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Throughout this document we have used the term patients to represent all our services users including those
people who are important to patients e.g. carers, relatives, friends.
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Part One
What is the Quality Account?
The Quality Account is our opportunity to share with you information about how well Chesterfield Royal Hospital
NHS Foundation Trust (the Trust) have delivered services which are safe, effective and offer patients a good
experience. The Trust publishes a Quality Account each year to show progress against our key standards and
publicise our priorities for the coming year.
About Chesterfield Royal Hospital NHS Foundation Trust
The Trust serves a North Derbyshire population of more than 400,000, providing a full range of acute services –
plus community midwifery, specialist children’s services, GP and primary care services and a 24 hour emergency
department. Find out more about us throughout this Quality Account.

Statement on Quality
Everyone at the Trust strives to give every patient a safe, effective and positive experience. Our focus is to ensure
patients are protected by comprehensive safety systems that focus on openness and learning. We aim for patient
outcomes that are consistently better than expected and we always endeavour to ensure we respect, value and
empower our patients – so we can listen to them and improve as a result of that listening.
These very pledges are at the heart of our Quality Strategy which provides a focus for our journey towards
becoming an outstanding organisation – where the ratings our hospital, our community based services and our
GP surgeries achieve from the Care Quality Commission (CQC) reflect our ambition to provide the best possible
care and services we can to the 400,000 plus people in North Derbyshire who make us their first choice for care
and treatment.
This Quality Account is once again an honest reflection of where we are on that journey. It provides a picture of
highlights and achievement; and also shows that we are clear about where we are not performing well - and that
we know we have to take on-board what happened over the last year and continue to develop and improve.
The 4,000 colleagues that support provision of high-quality care and services are committed and determined to
our success. Whether they provide direct patient care to our patients in wards, clinics or departments, or they
provide valuable support and behind the scenes services they work together as one team. Every single member
of staff contributes to how our patients feel about the Trust and its reputation. We appreciate everyone for the
role they have - and I hope our report enables you to consider every individual’s influence and input.
In the Quality Account this year you will see progress we have made to care and environment for patients with
dementia and support their families and carers. Our Matron for Dementia Services and dedicated dementia ward
champions have been able to make a real difference through numerous project and initiatives including launching
our Reminiscence Interactive Therapy Activities (RITA) and introduced photographs of named nurses for our
dementia patients. The Trust are pleased to be able to report that significant improvements were recognised
through the National Dementia Audit of 195 trusts¹. Chesterfield Royal Hospital NHS Foundation Trust were
ranked first out of 195 trusts for nutrition and first for discharge, fourth for carer rating of patient care and tenth
for carer rating of communication. For governance, assessment and staff communication, we were ranked in the
top quarter of all 195 participating Trusts in the National Dementia Audit.
Whilst we are delighted to share our successes, we are also sharing aspects of care where we need to focus our
efforts to get to a higher level of excellence.
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As well as looking back on the past year we have set out our commitments for the coming year within this report and my colleagues Krishna Kallianpur, our new Chief Nurse and Dr Hal Spencer, our Medical Director, along with
the rest of our Executive Director team continue to inspire, encourage and support people across the Trust as
they continue to do all they can to lead their own improvements. Staff-led change is so important because they
know their patients and they know what will make a real difference to support high-quality person centred care
for all. The COVID-19 pandemic and the delay in the presentation of the 2019/20 Quality Account enabled us to
review our objectives for the coming year and work even more closely with our system partners. As well as
presenting significant challenges, the pandemic also enabled us to rapidly progress some of our planned
improvements and we are pleased to share our plans throughout this report.
In conclusion – and to the best of my knowledge - all the data and information presented in the 2019/20 Quality
Account report is true and accurate - and it has been approved by the Trust’s Board of Directors.

Angie Smithson
Chief Executive
October 2020

¹97% of eligible trusts participated.
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Part Two
Priorities for improvement
The ambitions for 2019/20 have been developed through review of our past performance and consideration of
national priorities, and build on the work done over the past 2 years since the publication of our previous
strategy.
Our continued focus to be ‘outstanding’ will ensure that:
Clinical Effectiveness - Outcomes for our patients are better than expected
Patient Safety - Patients are cared for within strong, comprehensive safety systems, and that we focus on
openness and learning
Patient Experience – Patients are truly respected and valued as individuals and services provide informed choice
and continuity of care

These three priorities were chosen as they reflect the quality of care across the organisation and are key
indicators within the Trust’s Quality Strategy, which was developed based on feedback from patients and the
public and in consultation with our staff.
Progress against each of these priorities will be reported via regular performance reports which are presented to
the Board of Directors, Quality Assurance Committee and Council of Governors. In addition, these reports are
shared with our Clinical Commissioners, Derbyshire Healthwatch and Derbyshire County Council Overview and
Scrutiny Committee. The following section looks at our progress to date and plans for improvement for 2020/21.
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2.1 Clinical Effectiveness
Priority 1: The best outcomes for our patients
2019/20 Quality Strategy Implementation Plan for Clinical Effectiveness
Our ambition
Action
Learning from deaths – to
embed effective processes
for the review and
investigation of deaths in
hospital and ensure that
the learning identified is
implemented in practice.

Achievement
2019/20
On target

Use our intelligence to identify areas, e.g. diagnosis groups,
where mortality may be higher than expected and
undertake focussed reviews in these areas
Assess the impact of actions to strengthen the palliative
Complete
care team and end of life care processes on the quality of
care given
Develop a long term strategy to improve the consistency of Complete
documentation
Audit the use of ReSPECT and take action to ensure that this Complete
process is embedded
Implementing best
Strengthen the processes to assess compliance with NICE
On target
practice – to deliver care
guidance and identify actions required to address nonin line with best practice
compliances
to ensure the best
Fully engage with the national Get It Right First Time
Complete
outcomes for our patients programme which aims to improve the quality of care
within the NHS by reducing unwarranted variations
Learning and
Strengthen our clinical audit programme and processes to
On target
improvements from
ensure:
Clinical Audit – to
 audit plans focus on the priorities as informed by our risk
improve clinical outcomes
register and identified themes from patient safety
for patients by ensuring
intelligence
that where clinical audits
 any shortfalls in clinical practice are addressed
identify scope for
systematically and that changes are evidence based
improvement action is
 there is robust oversight of Clinical audit and that this is
taken.
integrated with Divisional Governance Structures
Work with Heads of Nursing to identify opportunities to
Complete
increase nursing involvement in audit
Introduce an annual audit celebration event to showcase
Complete
local audits
To be outstanding, our aim is to ensure that outcomes for patients who use our services are consistently better
than expected. Our achievements against each action during 2019/20 and those planned for the coming year are
as follows:
Learning from deaths
Many people experience excellent care in the months or years leading up to their death. However there is scope
for improvement; by reviewing deaths and ensuring that learning is identified we can improve care for future
patients and reduce avoidable deaths.
During 2019/20, we have:
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Used intelligence from Dr Foster® and local intelligence to identify areas where mortality may be higher
than expected and undertaken focused reviews in these areas
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Continued to develop our Learning from Deaths process by holding a Listening into Action (LIA) Big
Conversation on Learning from Deaths
Enhanced our learning process by inviting external reviews into specific care pathways
Developed robust action plan for embedding the Recommended Summary Plan for Emergency Care and
Treatment (ReSPECT) process and documentation following audit of processes
Improve responsiveness to deteriorating patients and high quality documentation by implementing
electronic patient observations
Introduce the Perinatal Mortality Review Tool to support structured review of perinatal deaths
Developed a cohesive and comprehensive audit and quality assurance plan that incorporates all elements
of the End of Life service.

In 2020/21, we will carry out a full review of the Learning from Deaths elements of the Quality Strategy and the
Quality Strategy Implementation Plan to ensure this aligns with the refreshed Trust Strategy. Clinical Divisions will
be supported by the Quality Governance Team and the QSIR programme to develop and deliver these priorities,
ensuring quality improvement methodologies are used to implement a sustained improvements including:

Implement a Medical Examiner role to undertake timely initial review of all patients who die at the Trust
and enable any required review process to begin sooner

Develop a Medical Examiner’s Officer role to increase the opportunity for and quality of communication
with bereaved families

Strengthen oversight of the death certification process and eliminate delays in certification

Carrying out a Mortality Structured Judgement Review or investigation on all patient deaths where
concerns are raised, and complete reviews for all patients with learning disabilities

Strengthen learning from deaths through strengthen the remit and oversight of the Mortality Committee
and doubling the number of review meetings held in the year

Enhance opportunities for learning by expanding the Structured Judgement Review of death process to
include review by Nurses and Allied Health Professionals

Strengthen opportunities for local and Trustwide learning and links with the Patient Safety Incident
Response Framework by recording all Structured Judgement Reviews on RLDatix®

Embed the ReSPECT process and employ a full time ReSPECT/MCA Facilitator to support process in
everyday clinical care to enable staff to hold meaningful discussions with patients and their families

Use intelligence provided by external review to enable us to focus on key priorities and inform service
redesign during 2020/21

Carry out full evaluation and refresh of our Mortality: Responding to and Learning from Deaths Policy.
Implementing best practice
Healthcare is constantly changing and achieving the best outcomes requires us to understand and implement
evidence-based best practice.
During 2019/20, we have:




Continued to engage with the Getting It Right First Time (GIRFT) programme and implement improvement
plans to realise opportunities for improvements. Twenty two specialities at Chesterfield Royal Hospital
Foundation Trust have been offered and have accepted the opportunity to undergo GIRFT activity. This has
identified some outstanding areas of practice from which we can shared and learn from excellence, it has
also presented opportunities for improvement and robust monitoring process for these have been
developed and embedded
Embedded our processes to assess compliance with NICE guidance and are much closer to achieving
compliance with our target response times.

In 2020/21, we will carry out a full review of the implementing best practice elements of the Quality Strategy and
the Quality Strategy Implementation Plan to ensure this aligns with the refreshed Trust Strategy. Clinical Divisions
will be supported by the Quality Governance Team and the QSIR programme to develop and deliver these
Quality Account 2019/20
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priorities, ensuring quality improvement methodologies are used to implement a sustained improvements
including:


Continue to embed process to support opportunities for improvement through GIRFT and monitor these to
provide assurance
Continue to embed NICE Policy to ensure consistent review of NICE Guidance, agree improvement
trajectories with Divisions with the aim to review all guidance within target response times.



Learning and improvements from Clinical Audit
Clinical audit is our key method for finding out if healthcare is being provided in line with standards and helps care
providers know where their service is doing well, and where there could be improvements with the ultimate aim
of improving outcomes.
During 2019/20, we have:





Raised awareness of clinical audit with all staff including nurses, through the Trust by holding an annual
celebration event in November 2019 to showcase local audits and measurable improvement in quality and
patient outcomes
Launched a National Clinical Audit Assurance Tool which promotes and tracks SMART actions enabling
priorities from audits to be identified in a quicker, more systematic way
Completed an Annual audit review by the Medical Director and Audit Leads to focussed our audit plans on the
priorities as informed by our risk register and identified themes from patient safety intelligence
Clinical Audit Effectiveness Framework has been developed to enhance monitoring and oversight of action
actions through the Clinical Effectiveness and Safety Group.

In 2020/21, we will carry out a full review of the Clinical Audit elements of the Quality Strategy and the Quality
Strategy Implementation Plan to ensure this aligns with the refreshed Trust Strategy. Clinical Divisions will be
supported by the Quality Governance Team and the QSIR programme to develop and deliver these priorities,
ensuring quality improvement methodologies are used to implement a sustained improvements including:



Continue to strengthen clinical audit processes by embedding the Clinical Effectiveness Assurance Framework
to support continuous quality improvement from clinical effectiveness activity including national audits
Embed the National Clinical Audit Assurance Tool which promotes and tracks SMART actions and informs the
Clinical Effectiveness Assurance Framework.
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2.2 Patient Safety
Priority 2: Protecting our patients from harm
2019/20 Quality Strategy Implementation Plan for Patient Safety
Our ambition
Action

Achievement
2019/20
Complete

Recognising and
Launch the revised National Early Warning Score chart
escalating deteriorating
(NEWS 2) and relaunch the escalation policy and procedures
patients – to avoid serious Commence delivery of a programme of simulation training
Complete
health problems
to help staff translate this policy and procedures into
developing by ensuring
practice
that we monitor patients
Introduce an e-observations platform and task management Complete
appropriately while they
system which will provide further opportunities to improve
are in hospital and take
the safe escalation of the deteriorating patient
action if they show signs
of deterioration.
Patient and Family
Strengthen current processes to ensure duty of candour is
Complete
Involvement - patients
applied in all cases where an incident has caused moderate
and/or their families’ are
or greater harm
supported, engaged and
Review previous serious incident investigations to identify
On target
involved immediately
scope for improvement in terms of engagement
following a patient safety
Ensure that for serious incident investigations; a lead
On target
incident and throughout
contact is identified who will liaise with the patient
the subsequent
throughout the process
investigations.
Learning from Incidents - Through delivery of our learning from incidents strategy we On target
be recognised by our staff will:
and stakeholders as a true  Develop a positive safety culture where reporting of all
learning organization,
incidents
with a culture that actively  Strengthen the learning processes by ensuring actions
promotes reporting of all
identified in response to incidents are SMART and
incidents irrespective of
develop mechanisms to support broader learning across
harm as an opportunity to
specialties and divisions
learn and continuously
Evaluate the impact of these actions to determine whether
improves the quality of
effective learning has taken place following an incident
services, outcomes and
safety.
To be outstanding, our aim is to ensure that outcomes for patients who use our services are consistently better
than expected. Our achievements against each action during 2019/20 and those planned for the coming year are
as follows:
Recognising and responding to deteriorating patients
Ensure that patients who become acutely unwell in hospital receive optimal care because their deterioration is
quickly recognised and acted upon.
During 2019/20, we have:
 Introduced an e-observations platform and task management system which provides further opportunities to
improve the safe escalation of the deteriorating patient
 Supported timely escalation of deteriorating patients by launch of a revised National Early Warning Score
Chart providing clarity on actions to be taken for junior doctors and empower nurses to challenge
appropriately
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 Continued to strengthen our processes surrounding clinical communication and handover through the
continued embedding of accountability handovers throughout the Trust
 Introduced targeted simulation training programme where point of care simulations are undertaken
throughout the Trust
In 2020/21, we will carry out a full review of the management of the deteriorating patient elements of the Quality
Strategy and the Quality Strategy Implementation Plan to ensure this aligns with the refreshed Trust Strategy.
Clinical Divisions will be supported by the Quality Governance Team and the QSIR programme to develop and
deliver these priorities, ensuring quality improvement methodologies are used to implement a sustained
improvements including:
 Continue to embed and develop the e-observation platform and task management system
 Further develop our simulation training programme, to incorporate learning from our incidents
In addition recognising deterioration has been identified as one of the local priority areas for investigation in the
Trust as part of its implementation of the Patient Safety Incident Response Framework (PSIRF). Other local
priorities for investigation also include; invasive procedures, diagnostic related incidents related to delays in
follow-up of abnormal tests or scans and documentation/ handover of care for patients at-risk of self-harm.
Patient and Family Involvement:Open and honest communication with patients is at the heart of health care. Being open when things go wrong
immediately and supporting and involving patients and their families throughout the subsequent investigations
can help them to cope better with the after effects of a patient safety incident.
During 2019/20, we have:



Achieved a consistent approach to duty of candour communications across the Trust by provision of divisional
performance reports and expert guidance and support from both central and divisional governance teams for
clinicians
Strengthened the support provided to patients and their families both immediately and throughout serious
incident investigations; including ensuring a lead contact is identified who will liaise with the patient and their
family throughout the investigation process.

In 2020/21, we will carry out a full review of the patient and family involvement elements of the Quality Strategy
and the Quality Strategy Implementation Plan to ensure this aligns with the refreshed Trust Strategy. Clinical
Divisions will be supported by the Quality Governance Team and the QSIR programme to develop and deliver
these priorities, ensuring quality improvement methodologies are used to implement a sustained improvements
including:
 As part of the PSIRF we will continue to strengthen our active involvement and engagement of patients and
their families through the whole of the patient safety incident investigation process.
 Further embed duty of candour communications throughout the Trust with an emphasis on the importance
of caring and emphatic communications.
Learning from Incidents
When something goes wrong in healthcare, the people affected often say, "I don’t want this to happen to anyone
else." We want to be recognized by our staff and patients as a true learning organisation, with a culture that
actively promotes reporting of all incidents, irrespective of harm, as an opportunity to learn and continuously
improve the quality of services, outcomes and safety
During 2019/20, we have:
 Introduced learning case studies to further develop our mechanisms for sharing of learning from incident to
support broader learning across specialties and divisions
QA14
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Utilised the Trusts Listening into Action (LiA) and Quality and Service Improvement (QSIR) programmes to
more effectively generate solutions to learning from incidents
Strengthened our incident investigation capabilities through the introduction of human factors
methodologies into our learning processes

In 2020/21, we will carry out a full review of the Learning from incidents elements of the Quality Strategy and the
Quality Strategy Implementation Plan to ensure this aligns with the refreshed Trust Strategy. Clinical Divisions will
be supported by the Quality Governance Team and the QSIR programme to develop and deliver these priorities,
ensuring quality improvement methodologies are used to implement a sustained improvements including:



Further strengthen our incident investigation capabilities by participation in the National Patient Safety
Incident Response Framework “early adopter” pilot
Develop reporting and investigation mechanisms to enable learning to occur when things have gone well
(learning from excellence).
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2.3 Patient Experience
Priority 3: Positive Experience
2019/20 Quality Strategy Implementation Plan for Positive Patient Experience
Our ambition
Action
Communication - ensure
patients are cared for by
staff who can
communicate in a clear
and understandable way

Always Events – ensure
that patient experience is
supported by Always
Events®.
Learning from Feedback –
ensure that we respond to
feedback, however it is
received, at all levels of
the organisation in order
to drive improvements to
patient experience.

Develop a communication training framework which
includes:
 Human factors training
 Clinical Supervision and reflective practice
 Golden thread communication training – a resource
which can be included in all relevant training courses.
Undertake the National Audit of Dementia (NAD) care to
benchmark our services and identify opportunities for
improving care and communication for patients with
dementia and their families.
Work with patients, carers and staff to co-produce “OK to
Ask” leaflets, which aim to empower patients to ask
questions during their care and treatment.
Evaluate the usage and impact of the Red2Green process
question cards to ensure that these are achieving the aim
of patients being fully aware and involved in care planning
from admission to discharge.
Evaluate the systems and processes in place for ensuring
that patients have access to guidance about post-discharge
care, including who to contact if they have any concerns
and make recommendations for improvement.
Implement a programme to support each Care Unit to have
developed an Always Event by 2020.

