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PART 1
STATEMENT ON QUALITY FROM THE CHIEF EXECUTIVE OF THE NHS
FOUNDATION TRUST
As a hospital we exist only to serve our patients. We aim to provide exceptional
quality healthcare that our community can have confidence in – because our
services are safe, offer the best possible clinical outcomes and a first class
experience for patients. We aim to provide a service built on our “Proud to Care”
values of Compassion, Achievement, Reputation and Equality. This is the top
priority for our Board and Council of Governors. Whilst much progress has been
made we know that this is a “journey” and there is still much to do.
To help us with this every three months we publish a Quality Report – providing
detailed information about the quality of our services; and our progress towards
delivering the best possible hospital services. It covers around 100 quality
indicators, illustrates patient experiences and reports on a range of subjects from
basic nursing care requirements (such as nutrition, dignity and respect and pain
management); through to mortality rates, dementia care and heart failure care
pathways.
Presented to key audiences within the hospital and the wider community –
including our Board of Directors; Clinical Governance Committee and our main
commissioners - the report is also shared with our Council of Governors; and is
available for members of the public to view on the trust’s web-based
‘Performance Centre’. It is designed to provide assurance regarding the quality
of care you can expect at the Royal, but also to mark our progress as we strive to
improve.
As North Derbyshire’s only acute district general hospital, serving a population of
around 400,000, we take pride in what we do – and our wish is to be the hospital
of choice for not only our patients, but for our staff and partners. We are already
recognised as being amongst the very best in some specialties (stroke services
for example) but we do not underestimate how much further we need to go – and
how much more we need to do.
This report details:





The trust’s priorities for improvement for 2012/13.
Statements relating to the quality of services provided by the trust including
involvement in local and national audits and research.
What others say about us.
How the trust has performed over the past year on key indicators of quality.

Many of the trust’s staff have been involved in shaping the content of the report;
the priorities reflect what is important to them and our patients, they have helped
to measure and monitor our performance and most importantly they have taken,
and will continue to take, measures resulting in improvements.
Our council of governors receives regular reports on quality and continues to
challenge the trust to continually improve. The council has given its views on this
report and will continue to influence this agenda over the coming years.
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In addition views have been sought and received from:




Our commissioning Primary Care Trust; Derbyshire County;
Derbyshire Local Involvement Network (LINks); and,
Derbyshire County Council’s Overview and Scrutiny Committee.

The views of these groups are reflected in this report.
The directors confirm to the best of their knowledge and belief they have
complied with the above requirements in preparing the quality report.

Gavin Boyle
Chief Executive and Accounting Officer
30 May 2012
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PART 2
PRIORITIES FOR IMPROVEMENT AND STATEMENTS OF ASSURANCE
FROM THE BOARD
PRIORITIES FOR IMPROVEMENT 2012/13
The trust has identified three priorities for quality improvement which cover the
three areas identified within High Quality Care for All:




Clinical Effectiveness;
Patient Safety; and,
Patient Experience.

Progress against each of these priorities will be reported via the quarterly quality
reports which are presented to the board of directors, clinical governance
committee and council of governors. In addition, this report is shared with
Derbyshire County PCT and Derbyshire LINks.
2.1

Clinical Effectiveness

Priority 1:

Review of care pathways to decrease length of stay

The aim of this priority is to focus on those care pathways where national data
suggests that the current length of stay is above average. In these cases length
of stay is a proxy measure for the quality of care as by introducing enhanced
recovery pathways, the quality of care will be improved and the average length of
stay will be decreased.
The trust will review length of stay for a range of diagnoses and procedure
groups in order to prioritise those areas where further investigation and
improvement is required.
2.2

Patient Safety

Priority 2:

Safety thermometer

The Safety Thermometer was developed as part of a national patient safety
programme and is a local improvement tool for measuring, monitoring and
analysing patient harms and harm free care. The aim of implementing the Safety
Thermometer is to achieve “harm free” care as defined by the absence of
hospital-acquired pressure ulcers, patient falls, catheter-associated urinary tract
infections and Venous Thromboembolisms (VTEs) which are blood clots
that develop in a vein (these can cause serious complications, and in some cases
are fatal).
From April 2012, it is the recommended tool for measuring pressure ulcers as
part of the Commissioning for Quality and Innovation (CQUIN) payment
programme.
The introduction of the Safety Thermometer will complement the trust’s nurse
metrics programme which assesses a range of measures. eg Completion of risk
assessments, documentation of care.
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From March 2012 the trust will complete the Safety Thermometer for all adult
inpatients on one day each month. The results of these audits will be feedback at
all levels of the organisation and will be used to drive improvements with the aim
of achieving “harm free” care. Whilst we aim to make improvements in each of
these areas our top priority for this year will be the reduction of hospital acquired
pressure ulcers.
2.3

Patient Experience

Priority 3:

Patient Experience – Friends and Family Question

A key element of the Government’s reform of the NHS is that patients should be
in control of their care and involved in the decisions made, which means the NHS
must be more open and accountable and must properly involve individuals
throughout the patient journey. A modernised service will publish more
information about the quality of its care so that patients can hold the NHS to
account and clinicians can see where they need to improve.
As part of this ‘revolution’ the NHS Midlands and East Strategic Health Authority
has recommended that all organisations adopt a ‘friends and family test’ whereby
they routinely ask whether patients, carers and staff would recommend their
hospital to their families and friends. The question which will be used is “How
likely is it that you would recommend this service to friends and family?” Patients
have the choice of the following responses: Extremely likely, Likely, Unsure,
Unlikely, Not at all, Don’t know.
This will form part of the Commissioning for Quality and Innovation (CQUIN)
payment programme for 2012/13 and from the 1 April 2012 the trust will ensure
that a minimum 10% of their weekly footfall of inpatients are asked the “friends
and family” question and the results will be reported to wards, the board, the
council of governors, commissioners and the Strategic Health Authority.
We will track performance regularly and publish the results alongside other
measures of clinical quality. This will enable staff on the ward to compare with
other wards in the same hospital, as well as compare hospitals against each
other.
Action in relation to this key indicator will be supported by;




National Patient Surveys
The trust’s internal ongoing surveys
Feedback from Governor ward and department visits.

During the year, the trust will launch its first care strategy which aims to put
compassion in care at the heart of our services and to provide a framework to
improve in those areas on which feedback from our patients suggests we should
concentrate. The Care Strategy has six key elements:
•
•
•
•
•
•

Caring with professionalism, kindness, compassion, dignity and respect
Improving hydration and nutritional care for patients
Preventing falls, keeping patients safe
Reducing hospital acquired pressure ulcers
Reducing hospital acquired infections
Inspirational, ambitious and confident leaders of Nursing and Midwifery
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2.4
2.4.1

Statements of Assurance from the Board 2011/12
Review of Services

During 2011/12 the Chesterfield Royal Hospital NHS Foundation Trust provided
NHS services across nine clinical directorates.
The Chesterfield Royal Hospital NHS Foundation Trust has reviewed all the data
available to them on the Quality of Care in all of these NHS Services.
The income generated by the NHS services reviewed in 2011/12 represents
100% of the total income generated from the provision of NHS services by the
Chesterfield Royal Hospital NHS Foundation Trust for 2011/12.
2.4.2

Participation in Clinical Audits and Confidential Enquiries

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 2011/12,
38 national clinical audits and 5 national confidential enquiries covered NHS
services that Chesterfield Royal Hospital NHS Foundation Trust provides.
During that period Chesterfield Royal Hospital NHS Foundation Trust participated
in 79% of national clinical audits and 100% of the national confidential enquiries
of the national clinical audits and national confidential enquiries which it was
eligible to participate in.
The tables below detail the national clinical audits and national confidential
enquiries that Chesterfield Royal Hospital NHS Foundation Trust:



Was eligible to participate in during 2011/12.
Participated in during 2011/12.

