falls causing harm
2.4
2.6
2.5
1.0

How did we do it?
Over the year we have monitored the completion of falls risk assessments and interventions.

How will we continue to improve?
Our rate of all falls per 1000 bed days remains higher than the national average (although our rate of falls
causing harm is lower than national average). A falls group has been established during 2014 and is led by
one of the hospital’s medical matrons. The Director of Nursing will offer strategic support to the group as
it moves its agenda forward.

Data quality
We are confident that the data shown here is correct. The falls data is drawn from our incident reporting system,
which was last audited in 2011, and the nurse metrics data is collected via internal audit processes which were the
subject of an internal audit in March 2011. Neither of these audits identified any significant concerns.
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3.2.3 Patient safety incidents
Our primary role is to provide our patients with high‐quality care that is safe and people‐centred. However, we
know that things can still go wrong and when they do, it is our job to be honest and open about what happened,
so we can learn from our errors and prevent them recurring. Our staff have a duty to report patient safety
incidents, such as medication errors, hospital falls, pressure ulcer development or clinical error.
To check how we are doing we measure the number and rate of patient safety incidents that staff report; and the
number and percentage of patient safety incidents that result in severe harm or death.
What did we set out to do?
Increase the number of reported incidents and near misses to enable and support organisational learning –
reducing future harm and improving patient experience and safety.
Did we achieve this?

Patient Safety Incidents
Our open and honest culture regarding incident reporting has led to:

YES

A continued year‐ on‐year increase in the number of patient safety incidents reported by staff
within the Trust.

All incidents reported

Incidents that resulted in severe
harm or death

Rolling Year
Oct 13 – Mar 14*
Apr 13 – Sep 13*
Oct 12 – Mar 13
Apr 12 – Sep 12
Oct 11 ‐ Mar 12
Apr 11 ‐ Sep 11
Oct 10 ‐ Mar 11
Apr 10 ‐ Sep 10
Oct 09 ‐ Mar 10
Apr 09 ‐ Sep 09
Oct 08 ‐ Mar 09

No.
3389
2924
2550
2442
2417
2128
2236
2186
2298
2063
2100

Rate per 100 admissions
8.7
7.8
7.0
6.7
6.7
5.9
6.4
6.2
6.8
6.0
6.2

No.
13
17
9
9
18
6
6
2
14
17
17

Rate per 100 admissions
0.03
0.05
0.03
0.02
0.05
0.02
0.02
0.01
0.04
0.05
0.05

* Data for this period is not yet available from the NHS Information Centre – this has therefore been calculated
internally based on submissions to the National Patient Safety Agency and internal data on admissions.
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How will we continue to improve?
The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve this
percentage and so the quality of its services, by enabling its Patient Safety Team to continue to:


Encourage incident reporting to increase the number of incidents and near misses that are reported. It is
an accepted view that high levels of incident reporting are a sign of a good safety culture within a
healthcare system.



Support the investigation of incidents and the identification of root causes to enable changes in practice
to be made and shared.



Carry out a root cause analysis into all serious incidents and developing an action plan. These plans are
monitored by our Quality Delivery Group, chaired by the Medical Director, to ensure timely and
appropriate action is taken.

Data quality
Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the following
reasons:

•
•

The data is drawn from our incident reporting process, which was last subject of an internal audit in 2011; this
audit did not identify any concerns.
There has been a continued year‐on‐year increase in the number of patient safety incidents reported within
the Trust, and staff are actively encouraged to report incidents and near misses to enable the organisation to
learn from these and therefore reduce harm and improve the patient’s experience and safety.

When incidents do occur it’s important we are
honest with our patients, that we investigate
thoroughly, learn from what happened and enable
changes in practice to be made and shared.
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3.3

Patient Experience Indicators

3.3.1 Emergency Department (formerly A&E) indicators
In April 2011 a new set of national Clinical Quality Indicators were issued that were designed to monitor and
improve the quality of clinical care given in Emergency Departments (ED). Our ED has, since then, implemented
changes in practice and data collection to meet these new indicators and to illustrate to patients what standards
of services they are receiving.
What did we set out to do?
• Make sure that 95% or more of our patients wait four hours or less before a decision to treat, admit or
discharge home is made;
• Make sure that the median waiting time patients spend from arriving at ED before starting definitive
treatment (seeing a decision making clinician) is 60 minutes;
• Make sure that less than 5% of our patients opt to leave ED without being treated.
Did we achieve this?
The key national standard is that patients should spend less than four hours in ED and our hospital has historically
performed well against this target – as shown in the table below. Over the past year it has proved an increasingly
challenging target to meet, because of increases in emergency activity across the health community and a higher
number of patients coming to the Emergency Department. Despite these challenges we remain one of the
highest performing hospitals in the country for the four‐hour wait.
Target

Achieved?

2013/14

2012/13

2011/12

96.2% 95.7% 97.3%
95% or more of our patients to wait
four hours or less before decision to
treat, admit or discharge

That the median waiting time
patients spend from arriving at ED
before starting definitive treatment
(seeing a decision making clinician) is
60 minutes

Less than 5% of our patients opt to
leave ED without being treated
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64 mins

74 mins

70 mins

1.9%

2.7%

2.8%

GETTING
THERE

YES
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How will we continue to improve?
We will aim to meet waiting time standards in the Emergency Department (ED) and make sure our patients
have an excellent service experience by:


Continuing to review and enhance clinical practices across the hospital (to support patient flow).



Regularly reviewing staffing levels and working practices in ED to improve patient experience when
attending the department.



Continuing to improve triage systems to help to reduce waiting times between arrival at ED and the
start of definitive treatment.

Data quality
We are assured that the data for these indicators are accurate as they are collected from our Patient
Administration IT System in line with national definitions.

Last year 96.2% of our patients waited four hours or less before a
decision to treat, admit or discharge was made.
This is better than the national target of 95% and is part of providing patients
with high‐standards of service and an excellent experience.
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3.3.2 National Surveys
Patient satisfaction and positive feedback is a key indicator of success. We conduct a wide range of patient and
public involvement activities, but the main measures of patient satisfaction are the national patient surveys ‐
where ratings are given using these three categories:
•
•
•

Better than most others in the survey
About the same as most others in the survey
Worse than most others in the survey.

(a) National in‐patient survey
What did we set out to do?
We wanted to achieve an increased number of ‘better than’ scores in the national in‐patient survey for 2013.
Did we achieve this?

NO

National In‐patient Survey
The table below shows comparative Trust Performance on the national In‐patient Survey 2013 vs.
2012 and 2011 (Source: Healthcare Commission/Care Quality Commission Comparative reports). This year we:
Maintained a similar performance to that in previous years – with most (97%) of the indicators for our
hospital in the ‘about the same’ category.

Performance Rating
Better than
About the same
Worse than

2013
0 (0%)
58 (97%)
2 (3%)

2012
1 (2%)
56 (93%)
3 (5%)

2011
3 (4%)
67 (91%)
4 (5%)

How will we improve what we do?
We have highlighted the key issues and concerns from the 2013 in‐patient survey and are taking action to
improve. This includes:


Improving communication with patients, relatives and carers – using ward communication forms
where queries are answered within 24 hours.