Achievement
2019/20
Complete

Complete

Complete

Complete

Complete

Complete

Develop a Patient Experience Delivery Plan and Aim
Complete
Statement, which will set out objectives and expectations
for Divisions/Care Units
Through re-tendering the service drive improvements in
Complete
our real time patient feedback system to ensure that staff
have easy access to the themes and trends arising from
feedback and are able to evidence the impact of
improvement.
Support Care Units to further develop their improvement
Complete
plans to include actions relating to patient experience, to
be regularly reviewed at Governance meetings and Patient
Experience Committee
To be outstanding, our aim is to ensure that outcomes for patients who use our services are consistently better
than expected. Our achievements against each action during 2019/20 and those planned for the coming year are
as follows:
Communication
Good communication is vital in helping patients make informed decisions. Feedback from our patients suggests
this is a key opportunity for improvement. We want to ensure patients are provided with appropriate support,
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information and explanations and report they are cared for by staff who can communicate in a clear and
understandable way.
During 2019/20, we have:
 Further increased membership of the Service User Partnership Project, whereby patients volunteer to be
involved in staff education sessions, and expanded the staff groups who involve Service User Partners in their
training programmes to ensure the patient is at the centre of education and training and that communication
between staff and patients is a key factor
 Rolled out Human Factors Training across the Trust to support patient safety and experience, improving
communication with patients and between staff/services
 Introduced the automated production of Easy Read and large print letters
 Implemented Customer Care training for Acute Care Unit reception staff
 Introduced photographs of named nurses for our dementia patients.
Patient feedback related to communication also demonstrated that:
 96% of patients said that staff acted professionally with them, their visitors and carers when asked as part of
the Trust’s dignity audit (quarter three 19/20); in addition, over 95% of patients felt that staff were open and
honest, with 92% of patients saying they always felt listened to and able to ask questions
 We were better than other trusts in the 2018 National Urgent and Emergency Care Survey (published October
2019) in terms of providing enough privacy for patients discussing their conditions with receptionists and that
over 90% of patients felt they were treated with respect and dignity whilst in the Emergency Department
 Over 90% of Royal Primary Care Chesterfield patients who responded to the national GP survey 2019 said that
they had confidence and trust in the healthcare professional they saw or spoke to during their last general
practice appointment and that over 90% of patients at Royal Primary Care Clay Cross found the receptionists
at the GP practice helpful
 98% of respondents to the National Maternity Survey 2019 felt their partners were involved as much as they
wanted
 95% of respondents aged 8-15 for the National Children and Young People’s Survey 2018 (published
November 2019) said staff answered their questions; in addition 95% of parents said that staff answered their
questions before an operation or procedure
 Over 90% of respondents to the National Inpatient Survey 2018 (published June 2019) had confidence and
trust in the doctors and nurses looking after them and over 90% of patients felt they were treated with
respect and dignity
 96% of bereaved friends/relatives who responded to the Trust’s bereavement survey (July to December 2019)
and who came into contact with staff after their loved one died said they felt they were treated in a sensitive
manner and 92% of relatives/friends felt their loved ones were involved in decisions about their care at the
hospital.
In 2020/21, we will carry out a full review of the communication elements of the Quality Strategy and the Quality
Strategy Implementation Plan to ensure this aligns with the refreshed Trust Strategy. Clinical Divisions will be
supported by the Quality Governance Team and the QSIR programme to develop and deliver these priorities,
ensuring quality improvement methodologies are used to implement a sustained improvements including:
 Work with Healthwatch Derbyshire to develop improvements in communicating with our homeless patients
 Continue to develop the Partners in Pregnancy (PiP) service in maternity to provide continuity of care and
consistent support for women
 Finalise patient journey leaflets for the Emergency Department and medical wards
 Develop a policy on caring for transgender patients to support respectful communication
 Review and refresh ward patient information booklets
 Co-produce ways of empowering our patients to ask questions and communicate their wishes
 Work with the Deaf community regarding virtual appointments, virtual interpreting and key Trust messages in
BSL
 Launch the new ‘Here to Help’ patient information leaflet
 Continue to develop information videos for patients and share via Social Media and the Trust website
Quality Account 2019/20

QA17








Increase our patient experience online and Social Media presence
Develop further patient information and safety leaflets related to COVID-19
Embed additional communication methods for loved ones, recognising the particular importance of this
during the COVID-19 pandemic
Increase communication, understanding and insight related to virtual appointments
Implement patient-initiated follow-ups (PIFU)
Introduce an online patient hub, to support our outpatients to manage their appointments.

Always events®
The key to a positive experience is ensuring the consistency of those aspects of the patient experience that should
always occur when patients interact with healthcare professionals and the delivery system. These aspects are
referred to as “Always Events®”. We want to ensure that patient experience is supported by Always Events®.
During 2019/20, we have:
“…always get a message from the Community Midwife or
 Continued work on the pilot Always
Maternity Support Worker, telling me who will be visiting
Event® in postnatal community
that day and what time they will arrive.”
maternity care, which pledges that
service users will…
 Continued to engage with NHS
England to ensure the Trust is involved in national development of Always Events®
 Commenced work on an Always Event® in End of Life Care
 Commenced work on an Always Event® for children and young people
 Commenced work on an Always Event® in Haematology and Chemotherapy
 Supported Derbyshire-wide frailty Always Event® work with NHS England and Joined up Care Derbyshire.
In 2020/21, we will build on this progress as follows:






Complete our Always Events® in postnatal community care and end of life
Continue to engage with staff and patients on live Always Events® projects
Re-launch the Always Events programme at the Trust to support restoration and recovery and ensure each
Care Unit has the support to commence work on at least one Always Event
Continue to engage with NHS England’s national programme for Always Events®, including development of a
new national toolkit and membership of the steering group
Develop Always Event training for staff.

Learning from Feedback
Learning from patient experience feedback is key to improving services. We want to ensure that we respond to
feedback, regardless of how it is received, at all levels of the organisation in order to drive improvements in
patient experience.
During 2019/20, we have:
 Participated in NHS England’s working group for developing and implementing changes to the Friends and
Family Test
 Implemented the new real-time patient feedback system, to support staff in reviewing patient feedback and
identifying opportunities for improving experience
 Introduced staff drop-in clinics for the patient feedback system, to support them in using the system to
improve patient experience
 Further increased membership of our patient partners by 20 in 2019, meaning we now have over 50
members; patient partners help us to think about our services from a patient/public point of view, to improve
patient and carer experiences and to make sure our services are right for the local community
QA18
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Continued to strengthen and monitor focused Patient Experience Improvement Plans for each Care Unit
Continued sharing patient stories at Trust Board and other meetings across the Trust to support the
emotional recovery process for patients and those close to them and to ensure we listen to and learn from
these stories, identifying areas of good practice or missed opportunities
Introduced executive sponsors to support teams in focussing on improving experience.

Patient feedback also tells us that:
 Staff attitude is consistently highlighted as a key influence on patient perception of positive experience
 Patient satisfaction of our GP services has increased, consistently scoring above 85% from July 2019
 The Trust consistently receives ratings above 97% from those patients who would recommend our inpatient
and daycase services via the Friends and Family Test; this is in the upper quartile nationally
 The Trust consistently receives ratings above 97% from those patients who would recommend our maternity
services.
In 2020/21, we will build on this progress by:
 Continue to work with the patient feedback system provider to optimise performance of the system
 Work with NHS England and the patient feedback system provider to ensure the national changes to the
Friends and Family Test are implemented in April 2020, which includes a new question, asking: ‘Overall, how
was your experience of our service?”
 Review the Patient Experience and Engagement Delivery Plan with patient partners, to ensure it is reflective
of patient need and that patients and staff understand our goals and expectations in relation to patient
experience
 Review, refresh and relaunch the patient experience toolkit for staff
 Review and refine online and hospital screen displays of patient feedback for the public to view
 Work with Healthwatch Derbyshire to develop improvements for our Emergency Department patients
 Introduce a ‘mystery patient’ scheme at Royal Primary Care
 Continue to engage with community groups help to improve patient experience, including the Derbyshire
Deaf Forum, Derbyshire BME Forum and Chesterfield Borough Council’s Equality and Diversity Forum
 Review feedback methods to increase uptake and minimise infection risk to maintain patient safety
 Launch new surveys understand patient experience of virtual appointments and drive improvement
 Work with Joined up Care Derbyshire to understand the experiences of COVID-19 across Derbyshire’s health
and wellbeing community
 Develop virtual engagement plans and tools to ensure the voice of the patient is heard, whilst supporting
social distancing
 Carry out focused engagement with patients and the public to understand their experiences of COVID-19 and
inform the restoration and recovery of services
 Develop and implement a local maternity survey to gain feedback on their experience of maternity services
and COVID-19
 Review the Patient Advice and Liaison Service to improve patient experience and ensure optimum learning.
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2.4 Statements of assurance from the Board
2.4.1 Review of Services
During 2019/20 the 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 2019/20 represents 100% of the total income
generated from the provision of relevant health services by the Chesterfield Royal Hospital NHS Foundation Trust
for 2019/20.
2.4.2 Participation in Clinical Audits and Confidential Enquiries
Clinical audit is a nationally recognised quality improvement process that seeks to improve patient care and
outcomes through the review of care against a range of nationally agreed standards. This approach enables
healthcare providers to evidence where services are doing well and identify areas where developments need to
take place to improve outcomes for patients.
We see participation in national audits as an important part of our work seeking to improve services not only at
this hospital but across the country. During 2019/20, 43 national clinical audits and 3 national confidential
enquiries covered relevant health services that Chesterfield Royal Hospital NHS Foundation Trust provides.
During that period Chesterfield Royal Hospital NHS Foundation Trust participated in 42 (97.7%) national clinical
audits and 3 (100%) national confidential enquiries of the national clinical audits and national confidential
enquiries which it was eligible to participate 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 2019/20, 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 2019/20
National Clinical Audit and Clinical Outcome Review
Programmes eligible for participation

Did the Trust
participate?

No. of cases submitted as a % of the
number of cases required for 2019/20

Assessing Cognitive Impairment in Older People / Care
in Emergency Departments (RCEM)

Yes

100%

BAUS Urology Audit - Female Stress Urinary
Incontinence 2

No

Planning to participate in 20/21

Yes

Commences November 2020

Yes

Ongoing

Yes

100%

Yes

Ongoing

BAUS Urology Audit - Nephrectomy

BAUS Urology Audit - Percutaneous Nephrolithotomy
2
Care of Children in Emergency Departments (RCEM)
Case Mix Programme (CMP) (ICNARC)
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National Clinical Audit and Clinical Outcome Review
Programmes eligible for participation

Did the Trust
participate?

No. of cases submitted as a % of the
number of cases required for 2019/20

Yes

See PROMs section

Yes

Ongoing

Yes

100%

Yes

Ongoing

Yes

100%

Yes

100%

Yes

Ongoing

(RCEM)

Yes

100%

National Asthma and Chronic Obstructive Pulmonary
Disease (COPD) Audit Programme

Yes

100%

National Audit of Breast Cancer in Older People
(NABCOP)

Yes

Ongoing

Yes

100%

Yes

100%

Yes

100%

Yes

100%

Yes

Ongoing

Yes

100%

Yes

100%

Yes

100%

Yes

100%

Yes

Ongoing

Yes

Ongoing

Yes

Ongoing

Elective Surgery - National PROMs Programme
Endocrine and Thyroid National Audit
Falls and Fragility Fractures Audit programme (FFFAP)
Inflammatory Bowel Disease (IBD) Registry,
Biological Therapies Audit
Major Trauma Audit (TARN)
Mandatory Surveillance of bloodstream
infections and clostridium difficile infection
(PHE)
Maternal, Newborn and Infant Clinical Outcome Review
Programme (MBRRACE-UK)
Mental Health - Care in Emergency Departments

National Audit of Cardiac Rehabilitation (NACR)
National Audit of Care at the End of Life (NACEL)
National Audit of Dementia (Care in general hospitals)
National Audit of Seizure Management in
Hospitals (NASH3)
National Audit of Seizures and Epilepsies in
Children and Young People (Epilepsy12)
National Cardiac Arrest Audit (NCAA)
National Cardiac Audit Programme (NCAP)
National Diabetes Audit – Adults
National Early Inflammatory Arthritis Audit (NEIAA)
National Emergency Laparotomy Audit (NELA)
National Gastro-intestinal Cancer Programme
National Joint Registry (NJR)

Quality Account 2019/20

QA21

National Clinical Audit and Clinical Outcome Review
Programmes eligible for participation

National Lung Cancer Audit (NLCA)
National Maternity and Perinatal Audit (NMPA)
National Neonatal Audit Programme - Neonatal
Intensive and Special Care (NNAP)
National Ophthalmology Audit (NOD)
National Paediatric Diabetes Audit (NPDA)
National Prostate Cancer Audit
Paediatric Intensive Care Audit Network (PICANet)
Perioperative Quality Improvement Programme
(PQIP) Anaesthetics
Reducing the impact of serious infections (Antimicrobial
Resistance and Sepsis) (PHE)
Sentinel Stroke National Audit programme (SSNAP)
Serious Hazards of Transfusion: UK National
Haemovigilance Scheme
Society for Acute Medicine's
Benchmarking Audit (SAMBA)
Surgical Site Infection Surveillance Service
UK Cystic Fibrosis Registry
UK Parkinson’s Audit
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Did the Trust
participate?

Yes

No. of cases submitted as a % of the
number of cases required for 2019/20

100%

Yes

Ongoing

Yes

Ongoing

Yes

Ongoing

Yes

Ongoing

Yes

Ongoing

Yes

Ongoing

Yes

Ongoing

Yes

100%

Yes

100%

Yes

100%

Yes

100%

Yes

100%

Yes

Ongoing

Yes

100%
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National Audit of Dementia in General Hospitals 2018/19
The Trust is pleased to be able to report that we have demonstrated significant improvements in the care of
patients with dementia. Chesterfield Royal Hospital NHS Foundation Trust were ranked first out of 195
trusts for nutrition and first for discharge, fourth for carer rating of patient care and tenth for carer rating of
communication. For governance, assessment and staff communication, we were ranked in the top quarter
of all 195 participating Trusts in the National Dementia Audit.
The results demonstrate Chesterfield Royal Hospital are consistently in the top quarter of all 195
participating Trusts with 100% for nutrition and discharge.

These results show



a significant improvement in all measures when compared with the previous audit
CRH have exceeded the national average in every element.

Chesterfield Royal Results

120

Casenotes %

100

94

100

100

95

90
80

73

80

CRH latest
results

79
60

63

40

68
57
CRH previous
results

20
1368

89

76

87

66

66

73

0
National
average (latest
results)

A Gap Analysis has been undertaken to identify where there are still improvements to be made. These will be
reviewed by the Dementia Steering and Working Groups to ensure that they are part of the improvement
plan, and our priorities for 2020/21.
Quality Account 2019/20

QA23

National Confidential Enquiries 2019/20
During 2019/20 hospitals were eligible to enter data in up to 4 NCEPOD studies, 3 of which were applicable to
Chesterfield Royal Hospital NHS Foundation Trust. A summary of the studies in which we participated are
included below:Study title

Did the Trust
participate?

No. of cases submitted as a % of the
number of cases required for 2018/19

Acute Bowel Obstruction

Yes

100%

In Hospital Management of Out of
Hospital Cardiac Arrests

Yes

Ongoing

Dysphagia in people with Parkinson’s

Yes

Ongoing

The reports of 14 national clinical audits were reviewed by the provider in 2019/20 and Chesterfield Royal
Hospital NHS Foundation Trust intends to take the following actions to improve the quality of healthcare
provided:






Develop a programme of medical education to enable and support shared decision making for End of Life
Care patients
Appoint a new cardiologist which will allow the Care Unit with the opportunity to revisit service provision
and priority planning over the coming months
Focus on reducing the emergency Caesarean Section rate. The obstetrics team will focus on this by
introducing ‘Optimize’ to the Trust which is a process to consider how to ensure the best environment for
the birth and encourage women to be more mobile during labour
improve care for pregnant diabetic women by enabling early MDT referral and increasing the % of women
that receive 5mg folic acid
improve the rate of CTs in patients undergoing emergency laparotomy, the Lead Surgeon will liaise with
radiology increase the rate which is currently 76%.

The reports of 96 local clinical audits were reviewed by the provider in 2019/20 and Chesterfield Royal Hospital
NHS Foundation Trust intends to take the following actions to improve the quality of healthcare provided:




Improve surgical care for diabetic patients by development of Standard Procedures where these patients
will be added first on the operating theatre list, and the surgical team will liaise with diabetologists for
patient requiring foot assessment in pre-op assessment and on the wards
Development of a new Patient Information Leaflet providing information and resources for accessing
additional support for women who have had gestational diabetes
Improve patient experience and reduction is cost by replacing diagnostic blood test with skin prick test for
patient accessing our ear, nose and throat clinics.

2.4.3 Clinical Research
Healthcare research forms a core part of the NHS and is recognised within its Constitution as being essential to
enable achievement of the highest standards of excellence and professionalism and to improve health for both
the current and future population. The 2019 NHS Long Term Plan acknowledged research as being of critical
importance to medical advancements, bringing benefits to both patients and the UK economy. It highlights the
advantages to patients from Trusts being research active, with correlations showing more favourable outcomes
for patients as well as increased research activity having a positive effect on staff opinion of their organisation.