The national clinical audits and national confidential enquiries that Chesterfield
Royal Hospital NHS Foundation Trust participated in, and for which data
collection was completed during 2011/12, 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.
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National Clinical Audits

National audit title

Did the
trust
participate?

No. of cases
submitted as a % of
the number of
cases required for
2011/12

Adult Critical Care (ICNARC)

Yes

100%

Neonatal intensive and special care
(NNAP)

Yes

100%

Paediatric asthma (British Thoracic
Society)

Yes

100%

Pain Management in Children (College of
Emergency Medicine)

Yes

100%

Epilepsy 12 (Childhood epilepsy)

Yes

100%

Diabetes - Paediatric (PNDA)

Yes

100%

Adult Community Acquired Pneumonia
(British Thoracic Society)

Yes

100%

Non-invasive ventilation (British Thoracic
Society)

Yes

100%

Pleural Procedures (British Thoracic
Society)

Yes

100%

Cardiac Arrest (National Cardiac Arrest
Audit)

Yes

100%

Severe Sepsis and septic shock (College
of Emergency Medicine)

Yes

100%

Potential donor audit (NHS Blood &
Transplant)

Yes

100%

Heavy Menstrual Bleeding (RCOG
National Audit of HMB)

Yes

100%

Chronic Pain (National Pain Audit)

Yes

100%

Ulcerative colitis & Crohn's disease (UK
IBD Audit)

Yes

100%

Adult asthma (British Thoracic Society)

Yes

100%

Elective Surgery (National PROMs
Programme)

Yes

100%

Acute Myocardial Infarction & other ACS
(MINAP)

Yes

100%

Acute Stroke (SINAP)

Yes

100%

Lung cancer (NLCA)

Yes

100%

Bowel cancer (National Bowel Cancer
Audit Programme)

Yes

100%

Head and neck cancer (DAHNO)

Yes

100%

Oesophago-gastric cancer (NAOGC)
NEW

Yes

100%
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National audit title

Did the
trust
participate?

No. of cases
submitted as a % of
the number of
cases required for
2011/12

Hip fracture (National Hip Fracture
Database)

Yes

100%

Severe Trauma (TARN)

Yes

100%

Medical Use of Blood (National
Comparative Audit of Blood Transfusion)

Yes

100%

Paediatric pneumonia (British Thoracic
Society)

Yes

100%

Bedside transfusion (National
Comparative Audit of Blood Transfusion)

Yes

93%

Hip, knee and ankle replacements
(National Joint Registry)

Yes

90%

Heart failure (Heart Failure Audit)

Yes

60%

Emergency use of oxygen (British
Thoracic Society)

No

1

~

Seizure management (National Audit of
Seizure Management) NEW

No1

~

Parkinson's Disease (National
Parkinson's Audit)

No1

~

Bronchiectasis (British Thoracic Society)

No1

~

Peripheral vascular surgery (VSGBI
Vascular Surgery Database)

No

1

~

Risk Factors (National Health Promotion
in Hospitals) NEW

No1

~

Care of dying in hospital (NCDAH) NEW

No1

~

1

~

Diabetes - Adult (ANDA)

1






No

Reasons for non-participation:
BTS audits (Emergency use of Oxygen and Bronchiectasis) – due to number of BTS audits the Trust
prioritises those which are judged to be more important, but as a minimum participates in each topic every
2 years.
Seizure management, Parkinson’s and Health Promotion – the process for making the Trust aware of
these audits has been improved and leads have now registered to ensure that they are completed in future
years.
Peripheral vascular disease – due to the complex consent process, the Trust in common with many other
Trusts feels unable to participate.
Care of the Dying – the audit is based on the Liverpool Care Pathway – as the Trust uses an alternative
pathway we are unable to participate.
Diabetes (Adult) – the Trust’s current IT system does not enable the extract of data for this audit. A new
system is currently being implemented which means the Trust will be able to participate in future.

117

National Confidential Enquiries

Study title

Did the trust
participate?

No. of cases submitted
as a percentage of the
number of cases
required for 2011/12

Surgery in children

Yes

Full participation
No relevant cases
identified – all
spreadsheets and
organisational
questionnaire completed.

Peri-operative care

Yes

100%

Cardiac Arrest Procedures

Yes

100%

Bariatric Surgery

Yes

Full participation
No relevant cases
identified – organisational
questionnaire completed.

Alcohol Related Liver Disease

Yes

Full participation
All relevant spreadsheets
submitted - awaiting case
identification

The reports of 23 national clinical audits were reviewed by the provider in
2011/12 and Chesterfield Royal Hospital NHS Foundation Trust intends to take
the following actions to improve the quality of healthcare provided:









Introduce a transfusion care pathway to support the process and make
documentation easier to complete.
Increase antibiotic training for junior doctors
Introduce a Pneumonia Care bundle sticker/proforma for medical notes
Improve the documentation of Non-Invasive Ventilation care plans and
recording of monitoring for these patients.
Increase staff and patient education in relation to asthma and introduce
routine asthma nurse reviews for all patients admitted with this condition.
Introduce a policy for the recording of vital signs in the Emergency
department.
Agree with the PCT the number of critical care beds required.
Increase the amount of Consultant Orthogeriatrician time to enhance the
quality of care on the wards for fractured neck of femur patients and other
elderly patients on the Orthopaedic wards.

The reports of 212 local clinical audits were reviewed by the provider in 2011/12
and where appropriate action plans have been developed. Many audits show
good compliance with standards and others are used to raise awareness with
staff of areas requiring improvement, other examples of action taken include:


Train another Advanced Radiography Practitioner to carry out
Videofluoroscopy examination of Swallow (VFS), to enable us to offer more
sessions and provide greater flexibility of appointment times available for
patients.
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New consent forms were introduced and all procedure specific forms were
reviewed. In addition the register of junior doctors who are qualified to take
consent has been extended to include training activity
The records for all vaginal births have been amended to include a prompt
good documentation for swab, needles and instrument checks.
A local guideline has been implemented for the investigation and
management of hyponatraemia, which is an abnormally low sodium content
in the blood.
Guidelines have been introduced to support the diagnosis of urinary tract
infections in complex elderly patients.