Extending visiting hours – to allow more time for ward staff to discuss issues with patients, relatives
and carers.



Increasing permanent nurse staffing positions – to reduce reliance on agency and temporary staffing.



Introducing Ward Nutrition Champions – staff that monitor the patient meal experience to ensure a
high‐quality of service and the right level of patient support.



Reducing noise at night – an issue for patients at present, divisions are looking at improvement
actions they can take on their own wards to reduce the amount of unnecessary noise at night‐time.
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Data quality
Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the following
reasons: The data for these indicators is taken from data published nationally by the Care Quality Commission.
This information is drawn from data submitted by organisations in relation to individual responses to patient
surveys. We run each of the national surveys in line with national guidance and all analysis is conducted
nationally by the Picker Institute.
(b) National Cancer Survey
We also took part in the national survey of cancer patients, which focuses on patients that have had cancer care
and treatment ‐ and seeks views about the quality of the experience and care they received.
What did we set out to do?
We wanted to achieve as many ‘green’ indicators as possible – so we feature in the top 20% of all Trusts.
Did we achieve this?
National Cancer Survey
Once again we were shown to provide cancer services that our
patients are very happy with.

YES

• We were ranked 6th out of 155 trusts in the country that
took part in the survey.
• Of the 62 questions asked within the survey that were
relevant to us, this is how we compared with other trusts:
o
o
o

35 of our responses were in the top 20% of trusts (Green)
24 of our responses were in the mid 60% of trusts (Amber)
Three responses about us were in the bottom 20% (Red)

We were
ranked 6th out
of 155 trusts.

How will we improve what we do?
Although our report was very positive, there are still actions we can take to make our services for cancer
patients event better. We identified these concerns that we need to act on:




Clinical Nurse Specialists need to explain more about who they are and what they do, when they
introduce themselves to patients.
Key members of staff should have their photographs displayed in clinics to say who they are and what
role they play in patient care.
More information should be given to patients about research ‐ and how they may be able to
participate.

Data quality
We are confident that the information we used is correct. The data for these indicators is taken from data
published nationally by the Care Quality Commission. The information is drawn from individual responses to a
patient survey, which is run on behalf of the Department of Health by an external agency.
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(c)
National Maternity Survey
We took part in the Care Quality Commission’s survey that evaluated the experiences of Mums‐to‐be and new
Mums who used our maternity services during January/February 2013. The Care Quality Commission produced
three separate reports for the Trust, one covering experiences during labour and birth, one for ante‐natal care
and another for post‐natal care.
What did we set out to do?
We wanted to achieve as many ‘better than’ scores as possible in the national maternity survey – in all three
report areas.
Did we achieve this?

National Maternity Survey
The table below shows the overall rankings in the 2013 maternity services survey, but:

YES

Our ratings were good – with 16 in the ‘better than’ category.

Our overall rankings look like this:
Ranking
Green – Better than
Amber – about the same as
Red – Worse than

Ante‐natal Care

Labour and Birth

Post‐Natal Care

1
8
0

7
10
0

8
8
1

How will we improve what we do?
We have identified a number of areas where we can improve and make our maternity services even better for
Mums‐to‐be and new Mums:








Choice – community midwives will talk to Mums‐to‐be about the option of having a home birth.
Choice during labour – all women will be offered choices of birth position (where appropriate and safe) and
active birth will be encouraged.
Communication ‐ effective communication will be part of mandatory training for staff to address concerns
around poor communication in some areas.
Post‐natal care – when talking to women about personal items and issues privacy and dignity should be
maintained and a full explanation of what the hospital provides (and what women need to bring) should be
given.
Feeding – choices of feeding to be explained fully and women should be shown how to breastfeed in a caring
manner (some women felt ‘manhandled’).
Postnatal home appointments ‐ community midwives to discuss and agree the postnatal visiting plan at the
first visit and ensure all women are told about the importance of the six‐week postnatal appointment.

Data quality
We are confident that the information here is accurate. The data for these indicators is taken from data published
nationally by the Care Quality Commission. The information is drawn from individual responses to a patient
survey, which is run on behalf of the Department of Health by an external agency.
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3.3.3 National Staff Surveys
As well as asking patients how they feel about the care and services we provide to them, the annual staff survey
also includes a Friends and Family Test question, which tells us what proportion of staff would recommend the
Trust as a provider of care (that is to their friends and family).
What did we set out to do?
Increase the percentage of staff who would recommend our hospital to their own friends and family members.
Did we achieve this?

National staff survey – Friends and Family Test
These are the percentages for the last three years:

YES

• In 2011 62% of our staff would have recommended the hospital to their friends and family
• In 2012 57% of our staff would have recommended the hospital to their friends and family
• In 2013 61% of our staff would have recommended the hospital to their friends and family

How will we improve what we do?
It’s a well‐recognised fact that staff that are listened to, valued and supported are more likely to feel positive
about the organisation they work for. In a hospital this translates into better patient care and affects the
way staff are likely to respond to feedback like the Friends and Family Test.
The actions described throughout these Quality Accounts will improve the patient care we provide, so staff
know that we are serious about providing high‐quality, safe and people‐centred services. We can also
improve how we look after our staff, to illustrate that their well‐being is just as important. These are some of
things we are doing in 2014/15 to help make the hospital a great place for staff, as well as patients.
Although we have improved our score over the last three years, we are still not where we would wish to be
and we want to do better. Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions
to improve this score and so the quality of its services by:





Introducing a Let’s Talk Care programme – where every member of staff attends a conversation
session to talk about values and behaviours with colleagues (mandatory training).
Valuing staff and showing appreciation – from simple thank you cards to the annual STARS award
ceremony.
Listening to staff concerns ‐ and making it easy for staff to come forward and let the Trust know if
they feel standards are slipping and patient care is at risk of being compromised.
Encouraging staff to participate in sports, social and team‐building events.

Data quality
We believe the information we describe in this indicator is correct. Chesterfield Royal Hospital NHS Foundation
Trust considers that this data is as described for the following reasons: The data for this indicator is taken from
data published nationally by the Care Quality Commission. This information is drawn from data submitted by
organisations in relation to individual responses to staff surveys. We commission an external organisation to run
the national staff survey in line with national guidance.
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3.3.4 Referral to treatment waiting times
To make sure that patients receive timely treatment from the moment they are referred to the hospital, the Trust
monitors performance against the following standards:
•
•

90% of admitted patients to be treated within 18 weeks of referral, including waiting for out‐patient
appointments, diagnostics tests and investigations; and in‐patient treatment.
95% non‐admitted patients to be treated within 18 weeks of referral, including wait for out‐patient
appointments and diagnostic tests and investigations.

Did we achieve this?

Referral to treatment waiting times
The table below outlines the year‐on‐year figures that show:

YES

We have exceeded the national referral to treatment time standards for the last four years.