QA24

Quality Account 2019/20

In addition, clinical research is increasingly being recognised as playing an important role in delivering quality care
to patients with the CQC incorporating research into the inspection framework for the well-led domain, assessing
organisation wide research structure.
Following the implementation of a new leadership team in our Research department, a new 3 year Research
Strategy was launched in September 2019. The strategy is aligned to the Trust’s core strategic objectives and will
support it’s ambition to be rated “Outstanding” by the Care Quality Commission through the expansion of our
research portfolio, development of collaborative working both internally and within the Derbyshire Sustainability
and Transformation Partnership, the implementation of an up-to-date, effective financial model and the delivery
of excellent clinical practice.
Our strategy is built around four key objectives and primary outcomes:1. We will engage and excite staff and patients about the benefits of participating in clinical research to
achieve a 100% increase in annual participant recruitment to 1,000 by 2022
2. We will increase income from commercial research, building research capacity and support within North
Derbyshire to provide a sustainable financial model to benefit the wider organisation and increase
commercial research income by 200% to £135,000 by 2022
3. We will work in collaboration with Royal Primary Care to increase research opportunities within North
Derbyshire and explore further potential partnerships
4. We will demonstrate the relevance of clinical research to our patients and staff by communicating study
outcomes, supporting delivery of best clinical practice to meet CQC research expectations within the
Well-Led domain, contributing to the delivery of safe & effective care, supporting the ambition of an
“Outstanding” rating
Performance this year has exceeded targets:-

Cumulative Recruitment 2019/20
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Of these: Portfolio
Non-portfolio
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65
24
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65
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65
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Closed to recruitment /
patients in follow up
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Non-commercial
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A proposal for collaborative working with Royal Primary Care and Chesterfield Medical Practice is being
implemented to ensure appropriate governance processes are in place and to support the expansion of both noncommercial and commercial research across all eight practices. This will provide unique opportunities for
undertaking research studies that span both primary and secondary care.
Plans for the new financial year were put on hold during March with all open research studies being put on hold
where clinically safe to do so for the participating patients to enable the department to focus on the delivery of
urgent Public Health COVID-19 research studies. The following 5 months saw the research department
participating in more COVID-19 studies than other, significantly larger, hospitals and have been promoting the
benefits of clinical research to patients and colleagues in the hospital and the wider community. The recognition
of the vital role that clinical research plays has never been higher from clinical engagement across the hospital to
support and recognition from the Executive team. The department’s intention is to continue and build on the
heightened profile of research throughout the year to embed a thriving research culture throughout the Trust.
2.4.4 Goals Agreed with Commissioners
A proportion of Chesterfield Royal Hospital NHS Foundation Trust income in 2019/20 is 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.
Further details of the agreed goals for 2019/20 are available electronically at:
http://www.chesterfieldroyal.nhs.uk/news/annualreport/qualityaccounts/index
For 2018/19 the total income dependent upon achieving quality improvement and innovation goals was £4,727k,
of which we achieved £4,632k. For 2019/20 the total income dependent upon achieving quality improvement and
innovation goals is £2,409k of which the Trust expects to achieve £2,507k.
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 the CQC with no conditions attached to registration’.
The Care Quality Commission has not taken enforcement action against Chesterfield Royal Hospital NHS
Foundation Trust during 2019/20.
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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.
Care Quality Commission Inspections
In August 2019 the CQC undertook an unannounced focused inspection of our Emergency Department. A team of
four inspectors spent five hours in the department, speaking to staff, patients and carers, as well as observing
practices and the care given.
Following the visit the CQC notified the Trust that they would be issuing a ‘letter of intent’ under Section 31 of the
Health and Social Act 2008, due to their concerns that patients will or may be exposed to the risk of harm. These
concerns related to





Storage and management of medicines, medical gases and fluids
Patient access to equipment, store rooms and sharps
Appropriate accommodation of patients and patient flow
Cleanliness of the department

In the 2 weeks following this inspection the Trust took immediate actions to address the concerns identified and
in light of the evidence provided by the Trust the CQC indicated that they were satisfied with the Trust’s response.
In November 2019 the CQC issued their final report which acknowledged the work undertaken by the Trust in the
intervening period. The Trust’s improvement plan was reviewed to reflect the additional recommendations
within this report; all actions have now been completed and the Trust’s care accreditation process has been
extended to the Emergency Department to provide ongoing assurance.
In line with the standard inspection process, in February 2020 the CQC undertook unannounced core service in
the following areas: Urgent and Emergency Care, Surgery, Medical Care and Maternity. Due to the COVID-19
pandemic, on 16 March 2020 the CQC temporarily suspended their routine inspection process. As the Trust’s
inspection was already underway at the time and could not be completed in the usual way, the CQC decided to
complete the report on the findings from the core service inspections, but not undertake the well-led inspection.
The final report which was published on the 28th May 2020 and shows that the Trust-level ratings remain “Good”
overall.
For the core services inspected Urgent and Emergency Care, Surgery and Maternity have retained their previous
“Good” rating in all five domains. The findings are particularly pleasing in relation to Urgent and Emergency Care,
as the report confirms that the service has addressed the concerns identified during the unannounced CQC visit in
August 2019. Medical Care remains good for caring, responsive and well-led and is requires improvement for safe
(as previous) and effective (reduction from good). Due to this reduction, the ratings for acute hospital services
were revised and therefore the overall outcome for the acute hospital services was ”Requires Improvement”.
The report identifies a number of areas of outstanding practice including the introduction of Civility Saves Lives in
ED, the flow your patient’s right workshop and the holistic, patient centred care delivered by the MacMillan unit.
In addition, the report highlights the compassion and kindness shown by staff in all services inspected and that
leaders were visible and approachable and had the skills and abilities to run the services.
The report identifies 2 breaches as follows:
 The provider must ensure staff use personal protective equipment to prevent the risk of exposure to
blood borne viruses. (Regulation 12 – Safe care and treatment). This breach related to the inspector’s
observation that staff did not use appropriate PPE when taking bloods and inserting cannulas.
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The provider must ensure best interest decision meetings take place, relatives are informed of
Deprivation of Liberty Safeguards (DoLS) and DoLS assessments are carried out at the time patients are
being restricted of their liberty (Regulation 13 – Safeguarding). The inspectors found a lack of
documented evidence with regard to discussions with relatives and best interest meetings in relation to
patients who are placed under a DoLs order. During the factual accuracy process the trust contested this
finding on the basis of an internal review into one set of records where inconsistencies were found with
the CQC evidence.

The Trust produced an improvement plan which has been approved by Quality Delivery Group and Hospital
Leadership Team who have agreed to fund 2 temporary posts to provide specialist Safeguarding support and
support ward staff to develop the confidence, skills and knowledge in relation to mental capacity.
In addition, the report identifies 34 “should do” recommendations which include the following themes:


Compliance rates for mandatory training not meeting the Trust target of 90% across all services and staff
groups. Particular areas highlighted include; Safeguarding and Paediatric life support.



Secure storage of patient records to maintain confidentiality



Environmental issues, such as clutter on ward areas, staff ability to observe the waiting room in ED,
access to cubicles in ED at times of high demand and storage of equipment



Documentation of escalation/reasons for not escalating.



Staffing levels including medical staff in ED, availability of anaesthetists in pre-assessment and midwifery
staffing. The detailed report highlights that there are plans in place to address all of these concerns.



Meeting national standards in terms of patient care and outcomes, linked to results of national audits

The Trust have identified actions required in response to the “should do” recommendations and delivery of the
improvement plan will be overseen by the Quality Delivery Group who will provide assurance to the Board via
Quality Assurance Committee.
CQC Ratings
Trust Overall Rating:
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Ratings for Chesterfield Royal Hospital:

Ratings for Mental Health Services:

2.4.6 Care Accreditation Scheme (CAS)
Chesterfield Royal Hospital NHS Foundation Trust continually strives to improve services and aims to provide
‘Outstanding’ levels of care and treatment. The Care Accreditation Scheme launched in August 2019, is a vehicle
to drive continuous improvement in patient outcomes, and increase patient and staff experience. It brings
together key measures into an overarching framework to enable a comprehensive assessment of care quality. The
scheme sets clear expectations in relation to the quality of care being delivered to patients consistently, and is
designed to support leaders to understand how they deliver care, identify what works well and where further
improvements can be made. As part of the process each area will have a visit and an assessment undertaken
against set standards. Following an assessment visit, a rating will be given and a revisit is timetabled dependent
upon the rating. A report is completed and shared with the team leader, members of the care unit and divisional
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team who will then develop an improvement plan that will outline actions to ensure improvements are made. The
scheme is also an opportunity for the teams to describe all of their great work with the assessment team so we
can share the good practice with other areas and celebrate.
The ratings are White (Foundation), Bronze (Good), Silver (Excellent), Gold (Outstanding)
What did we set out to achieve?
We aimed to achieve the following:







Implement a scheme that increases staff engagement and ownership, encourages team working and
improves staff morale
Help staff to understand the expected standards by providing a clear framework and measures of how well
they are delivering care
Support the dissemination of excellent practice, facilitate shared learning and foster a desire for teams to be
part of the success story
Create a platform for continuous improvement in patient safety, patient experience and encourage staff
engagement in local quality improvement projects
Reduce unwarranted variation by providing an evidence-based, standardised approach to supporting the
delivery of care
Provide ward-to-board assurance on the quality of care and demonstrate compliance with fundamental
standards, enabling preparedness for external inspections

Did we achieve this?
Care Accreditation Scheme
The Scheme was implemented successfully in August 2019 and is extending on plan to
assess all inpatient ward areas in Year One.

What are we going to do next?
We aim to further extend the accreditation process and support the care quality improvement trajectory by:







Relaunching our accreditation scheme under the Achievement of Care Excellence banner (ACE) as the
Assessment of Care Excellence
Continuing the roll out of care assessments to all adult inpatient ward areas, including Emergency
Department
Aligning the improvement methodology to the Royal Academy of Improvement Quality, Service,
Improvement and Redesign (QSIR) programme
Developing the assessment standards by embedding emergent learning, for example strengthening the
Infection Prevention standard
Include Workforce standard into Year Two of programme
Extend to Outpatient, Theatres, Paediatrics and Maternity throughout Year Two.

2.4.7 Data Quality
Chesterfield Royal Hospital NHS Foundation Trust submitted records during 2019/20 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 which included the patient’s valid NHS number was:
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99.9% for admitted patient care
99.9% for outpatient care and
99.5% for accident and emergency care.

The percentage of records in the published data which included the patient’s valid General Medical Practice Code
was:




100% for admitted patient care;
100% for outpatient care; and
99.9% for accident and emergency care.

The Trust has an established and active Information Governance Group (IGG) in place to ensure alignment with
the General Data Protection Regulation (GDPR)/Data Protection Act (2018). The Trust has a Caldicott Guardian
(Medical Director); a Senior Information Risk Officer (SIRO – Director of Finance and Contracting) and a Data
Protection Officer (DPO – ICT Quality & Governance Manager). The Information Governance Group (IGG reports
to the Trust’s Board via the Audit and Risk Committee and to HLT as required. Each division and corporate team
has appointed an information asset owner (IAO) to provide leadership at local level.
The Trust’s Data Security & Protection Toolkit (DSPT) has undergone a NHS Digital strengthening assurance
assessment and is 1 of the first 10 acute Trusts in the country to do so. The outcome of this stringent assessment
indicates NHS Digital would have ‘high’ overall confidence in the Trusts DSPT submission.
2.4.8 Seven day hospital services
The Trust continues to work towards full implementation of the ten 7-Day Service (7DS) standards, with progress
being monitored through completion of the 7DS Board Assurance Framework (BAF) self-assessment template.
The aim of the BAF is to raise the profile of 7DS at Board level and to facilitate Trust Boards having direct
oversight of progress towards full implementation of all ten clinical standards by April 2020. The BAF reporting
process requires completion of the standard template to be used to assure the Trust’s Board prior to regional and
national submission.
The BAF provides an opportunity for the Trust to take a service improvement approach to 7DS with on-going
tracking of progress and practical support to implement innovative changes provided through the Improvement
Academy and Transformation Group. This 7-day Quality focus supports a more positive approach to compliance
with the clinical standards, with collective responsibility across the Divisions for delivery of full compliance with
the priority standards by April 2020. This approach is being fully supported by NHSI, resulting in requests for CRH
to share information on the approach with other Trusts in the region and participate in shared learning
opportunities.Coinciding with the introduction of the national BAF template, NHSI moved away from the primary
focus being on delivery of the four priority standards, to the requirement for Trusts to evidence progress towards
delivery of all ten standards.
Previously, the national 7DS audits concentrated on evidencing compliance with the four priority standards with
the later audits aimed specifically at Clinical Standards 2 and 8. Following the introduction of the 7DS BAF, CRH
has continued to undertake internal audits for these two standards; compliance with Clinical Standards 5 and 6
has been achieved.
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The latest audit was carried out in October 2019. Comparison with our previous internal and national audits is
documented below.

Audit date
October 2019 (internal audit)
May 2019 (internal audit)
Spring 2018
Autumn 2017
Spring 2017

CS2: Time to first Consultant
review within 14hrs

CS8: Ongoing Consultant
review

61.9%
66.1%
70%
63%

84.7%
83.8%
70%
N/A

68%

76%

Working within a fixed cost envelope using service redesign and new workforce models has supported some
progress towards full compliance however it continues to be the case that investment is required to increase our
Consultant establishment to provide adequate rotas 7 days a week. Divisional service improvements are having a
positive impact on quality of services and patient outcomes, but without additional Consultants in key specialties
full compliance with priority standards 2 and 8 is unlikely to be achieved by April 2020. The Board is currently
reviewing an options appraisal paper for additional investment in our Consultant establishment.
Re-positioning 7-day services as 7-day Quality services continues to support a more positive and innovative
approach to service re-design with collective responsibility across the Divisions.
The hospital received notification from the regional Medical Director in March stating that “due to COVID-19
priorities, there is no requirement to submit a 7 day hospital services Board Assurance Framework (BAF) return
until further notice”. However, changes made to doctors’ rotas during the height of the pandemic including
increasing Consultant presence in the evenings and at weekends, highlighted the associated benefits to patient
care and improvements in junior doctor support that 7 day working brings. As a result, an updated paper detailing
the investment required to recruit additional Consultant posts to support increased 7 day cover was presented to
the Hospital Leadership Team and the required investment was approved. Projects are currently underway in the
Medicine and Surgery Divisions to assess where the investment would have most impact and to recruit
accordingly.

2.4.9 Medical Staff Rota Gaps
Sustaining medical cover remains challenging in a number of areas. This is now reflected in the decision by the
UKBA to include all medical staff roles on the national Shortage Occupation List. This has allowed more timely
recruitment of doctors from overseas in a number of specialties, however, this has not resulted in appointment to
all posts advertised at both consultant and middle grade level, and a number of specialist posts remain unfilled.
There have been high level changes to the 2016 junior doctor contract which are having a minor effect on staffing
levels. Meeting the new safety rules for rota patterns has reduced some trainee availability for 24/7 cover.
National pilots for Less Than Full Time Training have been extended and are soon to be offered to all training subsubspecialties. It is anticipated that this could further reduce junior doctor WTEs.
Planned curricula changes for a number of specialties including ICM and IMT3 are also likely to result in
temporary rota deficits during transition.
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Proposals to increase GP placements and reduce secondary care posts for GPSTs (24/12) are to be introduced
from 2021. This coincides with the introduction of additional ring fenced CPD time for F2s which will reduce their
availability for clinical work by 3 hours.
There will be some mitigation due to expansion of medical school placements nationally and there are plans to
address geographical imbalance of trainees by moving posts from ‘over-subscribed’ areas to those with greater
need, however, there is no clear outline of what this will mean for Trust trainee allocations at this time.
In Emergency Medicine the middle grade rota continues to require significant efforts to ensure all shifts are
covered. The Division has sourced a further 3 overseas middle grade level doctors via collaborative agency
recruitment. Service pressures continue and the requirement to increase rota numbers due to new contract
changes means that additional posts have not significantly reduced locum reliance, and this will continue to be
the case for the foreseeable future. Health Education England (HEE) initiatives designed to attract more doctors
into the Emergency Department (ED) do not as yet appear to have yielded any increased numbers and the fill for
Higher Specialist Trainees (HST) training remains low. The Division is progressing recruitment and training to
secure trained ACP/PA workforce as a means of mitigation for junior doctor and middle grade workforce deficits
Critical Care continues to undertake recruitment to ensure rota sustainability for periods where novice trainees at
Core level are not sufficiently experienced to undertake full duties on the 24/7 rota. Service reviews are driving
the need for additional rotas which will exceed current staffing resources, and options for work systems which
will comprise blended workforce are currently under review. National standards for ‘closed’ HDU will potentially
place further strain on medical resources and plans are being progressed to train more ACPs so that a multiprofessional 24/7 rota can be progressively achieved.
In Paediatrics, service reviews are driving the need for additional rotas which will exceed current staffing
resources, and options for work systems which will comprise blended workforce are currently under review.
Plans to recruit two Physicians Associates into Paediatrics to mitigate for ongoing pressures caused by consultant
and middle grade vacancies/HST LTFT, have been developed.
Obstetric rota progressive recruitment and development of practitioners who are able to work flexibly at both
Tier 2 and Tier 3 level has reduced locum reliance, and much work has been done to ensure that all but the
Obstetric rota run at 1:8 participants. A number of initiatives, including the offer of training and a diploma in
Mountain Medicine, have been very successful.
Obstetrics & Gynaecology and Paediatric middle tier rotas also continue to be difficult to back fill. Both have
been recognised nationally as specialties for which HEE HST fill is low, and it is difficult to recruit to Trust
positions. There have been a number of attempts to recruit to back fill, including the scheduling of consultant
grade practitioners to support the cover of the rotas. Last minute gaps still occur due to trainee failure to
progress at Annual Review of Competency Progression (ARCP) and it remains difficult to back fill slots which are
only of 4 or 6 month’s duration. A number of specialties have ‘over-recruited’ to innovative posts such as
Education, Quality Improvement Projects (QIP) and Lead Registrar Fellows in order to mitigate for this, helping to
reduce reliance on locums and in some areas facilitating cost savings and improving quality.
Significant General Practice Speciality Training (GPST) expansion in 2018 facilitated a level of flexibility that
allowed the Trust to back fill a number of Core level trust vacancies and training gaps in Orthopaedics, Medicine
and General Surgery.
Fill rates at Tier 2 have been of the highest achieved for some time and additional cover required has mostly been
for sickness absences (some long term), limited duties arrangements (where the full rota is not worked for a time)
and for ad hoc additional cover linked to winter pressures initiatives. GPST back fill will still be possible until the
transfer to 24/12 occurs and review of impact is being undertaken so that the gap between training number
expansion and reduction to secondary care placements is clearly understood.
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2.4.10 Freedom to Speak Up (FTSU)
We are committed to promoting an open and transparent culture across the organisation to ensure all members
of staff feel safe and confident to Speak Up.
Our Freedom to Speak up Guardian has a key role in helping to raise the profile of speaking up by providing
confidential advice and support to staff in relation to any worries they have which relate to their work. This may
include concerns about patient safety, staff safety and staff wellbeing. A new Guardian was appointed in August
2019, but since the first Guardian was employed in November 2016, nearly 300 members of staff have spoken up
via the Freedom to Speak up Guardian. This has led to many positive changes within the Trust, including working
collaboratively with colleagues to share learning Trust-wide. Over half of the cases raised have been since April
2019, which demonstrates an increase in awareness of speaking up among staff, and an improvement in
confidence that issues raised will be appropriately addressed. In general, it also suggests a positive shift in
speaking up culture within the Trust; working towards making Speaking Up business as usual. This is echoed by
the 2020 Freedom to Speak Up Index Report (see below), which helps Trusts understand how their workers
perceive speaking up, based on responses to four questions within the National Staff Survey. The Trust Index
currently sits at 79.4% (the average for acute trusts is 77.9%, and the national average score is 78.7%). It shows a
4% increase within the Trust since 2015; 2% of this increase being in the last year. In addition, a 360 Internal Audit
of the Trust’s Freedom to Speak Up system in April 2019 provided significant assurance.
Our most recent staff survey has shown an increase in the number of staff feeling safe and supported to raise
concerns, highlighting that staff continue to feel more confident in the process; this is also evidenced by the
feedback that the guardian receives from staff who speak up.