For details of the full programme of completed audits including recommendations
please contact the head of clinical governance – see contact details at the end of
the report.
2.4.3

Research

The hospital is actively involved in clinical research. This helps to provide access
to new treatments for local people but also to help support the advancement in
clinical care. The number of patients receiving NHS services provided or subcontracted by Chesterfield Royal Hospital NHS Foundation Trust in 2011/12 that
were recruited during that period to participate in research approved by a
research ethics committee was 353. In addition, 12 employees of the trust were
also recruited to participate in research.
This number has decreased from last year as more than 300 patients were
recruited to a single critical care study that was being run across several NHS
trusts during 2010/11.
During 2011/12 the number of research projects has continued to grow at
Chesterfield Royal Hospital NHS Foundation Trust. Largely due to continued
funding from the Trent Comprehensive Local Research Network (TCLRN), the
trust has been able to further grow and develop teams of experienced research
nurses, midwives doctors and allied health professionals to run a variety of
research projects. Over the last year healthcare professionals employed by the
trust have increasingly become involved with regional and national research
initiatives and agendas.
CRHFT currently hosts the Trent regional
Cardiovascular Research Specialty Interest Group with one of the trust’s
Consultant Cardiologists being the lead.
The trust uses the Department of Health standard clinical trial agreements for
research projects and in order to comply with the Human Tissue Act 2004
requirements signed material transfer agreements are always put in place where
appropriate.
Of the 59 studies approved during the period from 1 April 2011 to 16 March 2012,
45 (76%) were adopted onto the NIHR portfolio. Of the 14 that were not adopted
seven were academic projects, two were local non-portfolio projects, two were
commercial non-portfolio studies, one was a national patient survey, one was a
data collection study relating to prescribing information and one was a primary
care sponsored smoking cessation study aimed at pregnant women.
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During the period from 1 April 2011 to 16 March 2012, 15 NHS to NHS letters of
access were issued to researchers and seven letters of access were issued to
researchers employed by academic institutions in conjunction with research
passports.
The trust maintains its commitment to contributing to the national and
international research agenda and to offering the local community the opportunity
to participate in important and relevant quality healthcare research projects.
2.4.4

Goals Agreed with Commissioners

A proportion of Chesterfield Royal Hospital NHS Foundation Trust’s income in
2011/12 was conditional on achieving quality improvement and innovation goals
agreed between Chesterfield Royal Hospital NHS Foundation Trust and any
person or body they entered into a contract, agreement or arrangement with for
the provision of NHS services, through the Commissioning for Quality and
Innovation payment framework. During 2011/12 goals included:








Improvements in risk assessment for venous thromboembolism (VTE)
Improvements in patient experience
Clearer communication to patients with regard to when they can expect to
go home (discharge) and better information to GPs to support the
continuing care of the patient.
Ensuring stroke patients receive high quality care.
Protecting patients from harm by reducing the likelihood of falls and
pressure ulcers.
Increasing the proportion of mothers who breastfeed.
Improving the care of patients with dementia.

Further details of the agreed goals for 2011/12 and for the following 12 month
period are available online at:
http://www.chesterfieldroyal.nhs.uk/news/annualreport/qualityaccounts?_ts=7979
2
For 2010/11 the total income dependent upon achieving quality improvement and
innovation goals was £2,488k, of this we received £2,251k. For 2011/12 the total
income dependent upon achieving quality improvement and innovation goals is
£2,499k, of this we received £1,757k.
2.4.5

What Others Say About the Provider

Care Quality Commission Registration
Chesterfield Royal Hospital NHS Foundation Trust is required to register with the
Care Quality Commission and its current registration status is registered with no
compliance conditions.
The Care Quality Commission has not taken enforcement action against
Chesterfield Royal Hospital NHS Foundation Trust as of 31 March 2012.
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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 Care Quality Commission during the
reporting period.
2.4.6

Data Quality

Chesterfield Royal Hospital NHS Foundation Trust submitted records during
2011/12 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:
 99.8% for admitted patient care;
 100% for outpatient care; and,
 99.7% for accident and emergency care.



which included the patient's valid General Practitioner Registration Code
was:
 100% for admitted patient care;
 100% for outpatient care; and,
 100% for accident and emergency care.

Chesterfield Royal Hospital NHS Foundation Trust Information Governance
Assessment Report overall score for 2011/12 was 60% and was graded as ‘not
satisfactory’.
The trust has achieved all the previous year’s key standards, scoring a minimum
of ‘2’ on a scale of 0-3. This included the very challenging standard governing IG
training. However, a total of 11 out of the 45 applicable standards were only
scored a level of ‘1’. No standards were scored ‘0’.
Chesterfield Royal Hospital NHS Foundation Trust will be taking the following
actions to improve data quality:





Continuing to invest in training for clinical and administrative staff;
Maintain daily ‘missing data’ checks by the trust’s IT data quality team;
Review overseas visitors and other groups that do not have NHS numbers;
Implementing technical improvements in accessing national IT systems;

Chesterfield Royal Hospital NHS Foundation Trust was subject to the Payment
by Results clinical coding audit during the reporting period by the Audit
Commission; and the error rates reported in the latest published audit for that
period for diagnoses and treatment coding (clinical coding) were:
o
o
o
o

Primary diagnoses incorrect 9.5%
Secondary diagnoses incorrect 17.2%
Primary procedures incorrect 8.3%
Secondary procedures incorrect 6.5%

121

This audit is based on 100 episodes randomly selected from across the whole
range of activity covered by a mandatory PbR2 tariff at the trust and a further 100
cases from the general medicine specialty. This reflects a small proportion of the
trust’s activity and therefore the results should not be extrapolated further that the
actual sample audited.

2

PbR – Payment by results – this refers to the activity for which the Trust is paid on a
case-by-case basis.
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PART 3
REVIEW OF QUALITY PERFORMANCE
This section includes a range of information relating to the trust’s quality
performance in 2011/12. Whilst this is not an exhaustive list it gives an overview
of the trust’s performance in both hospital-wide and service specific indicators.
3.1
3.1.1

Clinical Effectiveness Indicators
Cancer Waiting Times

Timely diagnosis and treatment for cancer are key to improving survival rates. To
reflect the importance of this there are a range of national standards against
which the trust is monitored as shown in the table below follows:
Standard

Trust Performance
Target

2011/12

2010/11

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

93%

96.7%

96.5%

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

93%

95.7%

97.0%

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

96%

99.7%

99.9%

Percentage of patients receiving subsequent
surgical treatment within one month (31 days)
of a decision to treat

94%

100%

100%

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

98%

100%

100%

Percentage of patients receiving their first
definitive treatment for cancer within two
months (62 days) of a GP or dentist urgent
referral for suspected cancer3

85%

92.0%

92.6%

Percentage of patients receiving their first
definitive treatment for cancer within two
months (62 days) of urgent referral from a
national screening programme3

90%

92.4%

95.4%

Percentage of patients receiving their first
definitive treatment for cancer within two
months (62 days) of urgent referral from a
consultant for suspected cancer3

No target

90.4%

100%

As the table shows the trust has exceeded the target for all indicators.