2010/11

2011/12

2012/13

2013/14

90% of admitted patients treated within 18 weeks of
referral, including wait for outpatients, diagnostics and
inpatient treatment

N/A

99.7%

97.9%

93.5%

95% non‐admitted patients treated within 18 weeks of
referral, including wait for outpatients and diagnostics

99.9%

99.6%

99.7%

99.4%

Target

How will we improve what we do?
Making sure our patients can easily access services to receive a timely diagnosis and treatment is an
important measure of high‐quality care and an excellent patient experience.
In 2014/15 we will aim to maintain our position with regards to referral to treatment times.
Data quality
We are confident that the figures illustrated in this indicator are accurate. The data are collected from the Trust’s
Patient Administration System in line with national definitions and the data is reported monthly in the Trust’s
Performance Dashboard.
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3.3.5 Patient Reported Outcome Measures
Patient reported outcome measures (PROMs) are typically short, self‐completed questionnaires, which measure
a patient’s health status, or their health related quality of life at set points in time ‐ such as before and after an
operation. By comparing the answers given, we can assess the ‘success’ of treatment from a patient’s
perspective. The national PROMs programme was launched in April 2009 and includes patients having the
following operations:
•
•
•
•

Groin hernia surgery;
Hip replacements;
Knee replacement; and,
Varicose vein surgery.

We are responsible for asking patients to complete a questionnaire before their operation, and providing they
give consent, this is followed‐up at a set time post‐operatively by an independent company who have been
commissioned to run PROMs by the Department of Health. For patients where both the pre and post‐operative
questionnaires are returned, these are analysed to calculate the change in scores as a result of surgery.
What did we set out to do?
Achieve higher than national average PROMS scores in each of the four operation indicators – to help support an
excellent patient experience through perceived health gains.
Did we achieve this?
Patient Reported Outcome Measures
The table on the next page outlines the year‐on‐year figures. For 2013/14 it shows
that we have achieved a mixed performance:

Score higher than
the national
average?

Groin Hernia Surgery

Hip Replacement

Knee Replacement

No score recorded as
fewer than 30
patients responded

Varicose Vein Surgery

No score recorded as
fewer than 30
patients responded

We are disappointed not to have any recorded scores in the latter two outcomes. We will continue to work with
patients during their time in hospital to encourage them to participate in the PROMS programme.
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The table below shows how our results compare with other organisations nationally, using the case‐mix adjusted
average health gain as measured by the EQ‐5D, which is based on five quality of life questions. The higher the
score the greater the patients’ perceived health gain.

Groin hernia surgery

Hip replacements

Knee replacements

Varicose vein surgery

2
3

Year

Chesterfield Royal

National

2013/14

0.095

0.085

2012/13

0.110

0.091

2011/12

0.062

0.087

2010/11

0.102

0.085

2013/14

0.380

0.4983

2012/13

N/A2

~

2011/12

0.372

0.416

2010/11

0.384

0.405

2013/14

N/A2

~

2012/13

N/A2

~

2011/12

0.301

0.302

2010/11

0.312

0.299

2013/14

N/A2

~

2012/13

N/A2

~

2011/12

0.085

0.094

2010/11

0.097

0.091

Data is not available as to date there has been less than 30 responses with regard to this procedure
Negative 99.8% outlier on the EQ‐5D Index measure
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How will we improve what we do?
Making sure that patients achieve a positive outcome from surgery is important to us – and is a good indicator
of a positive patient experience. Chesterfield Royal Hospital NHS Foundation Trust has taken the following
actions to improve this score and so the quality of its services, by:
•

•

In the second half of the year we introduced an enhanced recovery pathway for primary hip replacement
patients which includes enhanced pre‐op education and information for patients, set pathways for
physiotherapy support and surgical and anaesthetic techniques.
Patients are better prepared and counselled before their procedure and we expect this to shorten their
length of stay so they can return home sooner.

Data quality
Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the following
reasons:
We are a negative outlier on the EQ‐5D Index measure, for primary hip replacements. This means that there is
about a 1 in 500 chance that its results would be so much higher or lower than the England average merely
because of random variation in its patients, so is a good indication that there is something that is causing this
difference from the England average. This may be something that we do as a provider or something about the
selection of our patient population that causes the outlier result.
We are confident that the information used for this indicator is correct. The data is taken from facts and figures
published nationally by the NHS Information Centre. This information is drawn from individual patient responses
to questionnaires administered pre and post surgery. This process is administered by an independent
organisation commissioned by the Department of Health.

Making sure that patients achieve a
positive outcome from surgery is
important to us – and is a good indicator
of a positive patient experience.
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3.3.6 NHS Litigation Authority, Clinical Negligence Scheme for Trusts Level 2 Assessment – Maternity
The NHS Litigation Authority (NHSLA) is a Special Health Authority that administers the Clinical Negligence
Scheme for Trusts (CNST). The NHSLA issue Trust and Maternity clinical risk management standards that help to
ensure the care and safety of patients. The maternity NHSLA CNST standards focus on ante‐natal, intrapartum
(labour and birth) and postnatal periods of pregnancy and birth.
What did we set out to do?
Achieve level 2 of the CNST for Maternity Services, which focuses on the process for managing risks as described
and documented in our policies.
Did we achieve this?

CNST level 2 – Maternity Standards
The assessment used the 5 risk Standards with 10 criteria as illustrated in the table below.

YES

The Maternity Unit passed all standards by scoring a maximum of 50 out of 50.
This is an outstanding result and we are the only organisation in the region to achieve such a score.
This not only secures a £363,000 saving on our insurance contribution to the NHS Litigation
Authority, but reassures us, and our Mums‐to‐be of that we are providing high‐quality and safe
patient care, for them and their babies.

How did we do it?
To achieve compliance at Level 2 staff needed to demonstrate that processes to manage risk had been
implemented in a minimum of 75% of cases. In addition, 40 out of 50 criteria shown (with no fewer than 7 criteria
passed in any one Standard) were needed to achieve compliance at Level 2.
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Before publication, we share our draft Quality Accounts with a
number of organisations, for their views and comments.
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Annexe 1: Feedback on our Quality Accounts
What other organisations have commented on the quality of our services?
Before publication we shared the draft Quality Accounts for 2013/14 with these organisations, for their views and
comments:
•
•
•
•

North Derbyshire Clinical Commissioning Group
Our Council of Governors
Derbyshire Healthwatch
Derbyshire County Council Improvement and Scrutiny Committee

You can read their statements on pages 51 to 57.
Tell us your views
We would like to hear what you think about the content of our Quality Accounts. If you would like to give us your
views and feedback; and make suggestions about what you’d like to see included in our future quality reports
you are welcome to write to:
The Clinical Governance Team
FREEPOST
NAT 18442
Chesterfield Royal Hospital NHS Foundation Trust
Calow
Chesterfield
S44 5BR
Telephone: 01246 513151
Email: communications@chesterfieldroyal.nhs.uk
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Statement from NHS North Derbyshire CCG, acting as lead commissioner for the Trust. This statement has been
approved by our Governing Body Assurance Committee and shared with the other Derbyshire CCGs.