Awareness of Speaking Up has been raised across the Trust through events such as Freedom To Speak Up month
in October 2019. The new Guardian was officially ‘launched’, and set up Information Stands in different places
across the Trust each week of the month. Senior leaders highlighted their support for Freedom To Speak Up by
attending the stands and sharing the message via social media and staff email. This promotion of speaking up is
set to be repeated for October 2020, with some new ideas included and a continuation of some new ‘mobile
drop-in sessions’ around the Trust. The key messages of Freedom to Speak Up are given to all new starters to the
Organisation on corporate induction, and for existing staff members the Freedom To Speak Up page (on the home
page of the Trust Intranet) was updated with the new Guardian details as part of the recent ‘launch’. It contains
contact details for the Guardian, which includes a dedicated phone number and email address. There is also a link
to an anonymous Datix, should staff wish to speak up anonymously. The Guardian is the only person with access
to all of these means of communication, and is the only person who accesses a database where all cases are
recorded. Anyone who speaks up has regular contact from the Guardian while a case is open, and is always given
feedback by the Guardian before a case is closed. No case is closed without approval from the Chief Executive
who meets the Guardian monthly, to discuss cases (whilst the Guardian maintains the confidentiality of those
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speaking up). This gives the Chief Executive a solid overview of issues throughout the Trust and also provides
support for the Guardian. We have produced a video which includes a message from our Chief Executive,
reiterating the importance of Speaking up about anything that staff feel may be effecting patient care, and that
any victimisation of staff who have done so will not be tolerated. The video also includes a member of staff who
has spoken up to share their positive experience. This video was highlighted by the National Guardian Office as a
benchmark for good practice. The Guardian is currently developing plans to follow up with staff six months after
they have spoken up, in order to ensure they haven’t suffered detriment as a result of speaking up. Any such
occurrence would be taken very seriously by the Trust; supported by the Senior Leadership Team.
The Guardian also meets regularly with the Non-Executive Director who leads on Freedom To Speak Up, as well as
the Director of Nursing and Patient Safety, Medical Director and Director of Human Resources and Organisational
Development. This enables high level awareness of themes and shared learning to ensure that issues do not
recur. The Trust Board demonstrates its engagement with the Guardian role when the six monthly report is
presented, highlighting what is happening in the Trust and nationally around speaking up.
During the height of the pandemic, the Trust recognised that supporting workers to speak up was more important
than ever; and the role of the Guardian and contact details was regularly promoted and encouraged by the
Hospital Leadership Team. The Guardian was less able to be ‘mobile’ around the Trust, but maintained ‘virtual
visibility ‘ and continued to be contactable by email, phone, or face to face when required. Although there was a
brief reduction in cases at the beginning of the pandemic, the number of workers speaking up has since risen
sharply, and the Guardian continues to support all staff who make contact. To enable delivery of a quality service,
the Guardian’s contracted hours have been increased to reflect the rise in cases overall.
The Guardian has engaged staff to adopt the role of Freedom to Speak Up Champions; currently there are 14 in
the Trust in a variety of roles including nursing and medical staff, estates, human resources partner, union
convenor, volunteers and Royal Primary Care. A number of the champions have received the National Guardian’s
Office foundation training, while newer recruits are awaiting the development of a new training package from the
National Guardian’s Office. They encourage staff to speak up to their line managers or the Guardian, and meet
with the Guardian quarterly for support and learning.
There is a direct correlation between barriers to speaking up, how well staff are supported to speak up by
managers and leaders and a Trust’s overall Care Quality Commission (CQC) rating. Therefore as a Trust we are
committed to ensuring Freedom to Speak Up becomes business as usual.
What do we plan to do


Continue to explore different Freedom to Speak Up Models, to ensure an effective FTSU agenda.



Continue to explore ways of training leaders into how to manage concerns and how these can be
improved.



Make contact with awarding winning trusts who have a strong champion network, to identify what we
can learn from them in order to grow and support our own network, and therefore further improve our
speaking up culture.



Undertake plans to follow up with staff who have previously spoken up, and identify anyone who may
have suffered detriment.

https://www.nationalguardian.org.uk/wp-content/uploads/2020/07/ftsu_index_report_2020.pdf
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Part Three
Part Three
Review of Quality Performance
This section includes a range of information relating to our quality performance in 2019/20. Whilst this is not an
exhaustive list it gives an overview of our performance in both hospital-wide and service specific indicators in
relation to the three domains of quality:




Clinical Effectiveness
Patient Safety
Patient Experience

3.1 Clinical Effectiveness Indicators
Reduction in avoidable mortality / Learning from deaths
How is mortality measured?
Mortality rates are a measure of the number of deaths (in general, or due to a specific cause) in a particular
population over a specified time period (usually one year). Mortality measures are a standard part of assessing
how a hospital performs and have received increased attention following the Francis, Berwick and Keogh Reports.
There are two key mortality measures applied to hospitals:
1)

2)

Hospital standardised mortality rate (HSMR) – Like many other hospitals, we use an independent
organisation called Dr Foster® to monitor our HSMR for in-hospital deaths. The HSMR sets the mortality
rate for England (the national average) at 100 and hospitals are then compared to this; a HSMR of less than
100 is better than average and a HSMR of more than 100 is worse than average. Dr Foster® will alert us if a
score for a particular diagnosis group is raised by a statistically significant amount; we then initiate a quality
improvement project to establish if the quality of our care is below the required standard.
Summary hospital mortality index (SHMI) – This is the measure published nationally by the NHS
Digital. The SHMI is similar to HSMR but also includes deaths that have occurred within 30 days of
discharge from the hospital. The SHMI calculates a score like the HSMR, but for SHMI the national rate is
set at 1.

Both measures take into account the type of patients a hospital admits e.g. age, why they were admitted
(diagnosis), what else is wrong with them (co-morbidities), and then describes the hospital as falling into one of
three bandings, as follows:




The Trust’s mortality rate is ‘higher than expected’
The Trust’s mortality rate is ‘as expected’
The Trust’s mortality rate is ‘lower than expected’

What did we set out to do?
For our HSMR and SHMI data to remain within the ‘expected range’ as measured on Dr Foster® and benchmarked
against other similar sized trusts. Ideally this should be reducing year on year.
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Did we achieve this?

Hospital Standardised Mortality Rate
For December 2018 to November 2019 the HSMR is 104 and this is within expected range

Summary Hospital Mortality Index
SHMI is published quarterly using a rolling 12 months; as the table below shows for the latest
reporting periods the Trust has had a rate which is ‘as expected’.

Period

Summary Hospital Mortality Index

Proportion of patient deaths with
palliative care coded at either diagnosis
or specialty level

Chesterfield Royal

National
average
(Range)

Chesterfield
Royal

National average
(Range)

Oct 18 – Sep 19

1.00
‘as expected’

1.0
(0.69 – 1.18)

31%

36%
(12% - 59%)

Jul 18 – Jun 19

1.01
‘as expected’

1.0
(0.69 – 1.19)

31%

36%
(15% - 60%)

Apr 18 – Mar 19

1.00
‘as expected’

1.0
(0.70 – 1.20)

30%

35%
(12% - 60%)

The Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the following
reasons:
 The Trust has continuously focussed on mortality, reviewing the care of patients with conditions where
mortality rates appear higher than expected and taking action to address any concerns identified and to
ensure learning.
The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve this rate and so
the quality of its services, by:
 Focussing on the in depth reviews of patient deaths to ensure the process is robust and effective including a
‘must-do’ list of certain patient groups, any alerts generated by Dr Foster® and a random sample of cases
 Improving the governance processes and structures for deriving learning from reviews and acting on this
learning, linking with the serious incident process where necessary.
In order to identify learning from deaths the Trust undertakes Structured Judgement Reviews and investigations.
As shown in the table below the number of these completed equates to nearly 10% of the deaths in hospital.
Q1

Q2

Q3

Q4

Total

No of adult IP deaths

323

280

331

345

1279

No of Structured Judgement
case reviews completed
No of investigations

18

18

19

10

65

8

2

7

8

25

Deaths judged to be more
likely than not to have been
due to problems in the care

0

1

0

1

2
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By 31st March 2020, 37 case record reviews and 21 investigations have been carried out in relation to the 1279
deaths in 2019/20. In 0 cases a death was subjected to both a case record review and an investigation. 2
representing 0.16% of the patients of the patient deaths during 2019/20 are judged to be more likely than not to
have been due to problems in the care provided to the patient. This number has been estimated using the
conclusions of the structured judgement reviews and root cause analysis investigations conducted.
In addition, 28 case record reviews and 4 investigations completed after 1st April 2019 which related to deaths
which took place before the start of the reporting period; none of which were judged to be due to problems in
care provided to the patient.
Learning and action taken as a result of the reviews
End of Life care
The reviews identified missed opportunities to involve the Hospital Palliative Care Team in end of life planning
with patients and their families, which whilst not changing the outcome would have improved care at the end of
life. Over the year the Trust has worked to strengthen and embed the role of the Hospital Palliative Care Team.
This has led to an increase in the number of patients who have palliative care input and an increase in the number
of patients supported to die in their preferred place. Evidence of this has been found in good documentation and
referrals to the team followed by informative team reviews and care planning. This has been achieved through
providing training, upskilling existing team members and team development, along with increasing the availability
of the team during unsocial hours period and the introduction of active case finding by the team.
Recognition and escalation of deteriorating patients
In line with the Trust’s Quality Strategy ambition, the Trust has had a continued focus on the management of
patients at risk of deterioration. During the year, the Trust introduced an e-observations platform and task
management system which provides further opportunities to improve the safe escalation of the deteriorating
patient. Supported timely escalation of deteriorating patients has been achieved by launch of a revised National
Early Warning Score supported by a range of staff awareness of education, which has led to a decrease in the
number of serious incidents where deterioration was a contributory factor. Review has identified multiple
instances of accurate monitoring, recognition of deterioration followed by prompt and appropriate escalation to
outreach teams.
Team to team referrals within CRH
Reviews identified examples of excellent team to team communication with high levels of involvement from
specialist nursing teams and allied health professional teams including heart failure, diabetes, speech and
language and tissue viability teams. Referrals to other medical teams were found to be well documented, with
thorough assessments, clear plans identified. Escalations and referrals to Critical Care Outreach prompted timely,
valuable review of deteriorating patients.
Stroke audit mortality alert
As part of routine monitoring, a raised HSMR has previously been identified for stroke patients, and review at our
Mortality Committee led to several actions including case note review, GIRFT, benchmarking exercise and
networking with other Trusts to identify potential opportunities for improvement. Continued monitoring and drill
down exercise was completed and Chesterfield Royal Hospital NHS Foundation Trust commissioned a peer review
service and case note review run in partnership with the Royal College of Physicians. The scheduled review in
March 2020 was postponed due to COVID-19 until September 2020. Recommendations and from this exercise
will be used to enable us to focus on key priorities and inform service redesign during 2020/21.
ReSPECT/MCA
Audit of the use of the ReSPECT/MCA document has been completed and results demonstrate missed
opportunities and inconsistencies in documentation and practice. The Trust have employed a full time
ReSPECT/MCA Facilitator to support process in everyday clinical care to enable staff to hold meaningful
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discussions with patients and their families and ensure these are fully documented in the patient’s healthcare
record.
Fluids and electrolytes alert
Investigation into the SHMI alert relating to the diagnosis group Fluid & Electrolytes was completed and
presented to the Mortality Committee. No clinical concerns or missed opportunities were identified in this group
of patients, however it was identified that, coding for fluid and electrolyte disorder was being recorded
incorrectly. This should have been recorded as the condition that caused the disorder and further guidance has
been given to ensure correct recording. A contributing factor identified during this review was an opportunity to
diagnose and treat heart failure promptly. New cardiology guidance now supports rapid diagnosis and treatment.
Listening into Action (LiA) Big Conversation - Learning from Deaths
A Listening into Action (LiA) Big Conversation about the Learning from Deaths process was held on the 10
December 2019. The event, held in the Innovation Centre at Chesterfield Royal Hospital NHS Foundation Trusts
was attended by a large number of doctors, nurses, allied health professionals, mortality service and
administration staff and included a representative from Dr Foster® to explain and enable accurate interpretation
of data. A number of improvement opportunities were identified and prioritised. Full process and evaluation
mapping of the learning from deaths and Medical Examiner role has been completed along with launch of
Mortality Focus meetings with the Medical Director, Deputy Medical Director, Quality Delivery Manager and
Clinical Effectiveness Lead to be held on a monthly basis to ensure consistent, senior level oversight and steer on
Mortality improvements.
What are we going to do next?











Implement a Medical Examiner role to undertake timely initial review of all patients who die at the Trust
and enable any required review process to begin sooner
Develop a Medical Examiner’s Officer role to increase the opportunity for and quality of communication
with bereaved families
Strengthen oversight of the death certification process and eliminate delays in certification
Carrying out a Mortality Structured Judgement Review or investigation on all patient deaths where
concerns are raised, and complete reviews for all patients with learning disabilities
Strengthen learning from deaths through strengthen the remit and oversight of the Mortality Committee
and doubling the number of review meetings held in the year
Enhance opportunities for learning by expanding the Structured Judgement Review of death process to
include review by Nurses and Allied Health Professionals
Strengthen opportunities for local and Trust wide learning and links with the Patient Safety Incident
Response Framework by recording all Structured Judgement Reviews on RLDatix®
Embed the ReSPECT process and employ a full time ReSPECT/MCA Facilitator to support process in
everyday clinical care to enable staff to hold meaningful discussions with patients and their families
Use intelligence provided by external review to enable us to focus on key priorities and inform service
redesign during 2020/21
Carry out full evaluation and refresh of our Mortality: Responding to and Learning from Deaths Policy.

Data quality
Data for the HSMR is made available by Dr Foster® and SHMI is published by the NHS Digital; both indicators use
data submitted to HES (Hospital Episodes Statistics) in line with standard national definitions.
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3.1.2 Cancer Waiting Times
The NHS Constitution outlines what patients can expect and their rights when they are referred on a cancer
diagnosis and treatment pathway.
Cancer waiting times (CWT) measures the NHS performance against these national NHS Constitution Standards,
as well as a number of other metrics. These measures are used by local and national organisations to monitor the
timely delivery of services to patients as timely diagnosis and treatment for is key to improving survival rates for
cancer patients.
What did we set out to achieve?
We set out to meet the national targets for Cancer Waiting Times so that patients are diagnosed and treated in a
timely manner.
Did we achieve this?
This has been a challenging year for patient activity and admissions therefore not all of our cancer targets were
not met.
Standard

Trust Performance 2019/20
Target

2017/18

2018/19

2019/20

Percentage of patients seen by a specialist
within 2 weeks of urgent GP referral for
93%
suspected cancer.

88.7%

94.1%

93.7%

Percentage of patients seen by a specialist
within 2 weeks of GP referral with any
93%
breast symptom except suspected cancer

77.1%

93.3%

89.9%

Percentage of 28 days faster diagnosis
standard (shadow monitored from April
2019)

75%

-

-

74.5%

Percentage of patient treated within one
month (31 days) of a decision to treat

96%

94.9%

97.8%

96.8%

Percentage of patients receiving
subsequent anti-cancer drug treatment
/Surgical Treatment within one month (31
days) of a decision to treat

94%

98.8%

98.8%

98.2%

Percentage of patients receiving their first
definitive treatment for cancer within two
months (62 days) of a GP or dentist
urgent referral for suspected cancer4

85%

80.7%

83.9%

79.2%

Percentage of patients receiving their first
definitive treatment for cancer within two

90%

88.8%

83.5%

74.1%
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months (62 days) of urgent referral from
a national screening programme1
The Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the following
reasons:


The Cancer Pathway Team work very closely with the clinical and divisional management staff delivering
cancer care to ensure that patients are seen and treated as quickly as possible. Performance is shared
internally within the Trust and externally with our commissioners and GP Lead via a monthly Cancer
Performance Report



All breaches are formally reviewed by the clinical leads and divisional management teams to identify learning
and improvement action in order to prevent avoidable delays and provide a smooth diagnostic, treatment or
transfer of treatment pathway for the patient



All patients that exceed their breach date by more than 104 days are reviewed by their treating clinician by
way of harm review to ensure that the delays have not resulted in harm to our patients.

The Trust has already implemented a number of improvements that are delivering improved performance, which
include:


MRI at first outpatient appointment within the Urology pathway



Implementation of the optimal national pathway steps for referral post diagnostics to surgery or oncology
within the Urology, Lung, Upper GI and Lower GI pathway



Straight to test following urgent GP referral within the Colorectal pathway



Reviewed administrative delays to enable delivery of the Day 28 Faster Diagnosis Standard



Implementation of the breast pain protocol to reduce the number of inappropriate breast two week wait
referrals.

The Trust has been successful in securing resources to extend its cancer improvement programme with a Cancer
Service Improvement Lead now in post and working to develop improvement plans for the Upper GI and Head
and Neck pathways.
What are we going to do next?
Continue to refine and improve diagnostic pathways to ensure that we meet the regionally agreed Faster
Diagnosis Standard to be operational from April 2020; continue to provide timely treatment for patients on local
pathways; continue a timely transfer of patients to shared care providers for treatment and surpassing national
standards by doing the following:


Reviewing our access policy to ensure our patients across Derbyshire STP have equal opportunity and access
to our cancer services



Optimise our MDT meetings to make them more efficient and patient focused to enable in-depth discussion
where needed



Implementation of new clinic timetables to secure additional two week wait and follow up capacity for
Urology, Lower Gastrointestinal and Breast pathways



Implementation of the Lung STT model to enable earlier diagnosis



Implement a process of ‘Straight to CT’ following abnormal chest x-ray within the lung pathway



Implementation of a bladder specific pathway in line with current Prostate pathway

1

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 at another provider.
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Review of imaging pathways for Upper Gastrointestinal, Lower Gastrointestinal and Urology to reduce
diagnostic waiting times



Implementation of remote monitoring for Lower Gastrointestinal, Prostate pathways and risk stratified breast
patient to increase follow up capacity to be reinvested where current capacity shortfalls



Introduction of the Rapid Diagnostic Concept



Streamlining the Gynaecology pathway.

Data quality
We are confident that the data we use for these indicators is accurate. Referrals are automated between the
hospital Patient Administration System and the cancer database InfoFlex which automatically triggers the
calculations and drives the tracking of the patients from the point of referral through the relevant
pathways. Pathway data is captured into this system, validated monthly and reconciled onto NHS Digital with
other provider data where shared pathways exist.
3.1.3 Percentage of patients risk-assessed for Venous Thromboembolism (VTE)
VTE is a condition in which a blood clot (a thrombus) forms in a vein. It most commonly occurs in the deep veins
of the legs; this is called deep vein thrombosis. It may then subsequently dislodge and move to the lungs; this is
called a pulmonary embolus. An estimated 25,000 people in the UK die from venous thromboembolism (VTE)
every year.
What did we set out to achieve?
Reduce the risk of our patients developing a hospital associated thrombosis. In order to do this we assess
patients when they are admitted to hospital and offer preventative measures to those at increased risk. We aim
to meet the national standard for VTE assessment, which is now set at 95% of all admitted patients (national
target).
Did we achieve this?
Yes – as the table below shows we performed consistently against this standard and maintaining compliance at
over 95%.
Period

Chesterfield Royal

April-June 2019

97.84%

July –September 2019

97.5%

October – December 2019

96.86%

Achieved

The Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the following
reasons:
 An electronic risk assessment tool was successfully introduced in 2012, which requires completion of the risk
assessment prior to any drug prescribing.
The Chesterfield Royal Hospital NHS Foundation Trust intends to take the following actions to improve this score
and so the quality of its services, by:
 Continuing to be a VTE Exemplar Centre – a kite mark of excellence in VTE prevention – which demonstrates
that we are delivering best practice
 Completing a review for all cases of Hospital Associated Thrombosis and identify actions required to reduce
the risk.
What are we going to do next?
Continue to exceed the national standard for VTE assessment of 95% of all admitted patients.
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Data quality
We are confident that the information we use for this indicator is accurate. It is published by the NHS Information
Centre, based on submissions from the Trust that are collected in line with standard national definitions.