3

The calculation of performance against these standards takes account of all cancer
patients referred to Chesterfield Royal Hospital irrespective of where their treatment
actually takes place, whether it is in Chesterfield or Sheffield.
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In order to further improve performance the trust has initiated a series of actions
to minimise any delays in the patient’s cancer pathway to ensure that wherever
possible that pathway is within the agreed target of 62 days from first referral.
The trust is a member of the North Trent Cancer Network and therefore links with
the specialist cancer centre in Sheffield (Weston Park) and other nearby trust’s to
improve cancer care for patients within the network. Within the network each
cancer unit has been examining its pathway data and reviewing any patient that
did not meet the national waiting times targets for whatever reason. This has
identified delays within the diagnostic tests part of the clinical pathway. To
address this we’ve revised our booking arrangements to offer shorter waiting
times for tests to allow more time for actual treatment.
Progress against the required improvements is monitored and reported to the
monthly Network Cancer Board meetings.
The data for these indicators are collected from the trust’s Patient Administration
System, cancer information systems and the national cancer waiting times
system in line with national definitions and the process was subject to an internal
audit in 2011, which did not identify any significant concerns. However, the
current process is not fully automated and to address this, the trust has
purchased a cancer information system, which is being introduced on a phased
basis. This system when it is fully operational will automate our cancer waiting
times data collection and enable patients to be tracked along their pathways
more efficiently and therefore will reduce the number of preventable breaches.
3.1.2

Stroke Care

Stroke is a preventable and treatable disease; it can present with the sudden
onset of any neurological disturbance, including limb weakness or numbness,
speech disturbance, visual loss or disturbance of balance. Over the last 20
years, a growing body of evidence has overturned the traditional perception that
stroke is simply a consequence of ageing that inevitably results in death or
severe disability. Evidence is accumulating that interventions that are effective
soon after the onset of symptoms contribute to a better outcome therefore as a
trust we actively monitor stroke care via our clinical audit system to help improve
outcomes for patients.
In the UK, the National Sentinel Stroke Audits have documented changes in
secondary care provision over the last 10 years, at CRH we participate in this
study every 2 years, with increasing numbers of patients being treated in stroke
units, more evidence-based practice, and reduced mortality and length of hospital
stay. The trust performed above average against each of the key standards in
the 2010 National Sentinel Stroke Audit; the next national audit is due to
commence in May 2012 results to follow.
During 2011/12 the trust has continued to monitor and report on the national
stroke indicators, as shown below:
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Standard

2011/12
Performance

Trust Result
Sentinel 2010

Proportion of high risk TIA patients assessed and treated
in 24 hours of referral

100%

Not included

Proportion of patients who spent at least 90% of stay on
a stroke unit

84.3%4

83%

In addition, the trust submits data to the Stroke Improvement National Audit
Programme (SINAP). The table below details the trust’s performance against the
12 key indicators reported by this programme. The average of these 12
indicators placed the trust in the top quartile of hospitals delivering a stroke
service.
Key Indicator

National 2011

CRH
Performance
Oct-Dec
2011

1. Number of patients scanned within one hour of arrival at
hospital

31%

32%

2. Number of patients scanned within 24 hours of arrival at
hospital

87%

96%

3. Number of patients who arrived on stroke bed within 4
hours of hospital arrival (when hospital arrival was out of
hours)

57%

82%

4. Number of patients seen by stroke consultant or associate
specialist within 24h

81%

85%

5. Number of patients with a known time of onset for stroke
symptoms

57%

60%

6. Number of patients for whom their prognosis/diagnosis was
discussed with relative/carer within 72h where applicable

86%

89%

7. Number of patients who had continence plan drawn up
within 72h where applicable

64%

97%

8. Number of potentially eligible patients thrombolysed

54%

100%

9. Bundle 1: Seen by nurse and one therapist within 24h and
all relevant therapists within 72h (proxy for NICE QS 5)

55%

84%

10. Bundle 2: Nutrition screening and formal swallow
assessment within 72 hours where appropriate

86%

97%

11. Bundle 3: Patient's first ward of admission was stroke unit
and they arrived there within four hours of hospital arrival

58%

80%

12. Bundle 4: Patient given antiplatelet within 72h where
appropriate and had adequate fluid and nutrition in all 24h
periods

63%

62%

4

Note on data quality - this includes 4 cases, where the coding has not yet been confirmed. In
addition, there may be a few patients missing as the definition for this standard is based on date of
admission and some patients have not yet been discharged. This data will be refreshed prior to
publication but it is not expected that the changes will have a significant impact on the data.
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In April 2011 the acute hospital stroke service and the rehabilitation service was
brought together giving significant improvements to the stroke service. A new
purpose built unit incorporating an assessment bed, 16 acute beds, 20
rehabilitation beds, a dayroom and stroke rehabilitation therapy area was
developed with significant input from clinicians to create the right environment.
The stroke pathway was reviewed and significant investment provided to enable
a full service 24 hours a day, seven days a week. Therapists are now on-site
seven days per week providing crucial input to stroke patients and out of hours
remote provision of stroke thrombolysis via telemedicine is currently being
piloted. These changes have already significantly improved length of stay on the
stroke unit and a further work a pilot is being undertaken to provide early
supported discharge to patients with moderate stroke.
The acute stroke pathway was reviewed in November 2011 by the North Trent
Accreditation Team (part of Yorkshire and Humber) and the service has received
provisional accreditation and a very positive report in relation to the excellent
multidisciplinary work and in particular the hard work, commitment and
enthusiasm of the staff and also the quality of the facilities within our new unit.
The trust has been asked, in order to achieve full accreditation, to continue its
recruitment processes for substantive consultants, ensure the provision of
Doppler at weekends and also ensuring that all General Physicians providing onsite assistance for our stroke patients at weekends receive regular specialty
updates. Whilst recruitment is difficult with this hard to recruit workforce we are
confident that when revisited in May 2012, the accreditation team will be pleased
with the work undertaken on the areas they identified.
The data for these indicators are collected from the trust’s Patient Administration
System and the national stroke audit tool (SINAP) in line with national definitions
and the process has been subject to an internal audit in 2012, the results of
which are awaited.
3.1.3

Mortality Ratio

Nationally there are two ways of comparing the number of deaths in hospital
between different organisations:

Standardised Hospital Mortality Index (SHMI) compares deaths in hospital
and within 30 days of discharge and includes all patients. The latest data,
which is for the 12 months to the end of June 2011 shows that the trust’s
SHMI value is 1.06, (where the national average is 1), which is “as
expected”. This is a slight increase on the previous data for the 12 months
to the end of March 2011 which gave a SHMI value of 1.04. However this
was still well within the expected range.
SHMI - Key facts: In the period from 1 July 2010 to 30 June 2011;
 11 trusts had a SHMI value categorised as ‘higher than expected'
 14 trusts had a SHMI value categorised as ‘lower than expected'
 122 trusts had a SHMI value categorised as ‘as expected' – the Royal was
one of these
 The percentage of patient admissions with palliative care coded at either
diagnosis or specialty level is approximately 0.9% – for the Royal this was
1.2%.
 The percentage of patient deaths with palliative care coded at either
diagnosis or specialty level is approximately 16.0%– for the Royal this was
15.2%.
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Hospital Standardised Mortality Ratio (HSMR) compares the number of
deaths in hospital for patients admitted with set diagnoses that lead to 85%
of all deaths. Reducing the HSMR was a priority area for 2011/12 and for
the year 2011/12 (up to the end of February 2012) is predicted to be 105,
which is a slight increase compared with 2010/11 when the rate was 104,
again this is well within the statistically expected range for the types of
patients we treat. This suggests that the trust continues to improve and
analysis of the data shows that there are few individual areas that show as
significantly different from the nationally expected figures.