General Comments
NHS North Derbyshire Clinical Commissioning Group (NDCCG) is responsible for providing the commissioner
statement on the quality account provided by Chesterfield Royal Hospital NHS Foundation Trust (CRHFT) and in
doing so has taken account of comments made by NHS Hardwick Clinical Commissioning Group as an associate
commissioner. Careful consideration has been given to the content and accuracy in line with the national guidance.
NDCCG can confirm that CRHFT has produced a Quality Account that meets the required criteria and that the
information provided appears to be accurate and representative of the information available to NDCCG through
contract monitoring and quality assurance processes during the year.
Measuring and Improving Performance
The Quality Account describes the quality of services provided this year by CRHFT measured against national,
regional and local standards as detailed within the NHS contract and also within the local quality schedule and
quality incentive scheme (CQUIN). Areas in which CRHFT has performed exceptionally well include maternity where
they achieved their CNST level 2 status passing every standard and cancer services where they have consistently
exceeded national waiting times standards in addition to being rated 6/155 Trusts by the patients who had received
care at the hospital. The Trust should also be commended for the achievement of exemplar status nationally in
relation to its work around Venous Thromboembolism (VTE).
Last year CRHFT detailed 3 local priorities for quality improvement over the year. These were broadly described as
patient safety, clinical effectiveness and patient experience. It is clear that Trust commitment to these areas has led
to significant achievements and developments which have enhanced patient care. It is noted from the Quality
Account that the Trust intends to continue to work to sustain and enhance these improvements over the next year,
with specific targets relating to further reductions in avoidable pressure ulcers being welcomed by commissioners and
forming part of this year’s national CQUIN programme.
The Trust has shown commitment over the year to improvement of their Friends and Family net promoter score
however although this has risen for in patients, it remains below the national average, commissioners would expect
to see a continued increase over the next year. The expansion of the Friends and family test to the Emergency
Department and maternity has provided the Trust with challenges and they have worked hard to address these, with
new systems being introduced late in the year which have shown a marked improvement. The Trust has maintained a
similar level of performance in the national In patient survey to that of previous years, which is disappointing when
commissioners have noted that the Trust is proactively addressing issues and concerns which have been raised by
patients through the implementation of extended visiting hours and working to reduce unnecessary noise levels at
night on the wards.
It is recognised that staff satisfaction and a feeling of being valued positively affects patient care, the annual staff
survey also contains a friends and family question to measure what proportion of staff would recommend the Trust as
a provider of care. The Trust has achieved their aim of increasing this percentage over the year and has plans in place
to further develop staff support and services.
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The Care Quality Commission visited CRHFT during 2013/14, and during a routine inspection the Trust was issued a
warning notice in relation to the outcome concerned with meeting nutritional needs. This Trust worked hard to regain
compliance with this measure and now have protected mealtimes with all staff involved in assisting patients at this
time. Later in the year CQC assessors identified compliance issues with assessing and monitoring the quality of
service provision, and an improvement plan has been submitted to the CQC and shared with commissioners to
address these issues. Progress against this plan will be closely monitored by commissioners.
The Trust has continued to demonstrate good results in relation to hand hygiene and cleanliness, but has not
achieved their target in relation to Clostridiumd difficile infections. The Trust has taken positive action to address this
issue by commissioning a review in to the management of Clostridium difficile and working with commissioners to
improve this area of performance and provide regular updates on progress. New national guidance shall enhance
collaborative working as commissioners will become involved earlier in the process of analysing the root causes of
infections to ascertain if they were avoidable or not and identify learning in an increasingly timely manner.
In relation to patient safety Commissioners continue to receive all serious incident reports, safety thermometer
reports and root cause analysis work. Improvements have been noted in the timeliness of these reports ongoing work
needs to focus on themes and evidencing improvements in practice as a result of the action plans which are
presented. Commissioners are working with the Trust to examine current processes and ascertain a collaborative way
forward.
The Trust has made excellent progress against the CQUIN goals for dementia screening, assessment and referral. In
addition the Trust has worked hard to deliver dementia training to a significant number of their staff and provide
support services for families. The Trust has struggled with the target related to the sustaining of breast feeding, and
continues to work on this, but has done well to improve their performance in relation to initiation of breast feeding.
Additional comments
The Quality Account is an annual report to the public that aims to demonstrate that the Trust is assessing quality
across the healthcare services provided. The Quality account provides patients and their families with an accurate,
honest and reflective account of the progress that the Trust has made throughout this year and its future plans to
further enhance service provision.
NHS North Derbyshire Clinical Commissioning Group and associate commissioners look forward to continuing to
work with the Trust to commission and deliver high quality patient care.

Jayne Stringfellow, Chief Nurse & Quality Officer
NHS North Derbyshire Clinical Commissioning Group
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Statement from the Trust’s Council of Governors

The Council of Governors wish to comment on the following areas:
•

Infection Control – the Trust has seen a further reduction in the overall number of hospital‐acquired
clostridium difficile infections, but unfortunately missed the target for the year, which was extremely
challenging. The Trust has sustained programmes to encourage hand hygiene for staff, patients and visitor
and robust processes in place to investigate these types of infections. In addition the Trust commissioned a
review of clostridium difficile management which recognised the high standards to which the Trust adheres
and raised only minor concerns. An action plan has been developed to address the issues, which is fully
supported by the Governors.

•

Dementia – the Governors have been pleased to follow the continued work on dementia over the past year.
This year the Trust has achieved extremely high compliance with screening, assessing and referring patients
for a specialist diagnosis. We also welcome the continuing focus on staff training, general awareness raising
and commitment to funding a clinical lead for dementia.

•

Cleanliness – the Governors are actively involved in monthly internal Patient‐Led Assessments of the Care
Environment (PLACE). PLACE is a government initiative and it is mandatory to have a once a year inspection
with patient representative involvement, which means our inspections are above and beyond what is
expected. We have been pleased to note that standards of cleanliness are being maintained and improved.

•

Nurse staffing – the Trust’s decision to make significant investment into nurse staffing has been welcomed
and supported, but the Governors have had concerns about the level of recruitment achieved so far and the
reliance on agency staff. We are pleased to see a number of initiatives underway to address this including the
engagement of student nurses prior to graduation, recruitment events and an overseas recruitment drive. In
addition the Trust is outsourcing its managed service so, where there is a need for flexible staffing, the gaps
will be filled more cost effectively and with more continuity of care thus delivering a better service for
patients.

•

Nutrition – Governors have been closely involved in the feeding and nutrition working groups, which has led
to the substantive appointment of a feeding advocate, whose role is to promote the importance of patient
feeding and act as a link between catering, patients and clinical services. In addition, Governors are involved
in regular “expectation” meetings with our catering provider and have been active in the meal tasting
sessions which the Trust holds to allow patients, visitors and staff to taste the same food served to patients
food on the day. With regard to the Care Quality Commission’s visit and their concerns regarding nutrition
and food service, the Governors have been very pleased with the Trust’s response which includes the
introduction of nutrition champions and improved modified texture food menu.