3.1.4 Readmissions
By ensuring that patients discharge from hospital is well-planned we can avoid (or reduce to a minimum) the
numbers of patients who need to be re‐admitted quickly. Most emergency re‐admissions are not normally part of
the original treatment plan or care pathway ‐ and many may be potentially avoidable.
What did we set out to do?
Maintain re‐admission rates at less than the local target of 13.8%.
Did we achieve this?
Readmission rates
Yes, although readmission rates have increased slightly for our youngest patients, our
overall readmission rate remains below our target of 13.8%.

Patients ages 16 and over
Patients ages 0 - 15
Overall

2018/19

2019/20

11.91%
13.38%
13.77%

12.78%
13.84%
13.63%

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


We continuously monitor readmission rates to detect any areas where these are higher than expected and
take action to address any concerns identified.

The 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 the 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 calculated
internally using data from our Patient Administration System in line with standard national definitions. This
process was subject to an external audit in 2018/19 and no concerns were identified.
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3.2 Patient Safety
3.2.1 Pressure Ulcers
A pressure ulcer is localised damage to the skin and/or underlying tissue, usually over a bony prominence (or
related to a medical or other device), resulting from sustained pressure (including pressure associated with
shear). The damage can be present as intact skin or an open ulcer and may be painful.
Pressure ulcers can range in severity from patches of discoloured skin to open wounds that expose the underlying
bone or muscle. Pressure ulcers tend to affect people with health conditions that make it difficult to move,
especially those confined to lying in a bed or sitting for prolonged periods of time. By ensuring that we identify
those patients at risk of developing a pressure ulcer and taking steps to reduce their risk, such as pressure
relieving mattresses, maintaining movement and ensuring patients have the right diet and plenty of fluids.
What did we set out to achieve?
We aimed to achieve the following local targets


Sustain the rate of hospital acquired pressure ulcers (grade 2‐4) at below 0.5 per 1,000 bed days.

Did we achieve this?
This has been a challenging year and our pressure ulcer targets were not met.

No. of hospital
acquired
pressure ulcers

Category

2017/18

2018/19

2019/20

2

60

81

107

3*

40

45

51

4

0

0

1

Total

100

126

190

Rate per 1,000 bed days (Grade 2-4)

0.5 =

0.72 (↑44%)

1.06 (↑47%)

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




Overall acuity of patients has increased alongside an increase in the number of patients with significant
risk factors
The opening of additional beds over the winter period led to a dilution of nursing skills across the
organisation and a reduction in the ability of the older people’s team to meet requests for enhanced
support
The Trust no longer applies the 72 hour rule as per NHSI guidance, 22 patients (12%) developed pressure
damage within 3 days of admission which would previously not have been identified as hospital acquired.

The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve this rate and so
the quality of its services, by:
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Delivering staff education at ward level focusing on the common themes which contribute to the
development of pressure ulcers within the hospital. In addition, all relevant new staff receive Pressure
Ulcer Prevention training at Corporate Induction, on the Care Certificate and Princes Trust
Ensuring staff are aware of how well their area is performing on a monthly basis. Wards are now using
safety crosses to display how many days since the last acquired pressure ulcer
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Continuing to monitor and build upon the current incident review process to encourage shared learning
and increased knowledge
Purchase of replacement bedside chairs to ensure all patients are provided with good high density foam
pressure redistributing cushions when sitting out as standard
Two annual pressure ulcer prevention study days for hospital staff have been delivered and well
evaluated
Embedding the SWARM approach for all patients developing pressure damage found to be a Serious
Incident. Feedback has been positive and the multidisciplinary approach has been well received with
sharing of lessons learnt
Cross divisional pressure ulcer post harm reviews on a fortnightly basis to ensure learning is shared
between the Surgical Division and Medical and Emergency Division
Implementing focussed education in the Emergency Department regarding accurate risk assessments and
skin assessments, improvements have been noted in the department when investigating acquired
pressure ulcers incidents
The Trust have reviewed our mattress rental contract and sourced higher specification pressure relieving
mattresses. The mattress chosen has three modes of action to aid patient comfort and therefore
enhance concordance with use
Point of care education provided to all staff by the Tissue Viability team when reviewing patients with
pressure damage has undergone audit and evaluation to ensure it’s effectiveness. As a result point of
care education has been increasing
Re-establishing the tissue viability champion role with protected time for education and providing
education packs to disseminate to all staff by the champions.
Participated in NHS Improvement’s national pressure ulcer prevalence audit. We are awaiting the Trusts
individual audit results from NHSI to inform our improvement plan.
A member of staff from both the Medicine & Emergency Care Division and the Surgical Division were
seconded to a month long trust wide project which saw Protect Me successfully embedded into practice.
Revised the patient information leaflet to be more patient friendly; all staff are encouraged to provide
this leaflet to all patients assessed to be at risk of pressure damage
Audited the correct utilisation of pressure relieving equipment, this data is undergoing evaluation to
inform improvements in the utilisation of equipment
The Tissue Viability ambition meetings are now chaired by the Head of Nursing for Surgery and meetings
have been increased to monthly with a focus on actions to reduce the number of pressure ulcers.
Completed deepdive exercise into patients who develop pressure damage within the first week of
admission with learning being shared and implemented to improve practice.

What are we going to do next?
We aim improve upon the current rate of pressure ulcers by:







The clinical educators will continue to focus point of care training on risk assessments, both formal and
informal assessments, encouraging staff to use clinical judgement alongside the Risk Assessment Tool
The Purpose T validated pressure ulcer risk assessment tool has been piloted on three wards with significant
reduction of acquired pressure ulcers identified. Planned launch of the tool was postponed from April due to
COVID-19 and completed successfully in June 2020
Continuing focus by Tissue Viability Team on areas who are reporting increasing incidence of pressure ulcers
Developing a business case to increase the Tissue Viability Team with a designated pressure ulcer prevention
member
Evaluation of recommendations received through NHSI’s pressure ulcer prevalence audit results to inform
improvements
Further reviewing the patient information leaflet with a focus on providing information to encourage better
patient concordance with prevention plans as this has been noted to be a theme when reviewing pressure
ulcer incidences
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Producing informative posters for staff on how to correctly offload heels and complete an effective 30
degree tilt to offload pressure
Reviewing the process for storage and provision of hybrid pumps to ensure admitting wards have timely
access resulting in patients been provided with the correct equipment at the start of their in-patient journey
Reviewing nursing documentation to be able to incorporate device checks on the hybrid pumps.

3.2.2 Hospital Acquired Infections
The Trust continues to demonstrate a clear commitment to the infection prevention and control agenda both
within the organisation and the wider health community. Systems and processes are in place to identify, monitor
and manage the prevention and control of infection with strong leadership provided by the Deputy Director of
Infection Prevention and Control and Trust Board.
Hospital or healthcare acquired infection causes significant harm and is a major concern to patients. There has
been a very significant decline in rates of MRSA and C. difficile infection in Chesterfield Royal Hospital in recent
years but we are keen to reduce this further.
What did we set out to achieve?
Achieve the national targets in relation to MRSA and C. difficile and reduce the overall incidence of E-Coli.
Did we achieve this?
Criterion

2016/17

2017/18

2018/19

2019/20

No.

Target

No.

Target

No.

Target

No.

Target
C.difficile

31

10

31

13

30

17

34

39

MRSA

0

1

0

0

0

1

0

1

E-coli

~

47

~

37

~

39

~

34

In addition to the information above, data is reported nationally relating to the number of hospital-acquired C.
difficile infections per 100,000 bed days2, as shown below
Chesterfield Royal

National average
(Range)

2018/19

10.6

12.2 (0-79.7)

2017/18

7.7

13.7 (0.0-91.0)

Period

2

Hospital onset only
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2016/17

5.2

13.2 (0.0-82.6)

2015/16

8.6

14.9 (0.0-67.2)

The Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the following
reasons:
For 2019/20 there were changes made to the way in which C.difficile cases were attributed, which increased the
number of cases apportioned to the Trust, as follows:



Hospital onset healthcare associated - cases that are detected in the hospital two or more days after
admission. This is a reduction from the current 72 hour rule
Community onset healthcare associated - cases that occur in the community (or within two days of
admission) when the patient has been an inpatient in the trust in the previous four weeks. These were
previously assigned to the community.

Based on previous year’s data this change in definition is not fully reflected in the increased target, as monitoring
shows that we have not seen an increase in hospital onset cases.
What are we going to do next?





Infection control audits to monitor compliance with MRSA screening and decolonisation policy
Continuing to review the care of all patients who develop C. difficile or MRSA/ E coli bacteraemia in hospital
to identify any lapses in care and share learning from these across the organisation
Actions resulting from these reviews are reflected in divisional improvement plans
The Trust has undertaken a review of the antibiotic formulary with a view to reducing the use of broad
spectrum antibiotics which have been evidenced to increase the risk of C.difficile.

What did we set out to achieve?
We aimed to achieve the Commissioning for Quality Improvement Initiatives (CQUIN).
The Trust set out to achieve the nationally agreed Lower Urinary Tract Infection CQUIN.
Did we achieve this?
The aim of the lower urinary tract infection CQUIN was to reduce both mortality and length of stay for patients,
by delivering a bundle of care which aimed to:




Reduce inappropriate antibiotic prescribing.
Improve diagnosis (by eliminating the use of dip stick tests to diagnose LUTI in patients over the age of
65).
Improve treatment and management of patients aged 65 and over with a LUTI.

The delivery of the CQUIN was supported through the appointment of a dedicated IP&C Nurse practitioner on a
12 month secondment, who has:






Developed an educational pack for all inpatients areas
Delivered point of care education for inpatient areas and ED 10@10 sessions
Developed posters and other educational materials which have been displayed and rotated in
wards/areas
Delivered education within other scheduled sessions i.e. CAUTI training
Provided continuous visits to clinical areas daily to audit and deliver point of care education
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Monitoring the actions taken following receipt of sensitivities from microbiology
Produced credit card sized hydration/do not dip urine cards designed to be utilised within education
Delivered presentations during medical and surgical audit meetings
Contributed to Drugs and Therapeutic multi-disciplinary meetings
Implemented initiatives to reduce urine dipsticks on medical wards (stored in the CD cupboard to
minimise access).

During Q4 the CQUIN programme was suspended on a national level due to the focus on the COVID-19 pandemic
and Trusts were not required to submit data. The Trust ceased data collection at this point and therefore data for
Q4 is based on a sample of 67 patients, rather than the 100 in each of the previous quarters.

As the above table shows overall compliance against the bundle improved by 56% from Q1 to Q3; whilst this did
not achieve the goal of 90% compliance performance against the national average was good; with the Trust in the
upper quartile.
What are we going to do next?
Continue to embed improved practices and patient pathways to sustain the improvements identified.

What did we aim to do?
The Trust set out to achieve the nationally agreed Staff Influenza Vaccination CQUIN
This year NHS England has raised the target from 75% to 80% of all frontline facing staff to be vaccinated against
Influenza for the campaign this year. CRHFT has had an excellent vaccination rate over the last 3 years
consistently achieving above 80%
Did we achieve this?




2017/2018 achieved 86.4%
2018/2019 achieved 88.5%
2019/2020 achieved 85.3%

Whilst it is noted that this year’s figure is lower than previous years our normal vaccination campaign runs from
September to the end of March. However this year was cut short due to the start of the COVID-19 Pandemic.
This was achieved by undertaking offering a variety of settings to give the vaccinations including
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Static clinics – Including Infection Control office and a base ward for the first two week of the campaign.
Roving clinics
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Early morning clinics starting at 05.00hrs and late clinics until 20.00hrs enabled vaccination for out of
hours staff
Offsite clinics to ensure staff had access to vaccination across all sites.

What are we going to do next?
Implement our Staff Influenza Vaccination Programme using learning from previous years to vaccinate more staff
than previous years.

What did we set out to achieve?
We aimed to achieve above the national average for PLACE Cleanliness Environmental Report.
Please note: As the PLACE collection has been substantially reviewed and refined since publication of the 2018
results. 2019 scores therefore establish a new baseline, and cannot be compared with figures from earlier years.
Did we achieve this?
Achieved above the national average for PLACE Cleanliness Environmental Report
As the table below shows the Trust exceeded the national average

What are we going to do next?





Implement the key areas identified in the 2019 PLACE audit/ action plan including high dusting
Continue to develop PLACE compliant designs for all future upgrades
Prioritise any funding requirements and look to target investment that maximise improvements in the
patient environment
Continue to work in partnership with our patient and clinical colleagues to provide a better patient
environment

What did we set out to achieve?
We aimed to achieve local targets for management of patients with red flag sepsis.
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Did we achieve this?
Local targets for management of Emergency patients with red flag sepsis
Unfortunately performance was not consistently high and we met or
exceeded our target for only 10 months during the last year.

Local targets for management of inpatients with red flag sepsis
We consistently met or exceeded our target over the last 12 months.
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The statistical process control chart above demonstrates the compliance with the treatment of in-patients with
suspected red flag sepsis. Sepsis point of care education was reduced from February due to COVID-19 activity.
During the past 12 months the multidisciplinary sepsis team have:














Contributed to the introduction of the sepsis bundle on electric observations (e-obs)
Introduced a safety-netting leaflet for patients discharged home on antibiotics
Delivered sepsis point of care education at department and ward level
Delivered sepsis updates at 10@10 sessions in the Emergency Department
Given a presentation on sepsis for the Student Nurse teaching sessions
Secured charitable funds to obtain UK Sepsis Trust educational and awareness materials; including roller
banners, leaflets, posters, wallet cards and pens
Developed Sepsis Ambassadors to assist with raising awareness of sepsis and fundraising on World Sepsis
Day. The fundraising was shared between the Chesterfield Royal Hospital Charity and the UK Sepsis Trust
Celebrated the good practice of individuals and departments with Sepsis Star Award
Given feedback to medical and nursing staff at the time of audit
Supported community sepsis awareness days
Delivered a surviving sepsis presentation at the annual Infection Prevention & Tissue Viability Study Day
‘Prevent and Protect’
Given a presentation on sepsis to the local Diabetes UK support group
Dedicated clinical nurse is now a substantive post within the Hospital at Night team.

What are we going to do next?
Implement lessons learned from sepsis timelines including:













Frequency of observations will be increased and decreased in line with the patient’s clinical condition.
Stabilisation of an unwell patient will be noted by completing a minimum of two sets of observations and
not relying on one set which shows an improvement in the patient’s clinical condition.
Staff to ensure a team discussion with all staff at the sepsis call is required before standing the porter
down
Nursing staff to be pro-active in chasing medical colleagues for insertion of IV cannula to ensure prompt
administration of IV antibiotics
Increase the number of nursing staff in the team with IV cannulation skills
Ensure nursing staff are aware of the red flags for SEPSIS and to ensure SEPSIS calls are considered when
required
Use the accountability hand over sheets reminding staff escalate concerns
Ensure effective communication when a STAT dose of antibiotics is prescribed by the medical team
Improve detail of documentation identifying the problems in cannulation.
Continue to monitor the Trust’s compliance with the screening and management of sepsis in line with the
NHS Standard Contract.
A stretch target of 95% compliance has been set by the QDG; this exceeds the national target of 90%.
Point of care education to focus on continued monitoring of patients diagnosed with red flag sepsis. This
will include frequency of observations, urine output monitoring and escalation of the patient does not
improve.

Data Quality
The data for these indicators is collected by the infection control team using data from their IT system (ICNET)
which links directly to the laboratory information system, and where appropriate, in line with national definitions.
The process for infection surveillance was subject to an internal audit in 2009/10 and the process for C. difficile
was subject to external audit in April 2011. Neither of these audits identified any significant concerns.
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3.2.3 Patient Falls
At Chesterfield Royal Hospital NHS Foundation Trust we recognise the significant impact that inpatient hospital
falls can have. Across England and Wales, approximately 152,000 falls are reported in acute hospitals every year,
a significant number of falls result in death or severe or moderate injury. 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 achieve 19/20?
Maintain the incidence of falls with harm per 1,000 bed days to below 1.4 per 1,000 bed days. This is in line with
the Royal College of Physicians approach to reduction of falls with harm.
Are we achieving this?
As of March 2020, we have seen a decrease in the number of falls with harm to 1.55 per 1000 bed days. Although
this represents a significant improvement since last year, we have further work planned to consistently meet our
target of 1.4 per 1000 bed days.
The graph below shows the number of falls with harm reported, per 1000 bed days over the last 12 months.

Number of slips, trips and falls with Harm (per 1000 bed days)
2.50
2.00
1.50
1.00
0.50
0.00
Apr-19 May-19 Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19 Dec-19

Jan-20

Feb-20 Mar-20

The Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the following
reasons:
Over the past year the Trust has continued to take action to reduce falls and harm from falls. Chesterfield Royal
Hospital NHS Foundation Trust has participated in the Royal College of Physicians (RCP) National Audit of
Inpatient Falls and has revised the falls improvement plan in line with findings and recommendations.
The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve this rate and so
the quality of its services, by:
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Continuing to focus on reduction in number of falls, but particularly falls with harm
Employing a Falls Practitioner to lead the Falls CQUIN
Bed rails flowchart developed and launched across the trust
Developing and launching Ultra-low bed guidance protocol
Successfully trialling use of wristbands within the ED department to highlight risk of falls
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Undertaking a full review of falls improvement plan
Taking part in nationwide Falls Prevention Week
Releasing posters across the Trust made by the staff to aid with falls prevention
Trialling a bedside vision check as per Royal College of Physicians guidance
Meeting out target to carrying out lying and standing blood pressure assessments and mobility assessments
on over 80% of in-patients over 65 years of age
Teaching regarding medications and relationship to falls to enable robust risk assessments.