The data for both of these indicators comes from trust’s Hospital Episode
Statistics the data quality of which is highlighted in section 2.4.6. All analysis is
done nationally.
3.1.4

Maternity Services

The trust is responsible for maternity services in North Derbyshire, which deliver
over 3,000 babies a year. The trust has invested in the development of a new
birth centre aimed at ensuring that women get a “home-from-home” experience
and has a capital scheme due to commence May 2012 to improve the standard
of accommodation on the inpatient ward. To ensure the quality and impact of
these services the trust measures a range of indicators as shown below: (where
the target has changed this is shown in brackets):
Target

Trust Performance
2011/12

2010/11

2009/10

Caesarean section rate less
than national average of 24%

21.2%

21.4%

19.6%

Proportion of unassisted
deliveries greater than 64.4%

69.4%

N/A

N/A

More than 75% of mothers
initiate breastfeeding

70.9%

73.0%

71%
(target > 68%)

More than 90% of those who
initiate breastfeeding are still
breastfeeding at 10 days

77.2%

N/A

N/A

Data for these indicators is drawn from an internal data collection process using
information recorded directly by the midwives; these systems were subject to
internal audit in 2011 which did not identify any significant concerns.
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UNICEF UK Baby Friendly Initiative
The Baby Friendly Initiative accredits maternity facilities that adopt internationally
recognised standards of best practice in the care of mothers and babies. In order
to achieve full Baby Friendly accreditation trusts have to be externally assessed
to prove that they have adopted the ten steps to successful breastfeeding. The
last external assessment was in January 2011 when the trust achieved full
accreditation with 32 out of the 34 criteria being met.
In order to maintain accreditation the trust is required to undertaken an annual
audit against the standards. This was last undertaken in January 2012 and
showed that the trust continued to maintain the required standards.
Clinical Negligence Scheme for Trusts – Maternity Standards
The NHS Litigation Authority has developed a set of standards for maternity
services which provide a structured framework within which to focus effective risk
management activities in order to deliver quality improvements in organisational
governance, patient care and the safety of patients. In March 2012 the trust was
assessed at, and achieved, Level 1 scoring a maximum 50 out of 50.

3.1.5

Management of Patients with Fractured Neck of Femur

Fragility fractures and their care are a challenge to our health care system and
our society. Already in the UK around 300,000 patients with such fractures
present each year, and current projections indicate that numbers of hip fracture
patients will continue to rise. This picture is reflected at the trust, where the
number of patients admitted with a fractured neck of femur has increased by over
50% in the past 10 years.
The evidence-base for hip fracture care is improving rapidly and, in general
terms, shows that prompt, effective, multidisciplinary management can improve
quality and mortality, and at the same time reduce costs. Key elements of good
care are:



Reducing the time from admission to surgery.
Prompt mobilisation following operation.

To reflect these areas the trust measures a range of indicators as shown below:
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Criterion
Time to
operation

Mobilisation

Target

Trust Performance
2011/12

2010/11

2009/10

45% of patients with fractured
neck of femur are operated on
within 24 hours of admission

48%

47%

47%

80% of patients with fractured
neck of femur are operated on
within 48 hours of admission

83%

80%

84%

% of patients mobilised within
24 hours post-op.- target 46%

42%

29%

40%

% of patients assessed for
mobilisation within 24 hours –
target 75%

78%

75%

N/A

As the table shows we have increased the number of patients mobilised in the
first 24 hours after surgery and we are continuing to focus on ensuring that all
patients are assessed within 24 hours.
To further improve the care of these patients the funding for additional input from
a Consultant Orthogeriatrician (a senior doctor specialising in the medical care of
a patient with fractures) has been put in place.
The data for the above indicators are collected using the hip fracture database in
line with national definitions (data included for all relevant patients from January
2011; prior to this data was collected on an internal database). The data
collection process was audited by internal audit in 2011 and recommendations
made to improve the data quality which have been implemented.
3.1.6

Percentage of admitted patients risk-assessed for Venous
Thromboembolism

VTE is a condition in which a blood clot (a thrombus) forms in a vein and
subsequently dislodges and moves to the heart or the lungs. It most commonly
occurs in the deep veins of the legs; this is called deep vein thrombosis. An
estimated 25,000 people in the UK die from preventable hospital-acquired
venous thromboembolism (VTE) every year.
One of the key priorities to reduce the risk of patients developing VTE is to
assess all patients on admission to identify those at risk and offer appropriate
prophylaxis to those assessed as being at increased risk. The trust has a risk
assessment process in place and has been identified as a national exemplar site
(a site of best practice) for the work we have undertaken.
Reduction of VTE is a national priority and the proportion of patients being risk
assessed on admission was identified as a national Clinical Quality Indicator
(CQUIN) for 2011/12 and was one of the trust’s quality account priorities for the
year. As the graph below shows the trust has made significant progress against
this standard and has achieved the standard of 90% in January, February and
March 2012.
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The data for this indicator is collected internally directly from the electronic VTE
risk assessment tool in line with national guidance.
3.2

Patient Safety

3.2.1

Hospital Acquired Infections

Health care acquired infection causes significant harm and is a major concern to
patients. There has been very significant decline in rates of MRSA and C. difficile
infection in Chesterfield Royal Hospital in recent years but the trust is keen to
reduce this further. The trust monitors against a range of targets in relation to
infection control including:




C. difficile and MRSA – these are two key infections cause hospitalacquired infections.
Cleanliness and hand hygiene – both of which are proven to reduce the
spread of infection.
Staff appearance – by ensuring that staff are appropriately dressed and
in particular are not wearing jewellery or watches which may harbour
infections we can help to reduce the risk of infections.
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The outcomes for these indicators are shown in the table below (where the target
has changed this is shown in brackets):
Criterion

Target

2011/12

2010/11

2009/10

C. difficile

No more than 48
hospital acquired
infections

42

51
(target no
more than
50)

50
(target no
more than
125)

MRSA

No more than 2
bacteraemia
infections (NHS
standard)
No more than 4
bacteraemia
infections
(Contract
standard)
No more than 6
bacteraemia
infections
(Monitor
standard)

5
bactereamia5

3
bacteraemia
(target no
more than 4)

3
bactereamia
(target no
more than
12)

No more than 24
hospital acquired
non bacteraemia
infections

20 nonbacteraemia

28 nonbacteraemia
(target no
more than
62)

42 nonbactereamia
(target no
more than
69)

Cleanliness
audits

Achievement of
minimum scores
of 95%

Average
score 96%

Average
score 96%

Average
score 96%

Hand
Hygiene

Achievement of
minimum scores
of 85%

Overall
compliance
96%

Overall
compliance
91%

Overall
compliance
92%

Staff
Appearance

Achievement of
minimum scores
of 85%

Overall
compliance
96%

Overall
compliance
85%

N/A

The data for these indicators are collected by the infection control team using
data from their IT system (ICNET) which links directly to the laboratory
information system, 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.
3.2.2

Nurse Metrics

In order to support the trust’s aim to ensure that we deliver high quality nursing
care the chief nurse introduced nursing metrics at the beginning of September
5

MRSA is a bacteria which can live harmlessly on human skin and in the nose. It can
cause infections but many of us carry it without becoming ill (colonised). However if it
gets into your system or bloodstream through wounds or a break in the skin, it can lead to
an infection. This is known as a bactereamia.