•

Urgent Care Village – the Governors continue to be involved in early discussions with regard to developing
the Trust’s services for patients who attend for emergency and urgent care. We look forward to these plans
coming to fruition in the coming years.
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•

Assistance and Complaints– this is the one stop shop for patients, visitors and carers to ask any queries they
may have, pass on their compliment or raise concerns or complaints. We welcome the change in title from
‘Advice Centre’ to ‘Assistance and Complaints’ as we feel this better reflects the function of the department.

•

Eye Centre – the Governors are pleased with the continuing improvement in the Eye Centre, and that work is
in progress to address concerns regarding the backlog of patients.

•

Links with Care Quality Commission (CQC) – the Governors are looking forward to a continued relationship
with representatives from the CQC and becoming familiar with the new inspection regime.

•

PAS – the replacement of the old Patient Administration System (PAS) is a positive move for Trust in the
coming year, and the Governors are looking forward to receiving regular updates on the implementation
process.

•

Cancer project board – the Governors remain keenly interested in the development of services for cancer
patients and their pathways of care.

•

Healthwatch – As a sub‐group of the Council of Governors, the Patient and Public Involvement Committee, is
looking forward to developing closer links.
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Statement from Healthwatch Derbyshire

Healthwatch Derbyshire came into operation on the 1 April 2013 and was very much in its infancy when asked to
submit a response to last year’s Quality Account for Chesterfield Royal Hospital NHS Foundation Trust. However,
having now been operating for 12 months as the consumer champion for health and social care services,
Healthwatch Derbyshire is now in a much better position to strengthen the collective voice of patients and the
public in Derbyshire, and ensure that voice is used to help influence and improve the delivery and design of local
services.
Healthwatch Derbyshire is responding to this Quality Account largely in relation to the ‘Patient experience
priority for improvement’, as this is where our evidence is based.
In our first year we have developed a strong early relationship with the Trust as a key NHS healthcare provider in
Derbyshire. The Trust has been receptive to the public and patient feedback collected by Healthwatch
Derbyshire which is sent to the Trust on a regular basis using our information sharing protocols. The Trust shows
a willingness to respond, react and learn from the feedback we present on behalf of local people.
Healthwatch Derbyshire is providing, and will continue to provide, a valuable source of independent patient
feedback to be used and incorporated by the Trust in appropriate reporting systems. This will complement the
measures put in place by the Trust to capture and gauge patient experience, for example the Friends and Family
test.
The statement from the Trust Council of Governors refers to Healthwatch presence on the Patient and Public
Involvement Committee. This is already proving to be a really useful committee for receiving and considering
feedback from Healthwatch Derbyshire, alongside other measures of patient experience available to the Trust.
We look forward to continued involvement with this committee in 2014.
The development of our relationship with the Trust over the past year has resulted in a valuable information
sharing process that ensures that Healthwatch Derbyshire, and the voices of the local people it champions, have
the potential to be at the heart of decisions regarding service delivery and design at the Trust. We look forward to
working with the Trust with this shared objective in mind during 2014/5.

Darren Bailey
Healthwatch Derbyshire Chair
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Statement from Derbyshire County Council’s Improvement and Scrutiny Committee

Derbyshire County Council’s Improvement and Scrutiny – Health Committee is responsible for considering major
service reconfigurations by health service commissioners and providers.
The Committee has considered one such issue this year in relation to maternity services. Ms Linda Gustard, Head
of Midwifery at Chesterfield Royal Hospital NHS Foundation Trust, attended a meeting of the ISC Health
Committee to explain proposals that would establish new community midwifery bases in Chesterfield – within
Queens Park Sports Centre and Clay Cross Clinic (following its refurbishment).
The ‘midwifery base’ model of community care had enabled the Trust to modernise the midwifery service and
achieve national recommendations related to maternity care for a proportion of women who access the
maternity service in North Derbyshire. The evaluations of this model of care by service users and staff were
positive, and midwife time was more effectively utilised. There was potential for co‐locating other services within
the bases in the future to achieve public health initiatives and facilitate partnership working with other agencies.
The Trust recognised that the community midwifery services in some GP practices in these areas may need to be
retained – for example at Stonebroom, South Normanton and Pinxton, because the base in Clay Cross was not
easily accessible. The Trust would undertake a thorough assessment of the transport links to the proposed bases
and retain service provision in areas where transport links were identified as inadequate.
The ISC Health Committee resolved that (1) the proposals be welcomed and an update on the development be
submitted to the Committee in the future; (2) that the Committee record its concern that the Trust had been
unsuccessful in its attempts to secure feedback from GP surgeries in the area, even though a number of
approaches had been made by the Trust, and (3) that information be presented to the Committee on the
arrangements for midwifery services that were in place in other parts of the County.
We are looking forward to working with the Trust and other stakeholders during 2014/15. To facilitate a mutual
exchange of information and better understanding of “who does what and where” in the health service
community – and the role and responsibilities of the Health Scrutiny Committee – a stakeholder event is being
held by the Health Scrutiny Committee on 9 June 2014 to bring together all organisations working to provide
health services in Derbyshire.
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Based on their knowledge and experience of
the Trust, our council of governors has
commented on this year’s Quality Accounts
and our progress.
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Statement of directors’ responsibilities in respect of the
Quality Accounts Report
Directors’ responsibilities
The directors are required, under the Health Act 2009 and the National Health Service (Quality
Accounts) Regulations 2010 as amended, to prepare Quality Accounts for each financial year.
Monitor (the independent regulator of NHS Foundation Trusts) has issued guidance to NHS
Foundation Trust Boards on the form and content of Annual Quality Reports (which incorporate the
above legal requirements) and on the arrangements that Foundation Trust Boards should put in place
to support the data quality for the preparation of the Quality Report.
In preparing the Quality Report, directors are required to take steps to satisfy themselves that:
• The content of the Quality Report meets the requirements set out in the NHS Foundation Trust
Annual Reporting Manual 2011‐12;
• The content of the Quality Report is not inconsistent with internal and external sources of
information including:











Board minutes and papers for the period April 2013 to March 2014
Papers relating to Quality reported to the Board over the period April 2013 to March 2014
Feedback from the Commissioners dated 19 May 2014
Feedback from Governors dated 3 March 2014
Feedback from Local Healthwatch organisations dated 22 April 2014
The Trust’s complaints report published under regulation 18 of the Local Authority Social
Services and NHS Complaints Regulations 2009, dated 5 May 2014
The latest national patient survey
The latest national staff survey
The Head of Internal Audit’s annual opinion over the Trust’s control environment dated 31
March 2014
Care Quality Commission quality and risk profiles received between 1 April 2013 and the
31 March 2014.