What are we going to do next?
We have employed a full time falls practitioner to use expert skills to try and reduce falls, the aims are to:

Reduce our trust falls with harm rate to below 1.4 per 1000 bed days

Develop a post fall mini SWARM (investigation process) – involving staff and patients (as appropriate), to
identify areas to modify immediately in an attempt to try and reduce the instance of patients sustaining a
repeat fall under our care

Review and update the Falls Policy and Handbook for staff

Update the Falls Training Module for staff and provide this electronically through our Aspire system

Develop a new Falls Intranet resource for staff where up to date information is shared

Create Patient Exercise Booklets to reduce patient deconditioning whilst in hospital

Embed system for highlighting patients who have previously fallen in hospital to enable robust risk
assessments and individuals plans to be developed

Develop a Trust wide standard for monitoring lying and standing blood pressure in all patients over 65
years of age and those at risk of falling

Work with pharmacy to roll out medication reviews on all patients assessed to be at risk of falling

Review the FallSafe project by the Royal College of Physicians use this to enable us to create an exemplar
FallSafe Ward with the intention to roll out across the trust

Aid the Trust in achieving ‘outstanding’ with the CQC by supporting the ACE programme.
3.2.4 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 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 ulcers development or clinical errors.
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 results in severe harm or death.
What did we set out to achieve?
We aimed to achieve the following local targets:
 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.
Did we achieve this?
Increase in incident report
As the table below shows the rate of incidents per 1,000 bed days has
increased in the most recent reporting period
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All incidents reported

Incidents that resulted in severe harm or death

No.

Rate per 1,000
bed days

No.

% of all incidents reported

Apr 19 – Sep 19

3974

44.4

11

0.27%

Oct 18 – Mar 19

2881

34.05

16

0.55%

Apr 18-Sep 18

2212

29.1

16

0.75%

Oct 17 – Mar 18

2418

28.6

15

0.62%

The Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the following
reasons:
 Initiatives to increase incident reporting within the Trust have continued over the past year to have a positive
impact of incident reporting rates within the Trust
 The continued reduction in the percentage of incidents resulting in severe harm or death also provides
assurance that the increased reporting rate is linked to a greater number of low/no harm incidents and near
misses.
What have we done?
The Chesterfield Royal Hospital NHS Foundation Trust has introduced the following initiatives throughout the
Trust to improve this rate and so the quality of its services:
 Streamlined electronic incident reporting system to ensure it is more accessible to staff.
 Provision of telephone incident reporting line to ensure staff who has restricted access to a computer terminal
can also easily report incidents
 Continued promotion of near miss ‘last good catch’ campaign to encourage the reporting of low/no harm and
near miss incidents
 A dedicated training programme has also been introduced in the past year to provide bespoke training and
support to staff on how to report and investigate incidents.
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3.2 Patient Experience
3.3.1

Friends and Family Test

Ensuring our patients have a good experience in our hospital is one of our key priorities. To meet this objective,
we also need to demonstrate our commitment to listening to our patients and acting on their concerns and views.
Feedback about our services (from their experiences) helps us to make them even better for patients and those
close to them.
To help us understand 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 are you to recommend this service3 to your friends and family if they needed similar care or
treatment?”
The headline score is the percentage of patients who would recommend the service.
What did we set out to achieve?
We aimed to improve patient experience by continuing to use feedback from the Friends and Family Test (local
target).
Did we achieve this?
The graph below demonstrates that the Trust’s Friends and Family scores remain in line with the national average
for inpatients and daycase, maternity services, GP services and outpatients, whilst the Emergency Department
scores below national average. The Emergency Department and GP services demonstrate an improvement in
scores compared to the previous year.

79%
75%
79%

Emergency Department

85%

Inpatients and Daycase

98%
98%
97%
96%

Maternity

99%
98%
97%
96%

CRH 2019/20

95%
94%
94%
94%

Outpatients

CRH 2018/19
CRH 2017/18
National 2019/20*

89%
84%
79%

GP Services

91%

0%

20%

40%

60%

80%

100%

*NB: National data based on April 2019 to February 2020, due to national publication dates

The Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the following
reasons:
The Trust uses a real-time patient feedback system which allows staff to review patient feedback in a timely
manner. The system also allows the Trust to identify the themes arising from patient comments. Overall, the
3

This service may include: this ward, this emergency department, this outpatient clinic, this maternity service or this surgery
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vast majority of comments are positive, highlighting staff behaviour, particularly in relation to friendly, helpful,
caring and compassionate staff, alongside a good general service. We continually review the feedback received
through the friends and family test to identify where improvements can be made; during 2019/20, these largely
relate to waiting.
In all areas response rates are in line with the national average; the proportion of patients who responded varies
by FFT area and for 2019/20 were as follows:





Inpatient & Daycase -20%
ED - 7%
Maternity - 18%
Outpatients - 9%

The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve this rate and so
the quality of its services.
Emergency Department (ED)
The majority of our patient comments from the Friends and Family Test relate to professional and friendly staff,
however, we recognise that we have not met national average during 2019/20.
The ED has a robust patient experience improvement plan, which identifies improvement actions based on
patient feedback. Improvement work is demonstrating a positive impact on experience with the percentage of
patients recommending ED via the Friends and Family Test increasing from 75% in 2018/19 to 79% in 2019/20.
The aim is for ED to meet the national average, which was 87% in 2019/20; work continues in the department to
improve patient experience. Actions undertaken and ongoing have been identified from patient comments and
include:
Efficiency – Staff education within the department aims to improve communication of wait times; patients are
now made aware of potential waiting times on arrival at reception, by being informed of the current longest wait
to see a doctor. This is continued through the pathway, so that patients remain aware of how long they are likely
to be in the department. A whiteboard with current waiting times for a bed is also displayed within the
department. There are also plans to procure screens for the Majors part of the department to display waiting
times. The Matron for ED has developed a paediatric patient journey book, which is a photographic description of
the patient journey through the department and onto Nightingale ward to help explain the pathway to children
and parents. For adults, a ‘Why am I waiting?’ leaflet has been developed to support patients in understanding
the patient journey and at the time of writing is under review with the Trust reader’s panel. There are plans to
develop a patient video, to explain the patient journey and ED processes, for display on screens in the department
and on the Trust website.
The Department is working to increase staffing, with additional consultants and middle grade doctors to closer
match demand with an aim of reducing waiting times; in addition the team are recruiting to Phlebotomist posts to
assist staff during the patient assessment period and reduce waiting time overall for results. Additional paediatric
nurses and a mental health nurse post are also being recruited to, to support our vulnerable patients in ED. A
pitstop senior review was introduced in 2019, which entails a middle-grade doctor based permanently in pitstop
to receive patients from ambulance crews and perform a senior review; this aims to reduce the overall time
patients spend in the department. A pilot in early 2019 found that waiting times for ambulance admissions were
reduced by 54 minutes. New bank staff have been recruited for ED reception, to increase cover and improve
resilience of the reception rota, to ensure an optimum number of reception staff are available to support patients
on check in to ED.
The department have improved their streaming processes to improve efficiency and waiting for patients and to
maintain safety during the COVID-19 pandemic.
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Pain Relief – Locked boxes have been launched in pitstop stocked with simple analgesia for patients on arrival. In
addition, pharmacy technicians have been introduced, with an aim of reducing wait times for medication.
Communication – The department has implemented Customer Care Training for ED receptionists, which supports
communication of key messages for patients on arrival. Kindness and civility training has also been developed to
support communication; this began in January 2020 and weekly sessions are planned for the remainder of the
year. Staff in ED have also developed patient information and are planning self-help and promotional videos with
key messages for patients for display on ED screens and the Trust website.
In addition - a refreshment trolley has been introduced to the department, to enable waiting patients to have
access to hot drinks. The ambulatory majors room has also been refreshed, installing new seating and a more
comfortable environment for patients who are ‘fit to sit’. In 2020/21, an electronic noise monitoring system will
be introduced to support a reduction in noise that may disturb patients.
Outpatients
The majority of our outpatient feedback is positive and relates to friendly, professional and competent staff who
provide emotional support to our patients; key opportunities for improvement identified from sentiment analysis
relate to waiting times and car parking.
The Trust has an Outpatient Improvement Programme, which is focused on patient experience. The programme
addresses key opportunities for improvement across our outpatient services, including:
Efficiency – comments submitted via the Friends and Family Test (FFT) suggest that waiting times, both for
receiving appointments and when attending clinics are key opportunities for improving patient experience. The
Trust introduced partial booking in June 2019; this aims to improve convenience, flexibility and choice of
appointments for patients. Partial booking has demonstrated sustained improvement in hospital cancellation
rates for follow-up appointments since October 2019; a reduction in patient concerns is also evident. In addition,
a demand and capacity review for surgical outpatients is included on the outpatient programme for 2020/21,
aiming to improve wait times.
In spring 2019, Suite 5 introduced a call centre to reduce the number of unanswered calls and patient waiting
times for response; feedback suggests that this is working well and that concerns regarding unanswered calls
have been addressed.
A review of the outpatient waiting times standard operating procedure, which outlines a more consistent
approach to informing patients of wait times in outpatient departments, was undertaken in 2019; this has been
re-launched to support staff in communicating wait times to patients.
The Trust is working with the Sustainability and Transformation Partnership (STP) to look at digitally supported
outpatients and how this can streamline services across the region, with an aim of increasing flexibility for
patients and reducing waiting times. The Trust is currently in the process of implementing Patient Hub, a secure,
online service where patients can manage their appointments and access important information online. The
project Board includes patient representation and the Trust has an implementation plan for phased roll out to
outpatient clinics during 2020/21. The launch of ‘virtual clinics’ with a focus on maximising telephone
consultations and video clinics planned for 2020/21 was expedited in line with our COVID-19 action plan and
commenced mid-March 2020.
The Trust is implementing patient-initiated follow-up to ensure patients with long-term conditions are able to
manage their appointments effectively for them.
Car Parking –Following a detailed review in 2018 to address issues with site access and car parking, several
improvement options have been identified. These include re-designating and extending car parking capacity and
building additional capacity to improve flow. The aim is for improvement work to be completed by July 2020; a
big conversation took place in February 2020, for both patients and staff, to discuss the planned improvements.
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In addition, there have been improvements to bus timetabling and the introduction of real-time electronic
displays for live public transport information.

Inpatients and Daycase
Inpatient and daycase results for the Friends and Family Test are consistently high with 98% of patients continuing
to recommend these services over the past year; this exceeds Trust target and national average. Whilst the
majority of patient comments are positive, referring to friendly and compassionate staff, we recognise that room
for improvement remains. The Trust has analysed comments left by patients and Care Units have included
appropriate actions on their patient experience improvement plans; the following opportunities for improvement
have been identified.
Efficiency – The key opportunity for improvement identified from the Friends and Family Test is waiting,
particularly around waiting for discharge. The Trust is embracing the NHS England/Improvement’s
#wherebestnext campaign, which advocates involving patients and their families in discharge decisions and
informing them of the benefits of leaving hospital at the right time. The Trust’s discharge improvement work
aims to standardise the discharge approach and put patients at the centre; this includes reducing length of stay
and improving use of the discharge lounge. Criteria-led discharge is being implemented, aiming to improve
patient satisfaction with discharge by supporting discharge earlier in the day and reducing unnecessary length of
stay. In addition, the Trust introduced a ‘Flow your patients right’ workshop for staff in 2019; this aims to support
staff in better understanding and applying the principles of flow, which will help to improve efficiency for
patients.
The Trust has also opened a Surgical Assessment Unit to improve patient waiting and flow, reducing the need to
admit patients into hospital where this is unnecessary; e-observations have also been introduced to support
communication, safety, efficiency and experience.
Comfort – Patient feedback suggests that noise at night is an opportunity for improvement; in 2019, the Critical
Care Unit purchased an electronic sound monitoring system, which has proven very helpful in reducing noise
levels. These will be rolled out to inpatient wards during 2020/21 with the support of Trust Charitable Funds.
Maternity
Feedback from service users regarding Maternity services is largely positive, referring to friendly, helpful,
compassionate staff. However, we recognise that there are still opportunities for improvement and maternity
services have a robust improvement plan in place.
Emotional Support – In 2019 the Partners in Pregnancy (PiP) Team was set up at the Trust to improve continuity
of care; this aims to reduce incidents of stress and anxiety during pregnancy and birth. This has initially focused
on women in the Chesterfield area with mild to moderate mental health conditions and will roll out to other
groups and localities.
In 2019, the Birth Centre introduced ‘Golden Hour’ to improve immediate post-delivery care, wherein the midwife
or a Maternity Assistant remains in the room to support the wellbeing of mother and baby. This was further
supported with the availability of two laptops that are used by staff to complete electronic records without having
to leave the room. Feedback from both service users and staff has been positive.
Birth Talk was launched in 2018, following the training of the Birth Centre Matron as a Birth Trauma Resolution
Practitioner; this was initially funded for two days per week, but became a full-time role in 2019, increasing the
time committed to the Birth Talk service. The service aims to improve the emotional support experienced by
women and their partners; recent evaluation of the service demonstrated positive results. Birth talk and
perinatal mental health have been added to midwifery essential training to equip staff with effective listening
skills and improve patient perceptions of staff behaviour. In addition, a perinatal mental health midwife has been
appointed; this role will work with those women identified as having a requirement for mental health support in
the antenatal, intrapartum and post-partum stages.
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Efficiency – waiting times, particularly in antenatal clinic, have also been identified as an opportunity for
improvement. A review of patient flow and development of associated processes in antenatal services was
commenced with the aim to improve efficiency, reducing waiting times and repetition and ensuring that women
are seeing the right person at the right time; and will undergo evaluation in 2020/21. Maternity will also
undertake an evaluation of the effectiveness of patient experience improvements for women with gestational
diabetes, following the introduction of midwife-led clinics in 2018, the results of which will support any necessary
adjustments to provide an optimum service.
Royal Primary Care (RPC)
The percentage of patients who would recommend Royal Primary Care (RPC) via the Friends and Family Test has
seen an improvement since 2018/19 and feedback suggests that staff are friendly, professional and helpful.
Opportunities for improvement largely relate to efficiency and accessibility. Royal Primary Care has a robust
patient experience improvement plan in place to address these themes.
Efficiency and Accessibility - Following regular feedback from patients that they were finding it difficult to obtain
blood tests in a timely manner, RPC reviewed best practice at other surgeries; as a result a pilot was undertaken
at Clay Cross for drop-in clinics which were held every Wednesday morning. Feedback from patients is good and
this now been rolled out to Rectory Road and the Grange. ‘You Said, We Did’ comments are now being displayed
on TV screens in reception; these currently include information for patients on the new drop-in blood test clinics.
RPC have continued to work on improvements in access to appointments by extending opening hours, offering
appointments at other local practices and exploring options for e-consultations for long-term conditions. They
are also improving access to medications by introducing a Medicines Order Line and increasing the number of
patients with online access (including online access training for patients). In addition, urgent nurse appointments
have been implemented to improve patient access to on the day appointments for blood tests or dressings.
What are we going to do next?
We will continuously monitor and act upon patient feedback to optimise patient experience at the Trust. Care
Unit patient experience improvement plans will be regularly reviewed through the Trust’s Patient Experience
Group. In addition, we will continue to develop our real time patient feedback system to enable us to track the
impact of improvements. We will also continue our programme of Always Event® improvements, with each care
unit initiating at least one Always Event® by the end of 2020.
Data Quality
Friends and Family data is collected regularly from patients and those close to them.
This information is drawn from individual patient responses to the Friends and Family question which we ask
using a range of methods; postcards given out by staff, electronically via tablets, kiosk or online, and a link to an
on-line survey sent via a text message, all of which are in line with national guidance. The Trust commissions an
independent organisation to collate and analyse our responses.
Royal Primary Care have experienced some issues in collating their SMS (text message) data from some sites;
therefore, the reliability of this data is not certain.
Over the year we have aimed to increase our response rates. Whilst this position is improving, some areas have
remained below our local targets in 2019/20; therefore we cannot be certain as to the reliability of this data.
3.3.2 National Patient Surveys
In line with our aim to be the hospital of first choice for local people, patient satisfaction and positive feedback is
seen as a key indicator of success. We conduct a wide range of patient and public involvement work each year,
however one of the key indicators of patient satisfaction are the national patient surveys – where questions are
rated, using three categories:


better than most other Trusts in the survey
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about the same as most other Trusts in the survey
worse than most other Trusts in the survey

National surveys for 2019/20 were:







National Inpatient Survey 2018 (published July 2019)
National GP Survey 2019 (published July 2019)
National Cancer Patient Experience Survey 2018 (published September 2019)
National Urgent and Emergency Care Survey 2018 (published October 2019)
National Children and Young People’s Survey 2018 (published November 2019)
National Maternity Survey 2019 (published January 2020)

What did we set out to achieve?
We aimed to ensure that the Trust results were at as good as, or better than, other Trusts (local target).
Did we achieve this?
The following tables detail the results for those national patient surveys where results were published in 2018/19.
Results of national surveys are usually published in the following year.
National inpatient survey - For the 2018 survey (published in July 2019), the Trust scored better than other trusts
for three questions; the remaining 60 questions are performing ‘about the same’ as other trusts.
National Inpatient Survey

Performance
Better
About the same
Worse

2018/19

2017/18

2016/17

2014/15

3 (5%)

3 (5%)

1 (2%)

2 (3%)

60 (95%)

59 (95%)

64 (98%)

58 (97%)

0

0

0

0

In addition to the results for individual questions in the inpatient survey, trusts are scored with regard to
responsiveness to the personal needs of its patients. This indicator is based on the average score of five
questions from the National Inpatient Survey. Figure 1 demonstrates that, nationally, the indicator has declined
since 2017/18. Results for Chesterfield Royal Hospital in 2018/19 were in line with the national indicator.
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Responsiveness to Personal Need
(score out of 100)

Figure 1 – Responsiveness to the Personal Needs of Patients
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A further indicator measures the overall patient experience of hospital care based on a range of questions from
the National Inpatient Survey (19 questions) relating to:






Access and waiting
Safe, high quality co-ordinated care
Better information more choice
Building closer relationships
Clean, comfortable and friendly place to be

Figure 2 demonstrates that the value has declined both nationally and locally, since 2017/18, with Chesterfield
Royal Hospital (CRH) scoring above the national score.

Overall Patient Experience
(Score out of 100)

Figure 2 – Overall Patient Experience of Hospital Care
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The Chesterfield Royal Hospital NHS Foundation Trust consider that this data is as described for the following
reasons:
Of the 63 questions presented in the 2018 benchmarking results the Trust had improved on 18 since the 2017
survey; 1 was statistically significant and related to patients being given enough support from health or social care
professionals to help them recover and manage their condition.
There was statistical decline demonstrated in six questions within the 2018 survey. These relate to:
The Accident and Emergency Department


While you were in the A&E Department, how much information about your condition or treatment was
given to you?
Waiting List or Planned Admissions

How do you feel about the length of time you were on the waiting list?

Was your admission date changed by the hospital?
Leaving Hospital

Did a member of staff tell you about any danger signals you should watch for after you went home?
Overall Views of Care and Services



During your hospital stay, were you ever asked to give your views on the quality of your care?
Did you see, or were you given, any information explaining how to complain to the hospital about the care
you received?