131

2009, which measure key aspects of patient care to help us improve. The
nursing care indicators are measured by auditing nursing documentation and
include:
 Patient Observations & Identification; eg Is temperature and blood pressure
monitored as frequently as required, does the patient have a wristband with
all their correct details.
 Pain Management; eg Has the patient been asked if they are in pain and if
they are have staff done anything to control this.
 Risk Assessment; eg Do patients have all the appropriate risk assessment
documentation.
 Falls; eg Have staff considered the patient’s risk of falling and if they are at
risk have staff taken appropriate action to reduce the risk.
 Nutrition; eg Have staff considered the patient’s risk of malnutrition and if they
are at risk have staff taken appropriate action to reduce the risk.
 Pressure Ulcer Assessment; eg Have staff considered the patient’s risk of
developing a pressure ulcer and if they are at risk have staff taken
appropriate action to reduce the risk.
 Medication Assessment; eg Have patients been given all appropriate
prescribed medication and does the prescription documentation include all
relevant patient details to prevent patients being given someone else
medication.
 Infection Control; eg Have staff considered the patient’s risk of having or
developing an infection and if they are at risk have staff taken appropriate
action to reduce the risk.
 Moving & Handling; eg Have staff considered what support patients need for
moving about the ward and developed a plan to meet these needs.
Nurse metrics audits are now undertaken on all adult inpatients wards (including
the Emergency Management Unit), ITU, HDU, the paediatric ward and neonatal
unit.
This was a priority area for 2011/12 and we were aiming for all wards to be
achieving at least 90% in all categories by the end of the year. As the results
below show at the end of December 2011 this had been achieved for all
categories.
Criteria

Jan-Mar
‘11

Apr-Jun
‘11

Jul-Sept
‘11

Oct-Dec
‘11

JanFeb‘12

YTD

Patient Obs and Identification

96%

97%

99%

99%

99%

98%

Pain Management

96%

97%

99%

99%

99%

99%

Risk Assessment

94%

93%

95%

97%

98%

95%

Falls Risk Assessment

82%

87%

94%

95%

96%

93%

Nutrition

91%

92%

96%

96%

98%

95%

Pressure Ulcer Assessment

93%

95%

97%

98%

98%

97%

Medication Assessment

89%

94%

98%

99%

99%

98%

Infection Control

79%

81%

86%

90%

88%

86%

Personal Handling

91%

93%

98%

94%

92%

94%

This data is collected directly from patient’s healthcare records via an internal
audit processes which were the subject of an internal audit in March 2011 which
did not identify any concerns.
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3.2.3

Dementia

More than 800,000 people in the UK have dementia and this number of forecast
to double in the next 30 years. People aged 65 and over occupy two-thirds of
beds in acute hospitals, and of these up to 40% have dementia. Therefore
managing the care of people with dementia is a significant part of the work of
most general hospital staff.
This was a priority area for 2011/12 and during the year the trust introduced a
Dementia Strategy Group who reviewed a range of national guidance. From this
review a strategy was developed to address the key themes identified, as follows:








Leadership
Respect, dignity and appropriate person-centred care
Care pathway including: recognition of dementia, access to specialist support,
appropriate use of medication and robust discharge arrangements.
Staff knowledge and skills
Relative/carer involvement
Nutrition and hydration needs
Supportive environment

To support the implementation of this strategy a training plan has been
developed and to date 181 members of staff have received training.
3.2.4

Patient Falls

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, at an estimated cost of £15 million per annum for immediate
healthcare treatment alone (NPSA, 2007).
In addition to these financial costs, there are additional costs that are more
difficult to quantify. The human cost of falling includes distress, pain, injury, loss
of confidence and loss of independence, as well as the anxiety caused to
patients, relatives, carers, and hospital staff.
Over the past year the trust has focused on reducing harm from falls and has
established a falls group to lead this work.
The table below shows the number of falls reported, per 1000 bed days over the
past three years. The first column shows all reported falls, which shows that
there has been a steady increase. The second column shows the number of
reported falls which resulted in any harm to the patient.
Rate per 1000 bed days
Year

All falls

Falls resulting in harm

2008/09

5.7

1.8

200/9/10

6.6

2.2

2010/11

7.1

1.0

2011/12)

9.1

2.5
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Whilst it is important to encourage patients to be mobile when in hospital for
some patients this presents a risk of falling. To help balance these needs we
carry out a risk assessment to minimise the chance of a patient falling. The
trust’s Nurse Metrics audits monitor the risk assessment process and over the
year we have shown a significant increase in compliance with the trust
standards, as shown in the table below:
Measure

Trust Performance
2010/11

Apr-Jun
‘11

Jul-Sept
‘11

Oct-Dec
‘11

Jan-Feb
‘12

YTD

% of patients who have had a falls
risk assessment within 24 hours of
admission

70.6%

86.5%

93.2%

95.0%

96.7%

92.5%

% of relevant patients where there
is evidence that interventions
required to reduce the risk of falling
have been considered

71.6%

87.9%

94.2%

96.1%

96.9%

93.5%

% of relevant patients where
further assessments have been
undertaken as appropriate
(minimum weekly)

75.6%

89.0%

93.6%

90.8%

92.6%

90.5%

% of inpatients have had a bedrail
assessment

75.6%

88.1%

94.2%

96.0%

96.0%

93.4%

Over the year, actions taken to reduce falls and the impact of falls have included:






A pilot project by a group of junior doctors which focused on the examination
and review of patients following a fall in the out-of-hours period. The aim of
the project was to improve the quality of medical assessments after an
inpatient fall. As junior doctors they felt under-prepared when contacted
after a fall. They wanted to ensure each assessment detected any
significant harm arising from a fall and respond appropriately. They also
wanted the assessment to start the process of instituting measures to
prevent subsequent falls. In order to assist themselves and other juniors
they developed a sticker to go into the patients notes that would provide a
framework for post falls examination. To embed the project they spoke to
every junior doctor and provided them initially with a laminated pocket
version of the sticker. The patient safety team (PST) then printed the
stickers and distributed them to all wards and advised the staff that they
should be placed in the patient’s record following all falls. Following a pilot
period the falls sticker were adopted and were incorporated into the post
falls policy.
An information leaflet for patients, staff and visitors has been produced, and
is now available on the trust web site and intranet. This was used in
conjunction with a poster campaign on one of the medical wards, launched
during the Falls Awareness week in June 2011.
The care of the elderly ward have introduced a multidisciplinary team
approach to the review of patients who have fallen in an effort to reduce the
risk of the patient falling again, and to ensure that the appropriate referrals
to other professionals such as physiotherapy and pharmacy have been
made.
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The falls data is drawn from the trust’s incident reporting process which was last
subject of an internal audit in 2011, and the nurse metrics data is collected via
internal audit processes which were the subject of an internal audit in March
2011. Neither of these audits identified any significant concerns.
3.2.5

Patient safety incidents

The trust is committed to reducing healthcare risk, and to undertaking risk
management at every level in the organisation. An important part of minimising
risk involves the reporting and learning from incidents. All staff have a
responsibility to report incidents and near miss events, in order to assist the trust
in its aim to reduce risks to patients, staff and members of the public.
All incidents reported by staff at the trust are reported to the National Reporting
and Learning System (NRLS) and the tables below show how the trust’s reporting
rate, per 100 admissions compares with the average for the 49 trusts in our
comparative group (medium acute trusts).
Period

Reporting rate, per 100 admissions
Chesterfield Royal

Medium acute trusts

April-September 2011

5.9

6.3

October 2010-March
2011

6.4

5.8

April-September 2010

6.2

5.7

As this shows we generally have a higher rate of reporting which is considered a
positive sign that our organisation is focussed on improving safety. The number
of clinical incidents reported continues to rise, with a 4% increase in reporting
during 2011/12 compared to 2010/11. During the past year, 5,510 clinical
incidents were reported within the trust, and 5,091 incidents were exported to the
NRLS.
The shortfall relates to incidents that remain in the Datix risk
management ‘holding area’ under review at a directorate level.
In addition each incident is graded according to the degree of harm caused. The
table below shows the breakdown by degree of harm for all of the incidents
reported by the trust compared with other medium acute trusts.

135

AprilSeptember
2011
October
2010-March
2011
AprilSeptember
2010

None

Low

Moderate

Severe

Death

CRHFT

68.7%

26.2%

4.8%

0.2%

0.1%

Medium
Acute

72.4%

21.4%

5.5%

0.5%

0.2%

CRHFT

63.9%

31.9%

3.9%

0.3%

0.0%

Medium
Acute

71.9%

22.2%

5.1%

0.6%

0.2%

CRHFT

63.4%

34.8%

2.2%

0.0%

0.0%

Medium
Acute

72.6%

21.7%

5.1%

0.5%

0.1%

During the year the number of incidents which may have resulted in more than a
“low level” of harm was below the national average. Template documents have
been introduced to assist with the root cause analysis (RCA) investigations of
incidents relating to pressure ulcers (Grade 3 and 4), and falls resulting in
significant harm. During the past year, 24 RCA’s were requested for patients
who had fallen, 53 relating to pressure ulcers and 49 were requested by the
Infection Prevention & Control Team. In addition to these a further 40 RCA’s
were requested/completed in line with the trust incident reporting policy.
During the year the trust had one never event which related to a retained swab
following a normal vaginal delivery and perineal repair. The incident was graded
as “low harm” and following an in-depth review of practice we have introduced
two person checking and revised documentation to ensure this is appropriately
recorded.
The data for these indicators is taken from data published nationally by the
National Patient Safety Agency. This information is drawn from data submitted
by organisations through the NRLS, and hence from the trust’s incident reporting
process. The trust’s incident reporting process was last subject of an internal
audit in 2011, which did not identify any significant concerns.
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3.3

Patient Experience

3.3.1

A&E indicators

In April 2011 a set of national A & E Clinical Quality Indicators were issued in
April 2011 which are designed to monitor and improve the quality of clinical care
given in Emergency Departments. The department has implemented changes in
practice and data collection to meet these new indicators, including the
introduction of an initial assessment nurse service which runs from 9am – 12
midnight daily to receive all ambulance patients and undertake an initial
assessment within 15 minutes of arrival in the department.
2011/12
Percentage of patients spending 4 hours
or less in A&E

97.3%

95th percentile time for patients arriving
by ambulance in A&E to start of full
initial assessment – aim 15 minutes

33 mins

Median waiting time (in minutes) spent
for patients arriving at A&E before start
of definitive treatment (seeing a decision
making clinician) – aim 60 minutes

70 mins

Left without being seen – aim less than
5%

2.8%

The key national standard is that patients should spend less than 4 hours in A&E
- the hospital performs well against this and is one of the best performers in the
East Midlands.
The data for these indicators are collected from the trust’s Patient Administration
System in line with national definitions.
3.3.2

National Patient Surveys

In line with the trust’s aim to be the hospital of first choice for local people, patient
satisfaction and positive feedback is seen as a key indicator of success. The
trust conducts a wide range of patient and public involvement work each year,
however the key indicator of patient satisfaction are the national patient surveys.
Improving patient experiences was a priority for 2011/12 and the following tables
show the comparative performance for the national outpatient and inpatient
surveys conducted during 2011/12, using three categories:




Bottom 20% of trusts
Top 20% of trusts
Intermediate 60% of trusts
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Comparative Trust Performance on the National Outpatient Survey 2011 vs. 2009
and 2004 (Source: Healthcare Commission/Care Quality Commission
Comparative reports)
Performance

2011

2009

2004

Top 20%

9

20

15

Mid 60%

28

20

23

Bottom 20%

2

~

1

The trust performed well in relation to:







Waiting times for, and choice of, appointments.
Cleanliness of the outpatient department.
Doctors awareness of the patients medical history
Giving answers the patient could understand to important questions asked of
other clinical staff.
Staff telling patients about any danger signals they should watch for.
Overall patients felt that the main reason they went to the Outpatients
Department was dealt with to their satisfaction.

The two areas where the trust scored in the bottom 20% were:



Did the staff treating and examining you introduce themselves? All staff have
been reminded of the importance of introducing themselves at the beginning
of each consultation.
Did you receive copies of letters sent between hospital doctors and your
family doctor (GP)? All medical have been reminded of the process for
ensuring patients receive copies of letters, where this is what they want.