• The Quality Report presents a balanced picture of the NHS Foundation Trust’s performance over
the period covered;
• The performance information reported in the Quality Report is reliable and accurate;
• There are proper internal controls over the collection and reporting of the measures of
performance included in the Quality Report, and these controls are subject to review to confirm
that they are working effectively in practice;
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Directors’ responsibilities continued…
•

The data underpinning the measures of performance reported in the Quality Report is robust
and reliable, conforms to specified data quality standards and prescribed definitions, is subject
to appropriate scrutiny and review; and the Quality Report has been prepared in accordance
with Monitor’s annual reporting guidance (which incorporates the Quality Accounts
regulations) (published at www.monitor‐nhsft.gov.uk/annualreportingmanual) as well as the
standards to support data quality for the preparation of the Quality Report
(available at www.monitor‐nhsft.gov.uk/annualreportingmanual).

The directors confirm to the best of their knowledge and belief they have complied with the above
requirements in preparing the Quality Report.
By order of the Board

Richard Gregory OBE
Chairman
30 May 2014

Gavin Boyle
Chief Executive
30 May 2014

Our Governors, Directors
and
Non‐Executive Directors
spend time out on the
wards talking to patients
and finding out what
they think about
everything from patient
meals, to care and
treatment.
Face to face coversations
are the best ways to get
feedback and to make
sure any problems or
issues can be addressed
straight away.
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Independent Auditors Report on the
Quality Report
(including Limited Assurance Statement)
2013/2014
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This report is addressed to the Board of Directors and the Council of Governors of Chesterfield Royal Hospitals NHS Foundation Trust (“the Trust”) and has been
prepared for your use only. We accept no responsibility towards any member of staff acting on their own, or to any third parties.
This engagement is an assurance engagement over the content of the quality report and mandated indicators conducted in accordance with generally accepted
assurance standards.
In preparing our report, our primary source has been information made available and representations made to us by management. We do not accept responsibility for
such information which remains the responsibility of management. We have satisfied ourselves, so far as possible, that the information presented in our report is
consistent with other information which was made available to us in the course of our work in accordance with the terms of our Engagement Letter dated 4 April
2014.
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Executive summary

Headlines
Introduction
In February 2014, Monitor released their ‘2013/14 Detailed guidance for external assurance on quality reports’. This document provides an overview of the external assurance
requirements for the quality report and forms the basis for our approach to reviewing your quality report and performing testing over performance indicators. The output of our work is a
‘limited’ assurance opinion as well as this report to your Council of Governors on our findings and recommendations for improvements concerning the content of the quality report, the
mandated indicators and the locally selected indicator.
Conclusion
You have achieved a limited assurance opinion on whether anything has come to our attention which leads us to believe that :
•

your quality report does not comply with the requirements set out in the NHS Foundation Trust Annual Reporting Manual;

•

your quality report is not consistent with specified documentation; and

•

either or both of the indicators we have tested has not been reasonably stated in all material respects.

Key findings
Our work is substantially complete, subject to our team carrying out final checks to ensure you have reflected our comments in the quality report and to review changes made by the
Trust after the date of this report. We have set out the key headlines from our work below.
Content – the content of your quality report complies with the requirements
set out in the NHS Foundation Trust Annual Reporting Manual (ARM)

Consistency – the content of the quality report is not inconsistent with
other information sources specified by Monitor

The content of the quality report was accurately reported in line with the quality report
regulations.

We reviewed the information sources specified by Monitor and identified that:

We noted however, that current year information had not been provided in respect of the 28
day readmissions target. The Trust had taken its data from outdated information on the
national health information system.

■ Significant assertions in the quality report were supported by the specified
information sources.

■ Significant matters in the specified information sources were reflected in the quality
report where appropriate;

This will be amended in the revised Quality Account.

Key

Significant issues identified which impact on your opinion

Opportunities to improve

No issues/ minor areas of improvement identified
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Executive summary

Report structure and next steps

Mandated Indicator 1: Clostridium difficile reduction

Mandated Indicator 2: 28 day readmission

We did not identify any issues that impact on our ability to issue a limited assurance opinion
in respect of this indicator.

We did not identify any significant issues that impact on our ability to issue a limited
assurance opinion in respect of this indicator.

See section two for our detailed findings.

We did however identify some areas for improvement and have raised one high level
recommendation and three low level recommendations in Appendix A to this report.

Local indicator: Friends and family test

See section two for our detailed findings.

We did not identify any issues that impact on our ability to issue a limited assurance opinion
in respect of this indicator.
We did however identify some areas for improvement and have raised five
recommendations in Appendix A to this report.
See section two for our detailed findings.
Recommendations raised
We have raised four recommendations as a result of our work, none of which are high priority. Detailed recommendations are included in Appendix B. We have followed up prior year
recommendations in Appendix C. Of the three recommendations raised, two have been fully implemented.
Structure of this report
The remaining sections of this report cover the:
■ Detailed findings: Content of the quality report – this section outlines the work we performed, summarises our findings and concludes on whether a limited assurance opinion has
been issued; and
■ Detailed findings; our review of two selected performance indicators– this summarises our work performed on the two mandated indicators subject to a limited assurance report
specified by Monitor and the locally selected indicator. It concludes on whether a limited assurance opinion has been issued for the mandated indicators and whether improvements
are needed before you could seek a limited assurance opinion on the local indicator selected for testing, the Friends and Family Test.
Next steps to conclude the 2013/14 quality report assurance process
1) The Trust needs to provide us with its Statement of Directors’ Responsibilities in respect of the Quality Report and a signed letter of management representation.
2) In line with Monitor’s reporting requirements, we will provide a final signed opinion by 30 May 2014. This will be in addition to a finalised version of this report concluding our work up
to that date.
3)The Trust needs to include our limited assurance opinion on the content of the quality report and the mandated indicators (see Appendix C) in the Annual Report which the Trust will
submit to Monitor on 30 May 2014.
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Section one

Detailed findings – Content of the quality report
Conclusion
Subject to carrying out our final checks to ensure you have reflected our comments in the quality report and reviewing changes made by the Trust after the date of this report, we are
satisfied that there is sufficient evidence to provide a limited assurance opinion on the content of the quality report.
In this section, we report our work on the content of the quality report against two criteria:
1) A review of content to ensures it addresses the requirements set out in the NHS Foundation Trust Annual Reporting Manual; and
2) A review of content in the quality report for consistency with the content of other information specified by Monitor.
We have set out in more detail the scope of this work in Appendix A.
1) Content addresses requirements of the quality report Regulations
We reviewed the content of the quality report against the requirements set out in the NHS Foundation Trust Annual Reporting Manual. Our findings are set out below:
Recommendation
reference

Issue considered

Findings

Inclusion of all mandated
content

The content of the quality report was accurately reported in line with the quality report regulations.
Specified information was available to support information for all indicators, however we noted that current year information
had not been provided in respect of performance against the 28 day readmissions target. This has been notified to the Trust
and the current year performance as reperformed as part of the audit process will be amended in the revised Quality
Account.

Included within
recommendation one

We identified no further exceptions.

2) Consistency of quality report content with specified other information
We were required to review the consistency of the quality report against specified information. Our findings are set out below:
Issues considered

Findings

Are significant matters in the specified
information sources reflected in the quality
report?