How will we improve?
The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve scores in the
national inpatient survey:
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Introduced Customer Care training for Acute Care reception staff and Civility and Kindness training in the
Medical and Emergency Care Division to support improvements in communication and provision of
information
Implemented a Theatre Improvement Programme, which aims to reduce short notice cancellations and
delays by improving the planning and sequencing of operating lists; improvement is evident via statistical
process control (SPC) charts
Undertaken a demand and capacity review in Surgery to help ensure that capacity meets demand with an
aim of reducing waiting times
Implemented ‘Flow your Patients Right’ workshops, which will continue in 2020/21; over 100 members of
staff have attended and it evaluates well, with staff gaining a better understanding of flow to help
improve efficiency and waiting times for patients
Introduced projects aimed at improving use of the discharge lounge and reducing length of stay, work on
which will continue in 2020/21; these aim to improve waiting times for discharge and communication
with patients regarding their discharge expectations
Introduced criteria-led discharge, which aims to support discharge earlier in the day and improve
discharge communication
Piloted new Red2Green processes on Ashover Ward, to provide patients with bespoke information about
their care and discharge in a brief, clear, accessible way; a ward information booklet and photographs of
named nurses have also been introduced as part of this work and these will be expanded to all wards in
2020/21
Opened the Surgical Assessment Unit at the beginning of December 2019; this has been extremely
successful and has impacted on experience as patients are being treated quicker and more efficiently,
reducing unnecessary inpatient admissions
Developed a patient journey leaflet for medical patients, which aims to help patients understand what
might happen to them and support their expectations
Quality Account 2019/20




Instigated a review of the Patient Advice and Liaison Service (PALS) to increase awareness and
understanding of how to give views on the quality of care and how to make a complaint
Introduced an electronic noise monitoring system in Critical Care, which will be rolled out to all wards in
2020/21.

National GP Survey - The Trust participates in the national GP survey for Royal Primary Care. Two key indicators
aiming to capture the experience of patients of accessing GP services look at:



The percentage of patients who report their experience of making a GP appointment as ‘fairly good’ or
‘very good’
The percentage of patients who describe their overall experience of this surgery as good.

Figures four and five show that, whilst the Trust scored below average for these in the 2019 survey (published July
2019), improvement is evident since the 2018 survey.
Figure 4 - % of patients who describe their experience of making an appointment as good
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Figure 5 - % of patients who describe their experience of this surgery as good
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In addition, Royal Primary Care has improved call answering times, evidenced in both the national survey results
2019 and comments from the Friends and Family Test; the national survey also demonstrated improvements in
patient satisfaction with appointments, suggesting that actions to improve patient experience following the 2018
survey have had a positive impact.
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How will we improve?
Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve scores in the
national GP survey:
Royal Primary Care has a patient experience improvement plan, which incorporates actions based on the findings
of the national GP survey. This ensures that services are continuously working towards improving the following
aspects of patient experience:







Extended access to pre-bookable and on the day appointments across a wider range of opening hours,
including evenings and Saturdays
Implemented drop-in blood test clinics
Developed and displayed a patient information video to help patients understand why it can sometimes
be difficult to get a GP appointment
Introduced a medications order line
Developing e-consultations for long-term conditions
Implementing virtual appointment methods.

Royal Primary Care also undertake a local survey to monitor those national questions where opportunities for
improvement have been identified from previous surveys.
National Cancer Patient Experience Survey - Of the 52 questions with published responses from the 2018 survey
(published September 2019), the Trust was within the expected range for 49 questions, which is a positive result.
One question scored above the expected range, relating to information on radiotherapy, and two questions
scored below the expected range, which related to patients being given the name of a Clinical Nurse Specialist
(CNS) and the length of time for attending clinics and appointments. There were no statistically significant
changes from 2018.
National Cancer Patient
Experience Survey

Performance

2018/19

2017/18

2016/17

2015/16

Better

1 (2%)

1 (2%)

3 (5%)

2 (4%)

About the same

49 (94%)

49 (94%)

54 (92%)

49 (94%)

Worse

2 (4%)

2 (4%)

2 (3%)

1 (2%)

How will we improve?
The Chesterfield Royal Hospital NHS Foundation Trust has an improvement plan in place for the National Cancer
Patient Experience Survey, which aims to improve those questions with the potential to impact on the Trust
scoring below the expected range, or which are low scoring; these include:
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An increase in Clinical Nurse Specialist (CNS) provision and Band 4 associate nurses
Implemented in-reach clinics into outpatient areas where patient pathways do not always lead into the
NGS Macmillan Centre, with an aim of ensuring that patients have equity of access to support and
information
Expansion of the welfare service for all cancer patients via the Information and Support Centre
Increased the information available for patients regarding fee prescriptions
Employed a team of Band 3 Cancer Support Workers to support CNS’ and the completion of Holistic
Needs Assessments
Cancer pathway reviews and reductions in two-week waits
Increased availability of treatment locally, which means patients can be treated closer to home
Environmental improvement work
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Haematology service review
One-stop male breast cancer clinic
7 day service (including bank holiday cover) for supportive care, which has been a success and has
received positive feedback from staff and from patients and those close to them, who have felt supported
Increased patient awareness of free prescriptions
Engage and excite staff and patients about the benefits of participating in clinical research, achieving a
100% increase in annual participant recruitment to 1,000 by 2022 (this was already achieved in year 1)
Demonstrate the relevance of clinical research to our patients and staff by communicating study
outcomes, supporting delivery of best clinical practice
The Macmillan Information and Support Centre have also facilitated cancer awareness sessions for Deaf
people affected by cancer
Healthwatch Derbyshire are working with both the Trust and the University Hospitals of Derby and Burton
to collect feedback from cancer patients regarding:
o Feedback on attend anywhere
o Patients being treated remotely
o Have patients felt supported
o Breaking bad news
This will support the Trust in gaining insight into cancer patient experience during COVID-19 and in
moving forward with plans for restoration and recovery
Dedicated head and neck MRI and CT two-week wait slots has had a significant impact on waiting times
for scans
Nurse-led telephone clinics for lung cancer patients
Developing remote monitoring for the prostate cancer pathway
The Haematology Team carried out a service improvement project, with an aim of impacting on efficiency
and experience, resulting in:
o an increase in the number of patients seen in a nurse led clinic each week
o improved the booking system for on-the-day blood tests to minimise wait times
o reduced and improved selection of patients for Pharmacist review to help minimise waiting times.

National Urgent and Emergency Care Survey – Of the 36 questions with published responses for type 1 services4,
the Trust was within the expected range for 34 questions, which is a positive result. One question was
significantly above the national average, which related to privacy at reception; this has consistently scored above
the expected range over the last few surveys. One question scored below the expected range, which related to
the provision of information about patients’ condition or treatment, which also saw a significant decline
compared to the previous survey; one additional question demonstrated a significant decline, relating to the
length of time patients spent in the department. The 2018 survey (published October 2019) also published
responses for type 3 services5 for the Trust for the first time; of the 29 patient experience questions asked, the
Trust scored ‘about the same’ as other trusts for 28 and one question was above the expected range, relating to
the availability of suitable food and drink.
National Urgent and
Emergency Care Survey
(Type 1 Services)

Performance

2018/19

2016/17

2014/15

Better

1 (3%)

1 (3%)

1 (3%)

About the same

34 (94%)

34 (97%)

34 (97%)

Worse

1 (3%)

0

0

4

Type 1 is a consultant led 24 hour service with full resuscitation facilities and designated accommodation for the reception of accident
and emergency patients
5
A type 3 department treats at least minor injuries and illnesses (sprains for example) and can be routinely accessed without appointment.
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How will we improve?
A Care Unit Patient Experience Improvement Plan is in place, with actions for the Emergency Department,
including:















Implementation of substantive pitstop senior review to reduce wait times for ambulance admissions
Installation of new call buzzers for patients
Improved monitoring and communication of waiting times, particularly in Majors
Human factors training to support communication
Development of a paediatric patient journey book, from ED to Nightingale ward and an adult ‘Why am I
Waiting?’ leaflet
Review and refresh of internal professional standards between ED and other departments
Civility and kindness training
Implementation of recruitment planning for additional pharmacy, phlebotomy and specialist nursing staff
and an ED consultant rota review to increase staffing
Refresh of the ED reception waiting area to improve the environment and refurbishment of the ‘fit to sit’
majors area
The Care Unit’s staff development action plan focuses on teamwork, communication and respect
Customer Care training for reception staff and Civility and Kindness training to support improvements in
communication and provision of information
Introduction of a patient refreshment trolley
Procurement of electronic noise monitoring system with support from the Trust’s Charitable Funds
Improved streaming processes.

National Children and Young Person’s Survey - Of the 60 questions that could be scored (questions with more
than 30 respondents) in the National Children and Young People’s Survey (published November 2019) 56
questions showed no significant difference to other trusts, which is a positive result. One question scored
significantly better than other trusts, which related to information given to children and young people aged 8 to
15, regarding operations and procedures; three questions scored significantly worse than other trusts, relating to
communication and provision of information for parents and children and optimum Wi-Fi. There was no
significant difference for 58 questions compared to the previous survey and a significant decline scores for two
questions, relating to communication and provision of information for children and young people.
National Children and
Young Person’s Survey

Performance

2018/19

2016/17

2014/15

Better

1 (2%)

3 (5%)

7 (15%)

About the same

56 (93%)

54 (95%)

41 (85%)

Worse

3 (5%)

0

0

How will we improve?
Key opportunities for improvement identified from the national survey results were Wi-Fi access and
communication. The Care Unit and Patient Experience teams have also analysed the Picker results and individual
comments to further support improvements and have ensured that relevant actions are included on their Patient
Experience Improvement Plan:
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Staff attendance on Human Factors training to support consistent communication by increasing
understanding of behaviours and interactions
Leads attendance on the Chesterfield Leadership Programme to support communication
Ward information packs and posters to support communication and attend to patient and parent/carer
questions and expectations
Development of a vlog from the child’s perspective of the ward
Divisional General Manager exploring Wi-Fi issues and improvements with the information team
Co-production work with families to identify requirements and expectations of parents/carers’ facilities
Charitable funds bid submitted for the purchase of additional reclining chairs to support parents/carers’
comfort, which aims to impact on how well parents/carers feel looked after
Development of a transitional care pathway and unique transitional journal for young people
transitioning from children’s into adult services
Development of a young person’s “wellbeing questionnaire” to support identification of areas that
children or their carers need additional emotional support
Neonatal unit provide cups to enable parents to be able to sit by their babies with a hot drink
‘Movie and Pizza Friday’s’ have been held, whereby the lead Nurse and play Therapy team facilitate
reflective sessions for children to discuss improvements.

In addition, Nightingale Ward have begun work on their Always Event®; Always Events® are defined as “those
aspects of the patient and family experience that should always occur when patients interact with healthcare
professionals and the health care delivery system (NHS England).” An initial meeting has taken place and a
project team identified. The team are hoping to have completed co-production work to identify improvement
opportunities and change ideas by spring 2020.
National Maternity Survey – Of the 48 patient experience questions asked in the 2018 National Maternity Survey
(published January 2020), 43 questions scored about the same as other trusts (one question had no recorded
response). Two questions, both from the labour and birth pathway, scored better than expected, relating to
support and cleanliness. Two questions, both from the postnatal care pathway, scored worse than expected;
both questions are new for the 2019 survey and relate to information and support regarding mental health. One
question, from the antenatal care pathway has declined significantly since the 2018 survey, relating to a contact
number for the midwifery team.
Pathway

Antenatal Care

Labour and
birth

Postnatal Care
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Performance

2018/19

2017/18

2016/17

2015/16

Better

0

0

1 (8%)

1 (8%)

About the same

11 (100%)

12 (100%)

11 (92%)

11 (92%)

Worse

0

0

0

0

Better

2 (11%)

2 (11%)

3 (16%)

10 (53%)

About the same

17 (89%)

17 (89%)

16 (84%)

9 (47%)

Worse

0

0

0

0

Better

0

0

4 (20%)

3 (16%)

About the same

15 (88%)

15 (88%)

15 (75%)

13 (68%)

Worse

2 (12%)

2 (12%)

1 (5%)

3 (16%)
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How will we improve?
As with other areas, Chesterfield Royal Hospital maternity services have a comprehensive Patient Experience
Improvement Plan, which includes the following actions to improve service user experience and scores in the
national Maternity survey:
 Undertake a patient experience survey to evaluate the effectiveness of patient experience improvements for
women with gestational diabetes, following the introduction of midwife-led clinics in 2018
 The team in antenatal clinic have introduced a change to scan lists, with an aim of improving efficiency and
reducing waiting times. A piece of work to review wait times and evaluate effectiveness is due to be carried
out by the end of March 2020
 Following publication of the national maternity survey 2019, delayed discharge was acknowledged by
midwives as a key impact on experience; the team are working on identifying any delays in discharge and
developing change ideas to mitigate this. The aim is that this will be completed by the end of March 2020
 Develop processes to ensure women have the correct contact numbers and information on how to access
services
 Develop processes to ensure women are provided with information and are aware of choices regarding how
and where they can access check-ups
 ’10 at 10’ meetings to be used to discuss survey results and develop improvements for those questions
indicating opportunities for improvement
 The 2020 national maternity survey was cancelled due to COVID-19; therefore, the Trust will carry out a local
survey to support understanding of experience and implementation of improvements.
Progress Monitoring
Progress against all of these ambitions is being monitored via our Friends and Family Test, which includes local
additional questions, local surveys and national survey results, alongside Always Events projects, ad hoc
engagement work and individual service surveys. We will ensure that improvement opportunities identified from
patient feedback are reflected in our quality strategy work.
What are we going to do next?
We will continue to drive improvements in patient experience via our Quality Strategy, Patient Experience Group
and trust wide projects, monitoring progress through our patient feedback mechanisms.
Data Quality
The data for these indicators is taken from data published nationally by the Care Quality Commission, Ipsos Mori
and NHS England.

3.3.3 National Staff Surveys
As well as asking patients how they feel about the services we deliver, the annual staff survey includes a friends and
family question, which reflects the proportion of staff who would recommend the Trust as a provider of care to
their friends and family.
What did we set out to achieve?
An increase in the proportion of staff who would recommend the Trust as a provider of care (local target).
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Did we achieve this?
National Staff Survey
As the table below shows the proportion of staff who would be happy with the standard
of care provided by the trust if a friend or relative needed treatment
has increased.

Period

Chesterfield Royal

National Average

2019/20

73%

71%

2018/19

71%

71%

2017/18

66%

71%

2016/17

63%

70%

2015/16

67%

70%

2014/15

60%

65%

Our Trust is benchmarked in a group of acute trusts that totals 85. Our return of 71% equals the best we have
ever-achieved in 2018. Response rates in our peer grouping show an average return of 47%, a top return of 72%
and the lowest is 30%.
There was only one change to the reporting mechanisms used for the results this year:
 In addition to the ten staff experience themes which in 2018 replaced the long-standing key findings,
another theme of Team Working has been introduced taking it up to eleven themes - all of which are scored
on a 0-10 scale.
In summary, our results for 2019 show six areas of significant improvement and five areas which are about the
same. We are above national average in nine themes, and below the national average in two themes of Safe
Environment – Violence and Quality of Care. Overall this shows further improvement on our results of 2018 and
confirms the positive impact of the huge effort to improve staff engagement that leaders across the Trust have
been supporting.
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The Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the following
reasons:
The Trust has continued to work hard to improve our staff satisfaction and levels of engagement.
The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve this score and so
the quality of its services, by:
Leading the Chesterfield Way, Listening into Action, Staff Engagement Framework, Health and Well-Being
initiatives, the implementation of Appraisal Season, Applause staff recognition, focus on improving flexible
working practices and culture - and a more accountable and robust staff engagement planning process within
divisions - are some of the recent improvements (within 2016-19) that the Board has supported. We have
continued to encourage a culture which is supportive of flexible working and following a campaign in 2019 our
staff satisfaction in relation to flexible working saw further significant improvements in the staff survey. These
have been designed to improve staff engagement and narrow the gap between us and other acute Trusts
nationally, whilst continuing to evolve our culture.

What are we going to do next?
In response to the themes identified we are developing Trust-wide and local improvement plans; at a Trust level
the actions identified include:



Our new People Strategy for April 2019/2022 was formally agreed in January 2019 and was launched
widely across the Trust from March 2019 onwards. This strategy is based on 4 key themes: Build, Lead
Engage and Learn and a work plan is in place to support each of these areas



Continue working to improve the situation regarding staff experiencing violence at work through the
existing campaigns and exploring the possibility of further support for staff in dealing with patients who
have the potential to be violent



Our Board agreed a number of Equality, Diversity and Inclusion measures to monitor our performance.
Having reviewed data from a wide range of sources, including the annual staff survey, the Workforce Race
Equality Scheme, the Workforce Disability Equality Scheme and our Gender Pay Gap report, we have
identified a number of actions. Our ‘Be Yourself’ group meets monthly to discuss topics and campaigns
related to the EDI agenda



The Trust’s Charitable Funds Committee supported a 12 month workforce health and wellbeing project
from December 2018-19 with the appointment of a workforce health and wellbeing lead. Following
successful evaluation of this project, the Trust supported the post on a permanent basis from January
2020. Our Health and Wellbeing Committee meets on a bi-monthly basis and our Wellbeing strategy
focuses on five core areas – physical health and activity, mental health, enhancing the work experience,
healthy eating and team work / social support.

Local staff engagement improvement plans will be developed based on the local results and the ideas
generated in these sessions. We have decided to rename these from staff survey plans, to show that staff
engagement is a continuous and year-round activity.
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3.3.4 A&E indicators
Waiting time in Emergency Departments is a high profile indicator of performance. The key measure is the
proportion of patients who wait four hours or less before a decision to treat, admit or discharge.
What did we set out to achieve?
We aimed to ensure that 95% or more of our patients wait four hours or less before a decision to treat, admit or
discharge.
Did we achieve this?
In-line with the national picture, this has been a challenging target throughout 2019/20 although the Trusts
performance remained above the national average. Early data for 2020/21 show a significant move towards that
national target.
Percentage of patients spending four hours or less in ED
Target
Chesterfield Royal

2020/21

2019/20

2018/19

93.81%*

84.5%

93.1%

91.5%*

84.3%

88.0%

95%
National
*YTD figure – September 2020

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







The ED footprint has doubled in size to support social distancing and a Red/Green split
Like many organisations the Trust has struggled to achieve this challenging target due to an increasing
number of patients attending ED who require admission to a hospital bed
As the data shows we have continued to perform better than the national average by extending the hours for
GP streaming at the front of ED and improving patient flow across the organisation to reduce delays to
admission. However this has been a real challenge when compared to previous years
The Trust continues to experience challenges with medical cover in the department
The ED has endured significant levels of sickness absence at consultant level
There is a significant reliance on locums out of hours to support the middle grade rota.