We identified that the Trust had reflected its significant matters, relevant to the selected priorities from the specified information, as
necessary.

Are significant assertions in the quality report
supported by the specified information
sources?

Significant assertions in the quality report are supported by the relevant information sources.
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Section two

Detailed findings: our review of two selected performance indicators

Introduction
We carried out work on two mandated indicators, chosen by the Trust from a list of three available indicators as specified by the Monitor in its guidance:
1.

Clostridium difficile reduction

2.

28 day readmission

In addition, we carried out work on a locally selected indicator chosen by your Council of Governors. The indicator selected was the Friends and Family Test. This indicator is not subject
to a limited assurance opinion.
We have set out in more detail the scope of this work in Appendix A.
Conclusion
Our work on the indicators requiring a limited assurance report suggests there is sufficient evidence to provide a limited assurance opinion in respect of both of the indicators
selected by the Trust. Please note that the extent of the procedures performed is reduced for limited assurance. The nature of the procedures may be different and less challenging that
those used for reasonable assurance. Therefore, our work was not a reasonable assurance audit of either the performance indicators or the processes used to collate and report them.
Results of our work
We have set out overleaf the key findings from our work as described above in relation to the two mandated indicators and the locally selected indicator.
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Section two

Detailed findings: Our review of two selected performance indicators

Indicator

Area of our
work

Key findings

Overall
conclusion

Mandated
indicator 1:
Clostridium
Difficile
reduction

Definition and
guidance

We did not identify any improvements required with regard to the Trust’s understanding and application of the guidance
associated with and the definition of the indicator.

We have not
identified any
issues which
impact our
overall opinion

Definition:
Number of
reportable cases
of Clostridium
Difficile in the
year

Performance as
at 31 March
2014: 36

We did not identify any issues relating to the six specified dimensions of data quality in this area of our work.
Trust systems
to produce the
indicator

We did not identify any improvements required with regard to the systems and processes the Trust uses to produce the
indicator.
We wish to highlight that the Trust’s initial screening process and recording process for this indicator is more extensive than the
mandated test. This can result in the identification of more C.Diff cases than would be identified using the mandated approach,
and is therefore an important patient safety tool. However, this indicator forms part of the Trust’s Governance risk rating, and
as such it could be perceived that there is an incentive to under-report. The Trust has reported a breach in the year which
indicates that the risk of under-reporting is low.
We did not identify any issues relating to the six specified dimensions of data quality in this area of our work.

Substantive
testing

Of 25 records sampled across all the potential test outcomes, the data was found to be correctly captured on the ICNET
system in 100% of cases.
We did not identify any issues relating to the six specified dimensions of data quality in this area of our work.

Target: 23
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Section two

Detailed findings: Our review of two selected performance indicators

Indicator

Area of our
work

Key findings

Overall
conclusion

Mandated
indicator 2: 28
day readmission

Definition and
guidance

The Trust routinely reports performance during the year based on emergency admission within 30 days of discharge from
hospital as opposed to within 28 days. This is because the Trust is monitored for PBR purposes on admissions within 30
days. However the Trust has appropriately analysed the data set to ensure it includes only readmissions within 28 days for
purposes of Quality Account reporting.

Performance
against the
indicator should
be amended to
reflect the
following:

In addition the Trust had incorrectly included cases where the re-admitting spell has a diagnosis of cancer. The guidance
for this indicator states that such cases should be excluded from the calculation.

Definition:
Emergency
readmissions
within 28 days of
discharge from
hospital

We recommend that the Trust monitors and reports internally against the 28 day readmission criteria if it plans to continue
to select this indicator as a mandatory indicator in future years. This should be based on up to date information generated
from the Patient Administration System (PAS). We also recommend that parameters are put in place to ensure cancer
cases, and all other exclusions as defined in the guidance, are correctly accounted for in calculating the indicator.

10.28% (0-15 yrs)
7.1% (> 16 yrs)

Please see recommendation one.
Performance as
at 31 March 2014:
Not given:

Trust systems
to produce the
indicator

(2012/13 figures
given:
11.03% (>16 yrs)

We identified improvements required with regard to the systems and processes the Trust uses to produce the indicator.
Specifically:
■ The Trust compiled its original data based on information obtained from the Health and Social Care Information Centres
(HSCIC) website. However, this information is outdated (most recent information is available for 2012/13) and for
purposes of data quality, breaches timeliness requirements. As such the Trust compiled data from its own PAS. PAS is
updated on at least a daily basis with detailed admission and discharge information therefore is considered reliable.
(Included in recommendation one).

8.96% (0-15 yrs))
Substantive
testing
Target (2012/13):
11.16% (>16 yrs)
10.15% (0-15 yrs)

Of 25 patients we tested, all cases traced back from the numerator had been correctly recorded on PAS based on patients’
health records.
We did not identify issues relating to the six dimensions of data quality aside from the matters reported above. We did not
identify any further specific concerns from our detailed testing.
We have reviewed the Trust’s recalculated performance against the indicator having addressed the definition issues set out
above. Performance against the 28 day readmission indicator should be reported as 7.34%. This should be amended in the
revised Quality Account.
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Section two

Detailed findings: Our review of locally selected indicator
Indicator

Area of our
work

Key findings

Overall
conclusion

Locally selected
indicator: Friends and
family test

Definition
and guidance

We did not identify any improvements required with regard to the Trust’s understanding and application of the guidance
associated with and the definition of the indicator. Standard wording and response options in the survey are as per
Department of Health guidance.

We have not
identified any
issues which
impact our
overall opinion

Definition: The
friends and family
test (patient score) for Trust
systems to
the reporting period.
produce the
Performance as at 31 indicator
March 2014: 63%
Target: 70%

We did not identify any issues relating to the six specified dimensions of data quality in this area of our work.
The Trust has its own internal systems and processes in place to record the information, and does not rely on third parties
to collate the data. In trusts where this is the case, a risk exists that data may not be readily available from third parties to
substantiate performance.
However, we identified improvements required with regard to the systems and processes the Trust uses to produce the
indicator. Specifically:
■ The Trust does not keep hard copy survey responses for the whole accounting year for data verification and audit
purposes;
■ Cut off procedures to ensure that surveys are recorded in the correct year are not formalised;
■ The Clinical Governance supervisor does not evidence the surveys validated every month on the ‘raw data’ tab used
to compile the data.
■ The indicator is not recalculated or reviewed by an independent officer to ensure that the correct source data has been
used. This control is recommended by the Department of Health guidance.
Please see recommendations two five.