The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve this score and so
the quality of its services, by:
 Continuing to work to develop our Urgent Care Village to ensure that patients are seen in a timely manner by
the most appropriate professional
 The Trust continues to recruit doctors internationally
 Business case approved to recruit to 30 middle grade doctors – recruitment programme underway
 New rota’s created at both consultant and middle grade levels
 Innovative working practises being embedded in the department.
What are we going to do next?
We aim to improve our performance in throughout year by continuing to focus on matching medical staffing to
demand. We will continue our recruitment drive to get to the new establishment for nursing and medical staff.
Job descriptions are being created for Clinical Fellow, CESR Doctor and Specialty Doctor roles to bridge the gap at
middle grade and international recruitment will continue throughout the remainder 2020/21 and in to 2021/22.
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We will review Urgent Care Village plans to ensure they are compliant with new Infection Prevention and Control
guidance and future proof the department .
Data Quality
The data for these indicators are collected from our Patient Administration System in line with national
definitions. This indicator was subject to external audit in 2019/20 and no concerns were identified.

3.3.5 Referral to treatment waiting times
In order to ensure that patients receive timely treatment the Trust monitors the % of patients on incomplete
pathways who have been waiting less than 18 weeks. These patients may have been seen in clinic by a hospital
doctor, and they may have had tests, but haven’t yet started full treatment (or been discharged) and so they have
an “incomplete pathway”.
What did we set out to achieve?
We aimed to achieve the national target of 92%.
Did we achieve this?
This has been a challenging year and at the 31st March 2020, 85.2% (standard 92%) of patients on incomplete
pathways had been waiting less than 18 weeks.
Standard

2019/20

2018/19

2017/18

% of patients on incomplete pathways, who have been
waiting less than 18 weeks

85.2%

90.3%

91.8%

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


Staff have worked hard throughout the year to ensure delays are minimised with additional appointments
being made available where necessary, however due to high demand in a number of areas particularly in
relation to the Cancer 2 week targets we have missed the target.

The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve this score and
so the quality of its services, by:


Ensuring recovery plans are in place in all relevant specialities to provide additional capacity where
necessary.

What are we going to do next?
We will strive to achieve the national standard. Referral to Treatment waiting time has been impacted
significantly by COVID-19, restoration and recovery plans are in development to reduce waiting times and
minimise risk to patients.
Data Quality
The data for these indicators is collected from the Trust’s Patient Administration System in line with national
definitions and the data is reported monthly in the Performance Dashboard. This indicator was subject to
external audit in 2017/18 and no concerns were identified.
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3.3.6 Maximum 6-week wait for diagnostic procedures
This six week diagnostic wait was initially introduced as a ‘milestone’ towards achieving the standard Referral to
Treatment wait of 18 weeks. Diagnostic waiting times now form part of the NHS Constitution which pledges that
patients should not be required to wait 6 weeks or longer for a diagnostic test.
What did we set out to achieve?
We aimed to achieve the national target of 99%.
Did we achieve this?

Maximum 6-week wait for diagnostic procedures
We were above the national target of 99% or more of our patients having a maximum
six week wait for diagnostic procedures

Standard

2019/20

2018/19

% of patients waiting less than 6 weeks for a diagnostic test

99.1%

97.3%

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


Staff have worked hard throughout the year implementing improved processes to ensure delays are
minimised.

What are we going to do next?
We will strive to remain above the national standard. However, our wait for diagnostic procedures time has been
impacted significantly by COVID-19, restoration and recovery plans are in development to reduce waiting times
and minimise risk to patients.
Data Quality
The data for these indicators is collected from the Trust’s Patient Administration System in line with national
definitions and the data is reported monthly in the Performance Dashboard.
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3.3.7 Patient Reported Outcome Measures (PROMS)
PROMs (Patient Reported Outcome Measures) is a programme of evaluation of surgical outcomes based on
questionnaires completed by patients before and after their surgery. Eligible patients are those treated for hip
replacement and knee replacements.

Participation Rates
This Trust has extremely good participation rates which exceed the national average. This reflects the robust
system we have in place in pre-assessment for engaging patients with the process. This can be seen in our most
recent figures published in February 2020 for the period of April 2018 to March 2019 (final data) and the previous
year of April 2017 to March 2018 (final data), as showed in the table below.

Publication
April 2017-18
(Feb-19 Publication)
April 2018-19
(Feb-20 Publication)

Number of eligible
Hospital Episodes

Number of Preoperative
Questionnaires
Returned

672

591

617

526

Participation Rates
87.9%*
(England 86.7%)
85.3%*
(England 85.9.%)

*The percentage is calculated out of an estimated number of hospital episodes in comparison to the number of
pre-operative questionnaires returned.

Response Rates
The table below shows our patient response rates for post-operative questionnaires remain high and above the
national average in the recent publication of February 2020 (April 2018 to March 2019 final data). The previous
response rates are included for comparison.

Publication
April 2017-18
(Feb-19 Publication)
April 2018-19
(Feb-20 Publication)
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Number of Postoperative
Questionnaires sent
out

Number of Postoperative
Questionnaires
returned by patients

588

418

517

389

Response Rate
71.1%
(England 70.1%)
75.2%
(England 69.7%)
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Patient Outcomes
The tables below show the latest Patient Report Outcomes for both hip and knee procedures over the period
April 2018 to March 2019 (final data), published in February 2020. The figures in brackets contain the previous
year of April 2017 to March 2018 final data (Feb-19 publication) for comparison.
Knee Replacements
Procedure

Measure

Oxford Knee
Score

186
(211)
181
(200)
192
(216)

EQ-5D Index

181 (203)

EQ-5D Index
Total Knee
Replacement

Knee
Replacement
Primary

EQ VAS

EQ VAS
Oxford Knee
Score
EQ-5D Index

Knee
Replacement
Revision

Modelled
Records

EQ VAS
Oxford Knee
Score

177
(193)
187
(211)
5 (9)
4
(8)
5
(11)

Adjusted
Average
Health Gain
0.349
(0.339)
6.841
(6.846)
18.252
(16.991)
0.347
(0.347)
6.793
(8.005)
18.234
(17.228)
N/a
N/a
N/a

England
Average
0.337
(0.337)
7.537
(8.153)
17.197
(17.102)
0.338
(0.338)
7.621
(8.280)
17.330
(17.259)
0.288
(0.292)
5.240
(4.892)
13.598
(13.124)

Significance
As expected
(as expected)
As expected
(as expected)
As expected
(as expected)
As expected
(as expected)
As expected
(as expected)
As expected
(as expected)
N/a*
N/a*
N/a*

Hip Replacements
Procedure

Measure
EQ-5D Index

Total Hip
Replacement

EQ VAS
Oxford Hip
Score
EQ-5D Index

Hip
Replacement
Primary
Hip
Replacement

EQ VAS
Oxford Hip
Score
EQ-5D Index
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Modelled
Records
159
(172)
157
(167)
172
(184)
153
(163)
150
(158)
166
(174)
6
(9)

Adjusted
Average
Health Gain
0.450
(0.399)
11.655
(13.175)
22.430
(20.834)
0.455
(0.407)
11.862
(14.067)
22.503
(20.953)
N/a

England
Average
0.457
(0.458)
14.103
(13.877)
22.258
(22.210)
0.465
(0.468)
14.422
(14.230)
22.680
(22.680)
0.287
(0.289)

Significance
As expected
(Lower 99.8%)
As expected
(as Expected)
As expected
(Lower 95%)
As expected
(Lower 99.8%)
Lower 95%
(As expected)
As expected
(Lower 95%)
N/a*
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Revision

7
7.704
N/a
N/a*
(11)
(7.654)
Oxford Hip
6
13.864
N/a
N/a*
Score
(10)
(13.901)
* A minimum of 30 responses per year is required per procedure for an accurate outcome measure; therefore
there are no results for knee replacement revision or hip replacement revision.
EQ VAS

The results show we are consistently performing ‘as expected’ for knee replacement surgery.
The 2019/20 results have improved to ‘as expected’ for hip procedures in particular for mobility, self-care and
pain (EQ-5D Index and Oxford Hip Score) from 2018/19 where the results were ‘lower than expected’. The EQ VAS
measure (which relates to the patients current state of health) has moved from ‘as expected’ to ‘lower than
expected’. In response we are encouraging patients, by providing self-care education, intensive physiotherapy
input and optimal pain management, to mobilise on the day of their operation where possible. This has been
shown to provide health benefits patients and improve recovery following surgery.
Data Quality
The data for these indicators is taken from data 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.
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Feedback on our Quality Account
We have shared the draft Quality Account with North Derbyshire Clinical Commissioning Group, the Trust’s
Council of Governors, Derbyshire Health watch and the Derbyshire County Council Improvement and Scrutiny
Committee for comment prior to publication.
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Quality Accounts – Statement from the Trust’s Council of Governors
Annual Quality Report 2019/20
Chesterfield Royal Hospital NHS Foundation Trust
Council of Governors Statement
I am pleased to be invited to comment and it is positive to hear the achievements of CRH and the tone reflects a
positive culture which mediates against many of the issues outlined in the Keogh and Berwick reports.
The material is in draft form but the sections I looked at show an impressive organisation which is reflexive and
receptive rather than reactive and defensive and seems to capture and build on local community, staff and public
pride in their services. The achievements around discharge and nutrition are particularly commendable.
In terms of presentation, the info graphics are really helpful and clear and tell a story which is a real credit to
CRH.
On behalf of the Council of Governors
17th November 2020
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Statement from North Derbyshire Clinical Commissioning
Group
Annual Quality Report 2019/20
Chesterfield Royal Hospital NHS Foundation Trust
Commissioner Statement
General Comments
NHS Derby and Derbyshire Clinical Commissioning Group (DDCCG) is the co-ordinating commissioner for
services provided by Chesterfield Royal Hospital NHS Foundation Trust. Careful consideration has been
given to the content and accuracy of the 2019/20 Quality Account to ensure it is in line with the national
guidance. The information provided appears to be accurate and representative of the information
available to the DDCCG through contract monitoring and quality assurance processes during the year.
Measuring and Improving Performance
The Quality Account describes the quality of services provided by Chesterfield Royal Hospital against
national, regional and local standards as detailed within the NHS Standard Contract, the local quality
schedule and the Commissioning for Quality and Innovation (CQUIN) scheme.
In 2019/20, Chesterfield Royal hospital outlined a number of quality priorities for improvement over the year
which included of note: Reduction in avoidable mortality/learning from deaths; Focus on meeting the national
targets for Cancer Waiting Times so that patients are diagnosed and treated in a timely manner; Reduce the risk
of patients developing a hospital associated thrombosis; Ensure that a patients discharge is well-planned to avoid
the need to be readmitted quickly. It is noted that progress is evident in most of the quality priorities, and the
commissioners are encouraged to see where actions have been taken and where further plans are in relation to
strengthening the Hospital Palliative Care team, the launch of a revised National Early Warning Score,
employment of a full time ReSPECT/MAC Facilitator to support staff in meaningful discussion with patients and
their families, and actions to improve cancer wait times.
Commissioners note the actions being taken in the stroke service to identify potential opportunities for
improvement in stroke care, and NHS Derby and Derbyshire Clinical Commissioning Group will work with the
Trust to support delivery of key priorities identified and service redesign during 2020/21.
The Trust agreed five Clinical Quality and Innovation Measures (CQUIN) with the CCG in 2019/20 and has
performed well against the majority of these in terms of improving and monitoring clinical practice and driving
improvements, which is commended.
Patient Safety
The Trust did not achieve their target of no more than 34 Clostridium Difficile cases for 2019/20, ending the year
with 40 cases. The Trust reported 3 MRSA blood stream infections, and the CCG acknowledge clear learning
points were identified to support clinical practice further, which has been shared and implemented.
Commissioners note that the Trust is committed to promoting an open and transparent culture across the
organisation and create an environment to continue to support staff to protect patients and feel free to report
any patient safety concerns, with notable support from the Freedom to Speak Up Guardian. The most recent staff
survey evidenced an increase in the number of staff feeling safe and supported to raise concerns.
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Commissioners are pleased to note the progress made on increasing the number of incidents and near misses
that are reported, supporting the accepted view that high levels of incident reporting are a sign of a good safety
culture within a healthcare system. Initiatives such as streamlining the incident reporting system to improve
accessibility for staff and continued promotion of the near miss ‘last good catch’ campaign has clearly made a
poistive impact. It is commendable that the Trust will further strengthen their incident investigation capabilities
through partcipation in the National Patient Safety Incident Response Framework ‘early adopter’ pilot.
Clinical Effectiveness
Commissioners are pleased to note that the Trust has continued to engage with the GIRFT programme across a
number of specialties and work undertaken to ensure action plans are put in place and progress monitored
through Trust Committees.
Commissioners note the commendable participation in National Clinical Audits which supports identification of
areas for improvement. Significant improvements are pleasing to note in the care of patients with dementia. The
Trust was ranked first out of 195 Trusts for nutrition and for discharge, and the Trust is consistently in the top
quarter of all 195 participating Trusts for all care indicators.
Of interest is the successful implementation of the Care Accreditation Scheme in August 2019 which is now
extending on plan to assess all inpatient ward areas in Year One, and being relaunched under the Achievement of
Care Excellence banner. This will continue to support unwarranted variation and support provision of evidence
based and standardised approach to supporting the delivery of care.
Patient Experience
As a Trust, it is noted that a real-time patient feedback system is utilised which allows staff to review patient
feedback in a timely manner. Overall, the vast majority of comments have been positive, highlighting friendly,
helpful and caring staff, alongside a good general service. The commissioners have noted that The Trust has
acknowledged where improvements can be made and these largely relate to waiting.
Priorities for 20/21
NHS Derby and Derbyshire Clinical Commissioning Group welcome the priorities identified in this Quality Account.
These priorities maintain focus on metrics to ensure the safest possible care is provided to patients; to be an
organisation known for its learning and clinical excellence, and maintain strong emphasis on continuous clinical
and quality improvement. 2019/20 has not been without its challenges though, and the CCG look forward to
continuing to work with the Trust in driving improvements.
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 Trust has worked collaboratively with commissioners and all key stakeholders to ensure patients receive high
quality care in the right care setting. NHS Derby and Derbyshire Clinical Commissioning Group and associate
commissioners look forward to continuing to work with the Trust to commission and deliver high quality patient
care.
Brigid Stacey
Chief Nursing Officer
On behalf of Derby and Derbyshire Clinical Commissioning Group
12th November 2020
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Statement from Derbyshire Healthwatch
Healthwatch Derbyshire (HWD) is an independent voice for the people of
Derbyshire. We listen to the experiences of Derbyshire residents using health and social care services and give
them a stronger say in influencing how local health and social care services are provided.
All of the experiences we collect are shared with the providers and commissioners of the services, who have the
power to make change happen.
Experiences from patients and members of the public are collected through our engagement team, which is
supported by volunteers. We undertake engagement in two ways:
1. General engagement in which we collect a variety of different experiences on a number of services.
Experiences from our general engagement are shared with providers on a regular basis to provide an independent
account of what is working well, and what could be improved.
Anyone who shares an experience with HWD is able to request a response, and we encourage organisations to
consider responses carefully and indicate where learning has taken place as a result of someone’s experience.
2. Themed engagement which we use to explore a particular topic in more detail. The findings from our themed
engagement are analysed and written up into reports which included recommendations for improvement. Service
providers and commissioners are asked to respond to the recommendations outlined in the reports.
All of our reports are published on our website.
We have read the Quality Account for 2019-20 prepared by the Trust with interest. We have considered if, and
how the content reflects some of the themes which have emerged in the feedback that HWD has collected during
the past year.
The Quality Account details communication as a continued priority area for the Trust, ensuring patients are cared
for by staff who can communicate in a clear and understandable way. HWD welcomes this priority as it echoes
our feedback collected from patients and members of the public.
HWD also welcomes the priority of learning from feedback and its importance in driving improvements to patient
care. We welcome the introduction of real-time patient feedback and staff having easy access to the themes and
trends arising along with feedback and evidence of the impact of improvement. HWD is pleased to see that
actions related to patient feedback are regularly reviewed at governance meetings and the patient experience
committee. We believe it would be valuable for both Chesterfield Royal Hospital and HWD for a representative of
HWD to attend the Patient Experience Committee to support the sharing of patient feedback and themes and
support joint working.
The commitment to improving online social media presence, embedding additional communication methods for
loved ones and increasing communication, understanding and insight related to virtual appointments is good to
see and reflects the recent feedback received by HWD.
By way of summary, during the period April 2019 - March 2020, a total of 25 comments were received about the
Trust with 12 being positive, eight negative and five mixed or neutral. The most frequent negative comments
were around communication in particular communication with people who have dementia, leaning disabilities
and mental health conditions. The most frequently made positive comments were in relation to the quality of
care provided by members of staff.
Claire Reece
Engagement Officer
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Statement from Derbyshire County Council Improvement and Scrutiny

The Health Scrutiny Committee is pleased to receive the Quality Account for Chesterfield Royal Hospital NHS
Foundation Trust for 2019/20. The Committee will take the opportunity, over the coming year, to monitor the
activities and progress of the Trust and both support and challenge the Trust as appropriate
5th November 2020
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How to provide feedback on the Accounts
The Trust welcomes feedback on the content of its quality accounts and suggestions for inclusion in future
reports. Comments should be directed to:
Lisa Howlett
Head of Quality Governance
Chesterfield Royal Hospital NHS Foundation Trust
Calow
Chesterfield
S44 5BL
Tel: 01246 5136865
Email: lisa.howlett@nhs.net
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Statement of directors’ responsibilities in respect of the Quality Account
The directors are required under the Health Act 2009 and the National Health Service (Quality Accounts)
Regulations to prepare Quality Accounts for each financial year.
NHS Improvement 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 NHS 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 2019/20 and supporting guidance Detailed requirements for quality reports 2019/20



the content of the quality report is not inconsistent with internal and external sources of information
including:
o board minutes and papers for the period April 2019 to present
o papers relating to quality reported to the board over the period April 2019 to present
o feedback from commissioners dated 12/11/2020
o feedback from governors dated 17/11/2020
o feedback from overview and scrutiny committee dated 05/11/2020
o the trust’s complaints report published under Regulation 18 of the Local Authority Social Services
and NHS Complaints Regulations 2009, published on a quarterly basis in the Trust’s quarterly
Quality Report
o the 2018 national patient survey (published July 2019), National GP Survey 2019 (published July
2019), National Cancer Patient Experience Survey 2018 (published September 2019), National
Urgent and Emergency Care Survey 2018 (published October 2019), National Children and Young
People’s Survey 2018 (published November 2019), National Maternity Survey 2019 (published
January 2020)
o the 2019 national staff survey published February 2020
o the Head of Internal Audit’s annual opinion of the trust’s control environment (not required for
2019/20 report)
o CQC inspection report dated 28 May 2020



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



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
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Independent Auditors
Due to Covid-19, NHS Improvement issued an update to the Quality Accounts guidance to state that NHS
providers are no longer expected to obtain assurance on their quality account / quality report for 2019/20. The
requirement to produce the quality report remains.
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