Substantive
testing

Of 25 records reviewed as part of the detailed testing relating to data reported for February 2014:
■ All 25 surveys had followed the criteria stipulated by the Department of Health;
■ In relation to accuracy of recorded data, 22 surveys had been accurately entered onto the ‘SNAP11’; system. One
survey was incorrectly recorded on the system, and 2 surveys related to January 2014 but had been included in the
reported data for February 2014.
■ In relation to the correctness of reported data, 18 out of 25 surveys had been correctly reported in February 2014. Two
surveys related to January 2014 (see above), and for four of the 25 surveys, the discharge date had not been recorded
on the system, therefore we could not conclude whether they should be included. We understand it is the Trust’s policy
to include surveys without discharge dates in the month they are received.
Please see recommendation six in relation to recording discharge dates for each survey received.
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Appendix A

Scope of work performed and our approach
Background
In February 2014, Monitor released their ‘2013/14 Detailed guidance for external assurance on quality reports’. This document provides an overview of the external assurance
requirements for the quality report.
The publication of High Quality Care for All in 2008 placed quality and quality improvement at the heart of current debate in the NHS. The Health Act 2009 and associated regulations
require all providers of NHS healthcare services in England to publish a quality report each year about the quality of NHS services they deliver.
Scope, approach and outputs
Our work has been based on the principles of ISAE 3000 (Assurance Engagements other than Audits and Reviews of Historical Financial Information) in order to provide an independent
assurance opinion. We have set out our approach below
Requirement

Review the content of the quality
report against the requirements
specified by the quality reports
Regulations

Review the content of the quality
report for consistency against the
other information sources detailed in
Monitor’s guidance.

Approach
■ Desktop review of the Trust’s quality report against the checklist of requirements as set out
in Monitor’s guidance. This work addressed:

■

–

Significant matters in the specified information sources relevant to the priorities selected
by the Trust for the quality report to be reflected in the quality report; and

–

Significant assertions in the quality report to be supported by a suite of specified
information sources.

Testing of two indicators agreed with
the trust

■

Limited assurance
opinion over:
■ Compliance with
the regulations

Desktop review of the Trust’s quality report against the Trust’s file of evidence.

■ We have:

Testing of a locally selected indicator
as chosen by the Council of
Governors

Output

–

Confirmed the definition and guidance used by the Trust to calculate the indicator;

–

Documented and walked through the NHS trust’s systems used to produce the indicator;
and

–

Undertook substantive testing on the underlying data against six specified data quality
dimensions.

See above. Our approach is consistent with our approach for the mandated indictors.

■ Consistency with
specified
documentation
■ Two indicators in
the quality report

Report to the Council
of Governors
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Appendix B

Recommendations
We have raised four recommendations, one of which is high priority and relates to the calculation of the 28 day readmission target. The Trust will provide management responses
following the Audit Committee. We will follow up these actions during 2014/15.
We have followed up prior year recommendations in Appendix B

High priority

#

Fundamental issues which have
resulted or could result in a
qualification of the limited
assurance opinion and require
immediate action

Priority


Medium
priority

Improvements which are required but may not
need immediate action. In isolation this issue may
not prevent an assurance opinion being issued but
it may contribute to a group of issues that could
prevent an assurance opinion being sought

Issue and Recommendation


Low priority

Management Response

Minor improvements which, if corrected,
would benefit the organisation but would
not in isolation be likely to prevent an
assurance opinion being sought

Responsible Officer/Due
Date

28 day readmission target – calculation of target
The Trust reported performance based on emergency admission within 30 days of
discharge from hospital as opposed to within 28 days, since this is monitored at the
Board level for PBR purposes. Performance reported related to 2012/13, which is
the latest information available on the Health and Social Care Information Centres
(HSCIC) website. However, this information is outdated and for purposes of data
quality, breaches timeliness requirements.
1


High

In addition the Trust had incorrectly included cases where the re-admitting spell has
a diagnosis of cancer. The guidance for this indicator states that such cases should
be excluded from the calculation.
Recommendation: The Trust should monitor and report internally against the 28
day readmission criteria if it plans to continue to select this indicator as a mandatory
indicator in future years. This should be based on up to date information generated
from the Patient Administration System (PAS). Parameters should be put in place to
ensure cancer cases, and all other exclusions as defined in the guidance, are
correctly accounted for in calculating the indicator.
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Appendix B

Recommendations

#

Priority

Issue and Recommendation

Management Response

Responsible Officer/Due
Date

Friends and Family test – retention of surveys
2


Low

Hard copy surveys which are input into the SNAP11 database to generate are not
retained for longer than one month. This means that should queries arise subsequently
for which the survey needs to be accessed and reviewed, this
Recommendation: Hard copy survey responses should be retained for the whole
accounting year for data verification and audit purposes.
Friends and Family test – application of cut-off procedures
Cut off procedures to ensure surveys are recorded in the correct month on the SNAP11
database need to be formalised and adhered to.

3


Low

From our detailed testing, two surveys relating to January 2014 had been included in
February 2014 data. In addition, discharge dates were not recorded on four surveys. We
understand from the Trust that where this is the case, they are recorded in the month
they are received.
Recommendation: Cut off procedures including cut off date for reporting each month
should be formalised in the Trust’s guidance to ensure surveys are recorded in the
correct period. Further guidance should also be provided to ward staff to emphasise the
importance of recording the discharge date on the survey forms.
Friends and Family test – validation of surveys

4


Low

The Clinical Governance Support Advisor does not evidence the surveys validated every
month on the ‘raw data’ tab of the spreadsheet. We understand that twenty surveys per
month are validated back to source information to ensure surveys are fully completed
and accurately transposed onto the system.
Recommendation: The Clinical Governance Support Advisor should evidence the
surveys validated every month on the ‘raw data’ tab of the spreadsheet which is kept for
audit evidence.
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Appendix C
Responsibilities of the Board of Directors and limitations associated with this
engagement
It is important that the Board of Directors and Council of Governors, as the intended users of this report, understand the limitations associated with the procedures
performed for this engagement:
•

Procedures designed to assess the content of the Quality Report in order to be able to provide a ‘limited assurance’ opinion have been performed. Where an opinion
has been issued, we have carried out sufficient work to ensure that there is nothing that has come to our attention in the Quality Report that is not inconsistent with
other information as specified in Monitor’s Detailed Guidance for External Assurance on the Quality Report. This is not as detailed as providing a reasonable
assurance opinion because we only have been required to review a limited amount of information. We have set out this limited information on the following page.

•

Procedures designed to assess readiness for a ‘limited assurance’ opinion on the mandated indicators requiring a limited assurance report are not as detailed or as
challenging as those designed for ‘reasonable assurance’. A limited assurance opinion on a performance indicator does not mean that indicator has been confirmed
as accurate only that, based on the limited procedures performed including identification of controls and walkthroughs of systems nothing has come to our attention
to suggest the indicator is inaccurate.

The Statement of Directors’ Responsibilities in respect of the Quality Accounts outlines the directors’ responsibilities under the Health Act 2009 and the National Health
Service (Quality Accounts) Regulations 2010 in preparing Quality Accounts and the expectations of Monitor, the Independent Regulator. This work, and any
subsequent work to provide an assurance opinion in future periods, is not a substitute for these responsibilities which remain with the Board of Directors of the Trust.
As set out in the Executive Summary next steps paragraph, we will require a management representation around the responsibility of the Board for data quality and the
inclusion of all relevant content, as well as a signed Statement of Directors’ Responsibilities before we issue any opinion.
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