Comparative Trust Performance on the National Inpatient Survey 2011 vs. 2009
and 2010 (Source: Healthcare Commission/Care Quality Commission
Comparative reports)
Performance

2010

2009

Top 20%

11 (17%)

40 (63%)

Mid 60%

47 (73%)

23 (36%)

6 (9%)

1 (2%)

Bottom 20%

The key issues identified in this survey related to:





Communication – the results of the survey were shared with staff and they
were reminded of the importance of clear communication and making
themselves available to speak to patients and relatives.
The quality of meals – since the survey the trust has issued a new catering
contract and introduced a regular programme of meal observations to ensure
food is delivered to all patients at the optimum quality.
Lack of nurse staffing - the trust has introduced intentional rounding to
increase the visibility of nurses and is also in the process of undertaking and
in-depth review of staffing levels.
Noise at night – The trust has continued to introduced increased single rooms
and has re-enforced the cut-off time for transfer of patients between wards
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out-of-hours unless this is required for clinical reasons or due to bed
pressures
In addition to producing the above benchmarking data key questions from the
national inpatient survey are used to produce a responsiveness to inpatients’
personal needs score which is used for the national CQUIN. For 2011/12 For
2011/12 the trust scored 63.5 which is a reduction compared with last year (66.4).
This linked to an overall reduction in performance has led the trust to instigate an
ongoing inpatient survey to enable us to target areas where action is required.
Data from these surveys, alongside the results of the nurse metrics audits have
led to a review of nurse staffing levels. This work will also be supported by the
introduction of the friends and family test as highlighted in the priorities section.
The data for these indicators is taken from data published nationally by the Care
Quality Commission.
This information is drawn from data submitted by
organisations in relation to individual responses to patient surveys. The trust
runs each of the nationally surveys in line with national guidance and all analysis
is conducted nationally by the Picker Institute.
3.3.3

Patient Reported Outcome Measures

Patient reported outcome measures (PROMs) are measures of a patient’s health
status or health-related quality of life. They are typically short, self-completed
questionnaires, which measure the patients’ health status or health related quality
of life at set points in time. eg Before and after an operation. By comparing the
answers given at different points in time we can assess the “success” of
treatment from a patient’s perspective.
The national PROMs programme was launched in April 2009 and includes
patients having the following operations:

Hip replacements;

Knee replacement;

Groin hernia surgery; and,

Varicose vein surgery.
The trust is responsible for asking patients to complete a questionnaire before
their operation, and providing they give consent, this is followed-up at a set time
post-operatively by an independent company who have been commissioned to
run PROMs by the Department of Health. National data shows that response
rates for the trust are very good with 91% of patients returning the first
questionnaire.
For patients where both the pre and post-operative questionnaires are returned,
these are analysed to calculate the change in scores as a result of surgery. The
table below shows how the trust’s results compare with other organisations
nationally.
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April –
September 2011

April 2010 –
March 2011

Hip replacements

Within average range

Within average range

Knee replacements

Within average range

Within average range

Groin hernia surgery

Within average range

Within average range

Varicose vein surgery

Data is not available as to
date there has been less
than 30 responses with
regard to this procedure,
due to the number of
these
procedures
we
undertake.

Within average range

As the table shows the trust is not an outlier for any of the procedures. ie Our
performance is within the average range and the results demonstrate that for
each of these procedures our patients report a positive health gain. In order to
ensure that this is maintained and, if possible, improved upon we continuously
review the published data. Changes to the way that patient level data can be
shared, which were introduced in September 2011 will support this process.
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.
3.3.4

Referral to treatment waiting times

In order to ensure that patients receive timely treatment the trust monitors the
following standards:
2011/12

2010/11

95% of admitted patients treated within 23
weeks of referral, including wait for
outpatients, diagnostics and inpatient
treatment

99.7%

N/A

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

99.6%

99.9%

Target

The data for these indicators are collected from the trust’s Patient Administration
System in line with national definitions and the data is monitored monthly by the
Primary Care Trust.
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Statements provided by the Commissioning PCT, the trust’s Council of
Governors, Local Involvement Networks (LINks) and Improvement and
Scrutiny Committee
The trust shared the draft quality accounts with Derbyshire County PCT, the
trust’s Council of Governors, Derbyshire LINk and the Derbyshire County Council
Improvement and Scrutiny Committee for comment prior to publication.
Statement from the Trust’s Council of Governors
The Council of Governors wishes to comment on the following areas:


Infection Control – Despite some challenging targets for hospital-acquired
MRSA bacteraemia (MRSAb) and C. difficile infections the trust remains in a
strong position (with the information available at the time of writing). The
Governors hope that in the case of MRSAb we can remain within Monitor’s
target for the whole year and recognises the efforts made by the trust to
achieve this. The trust has sought advice from best performing trusts and the
Health Protection Agency and has implemented changes in practice as a
result of these, although it has to be said that the trust was already complying
with, if not exceeding, best practice standards. Key actions have included all
admissions being routinely screened for MRSA (from 6 January 2012) and
increased efforts to reinforce the message about hand hygiene for both
visitors and staff.



Cleanliness – In unannounced visits to wards and departments the
Governors have been pleased to note that standards of cleanliness are being
maintained and this view is supported by communications received from
patients.



Care of patients admitted with a fractured neck of femur (broken hip) – The
Council of Governors was pleased to note that we continue to achieve the
targets for time to theatre set down in national targets, however there is some
disappointment that there has been no further improvement over the past
year.



Stroke care – The Council of Governors was delighted to learn that the trust
had been accredited at level one, hyper-acute (including acute and rehab)
care on a provisional basis, subject to some further improvements being
made within a six month period (one of the few District General Hospitals to
do so). The trust has worked closely with neighbouring larger teaching
centres in order to provide a full 24 hour service for Stroke patients, however
the Governors would like to see all services in-house and note that the trust
is working to that end.



Nutrition – The Governors were disappointed to note that the results of
inpatient surveys suggest that the quality of food is not well rated, whereas
on ward visits the patients were invariably complimentary about the
standards of meals. There remains a problem with help for patients who are
not able to feed themselves and it is hoped that a scheme of “feeding
buddies” will remedy this situation. Governors have been closely involved in
the feeding and nutrition working groups and also in the tendering process for
awarding the new catering contract. As part of the contract a quality
monitoring post has been established.
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Privacy & Dignity - As the trust has refurbished many of the wards, more ensuite and single room accommodation have been provided allowing an
improvement in privacy and dignity which patients have been very positive
about.



Complaints – Since the founding of the Advice Centre three years ago it has
been easier for patients and relatives to raise concerns with the trust
regarding clinical and non-clinical treatments. Patients have shown gratitude
for the willingness of senior staff, medical, nursing and management to
engage in discussing their concerns face-to-face. The Advice Centre has
also made it easier for patients to formally register their compliments.



Patient Experience - Overall patient feedback gained from unannounced
governor visits to the wards is extremely positive.

Statement from NHS Derby City and NHS Derbyshire County
General Comments
North Derbyshire Clinical Commissioning Group (CCG) is the lead commissioner
for Chesterfield Royal Hospital NHS Foundation Trust (CRFHT). The CCG is
responsible for commissioning services from this provider for NHS Derbyshire
County and NHS Derby City. The CCG believes CRHFT has produced a
comprehensive quality account which broadly reflects the information received by
the CCG through the contract monitoring arrangements.
Measuring & Improving Performance
The CCG has well-established mechanisms in place for checking the quality of
services as part of the quality assurance and contract monitoring arrangements.
The monitoring includes the national, regional and local quality standards many
of which are covered in the Quality Account. Local quality measures attract
incentive payments. The CCG has agreed with the Trust to monitor quality in a
wide range of areas such as stroke care, breast feeding, dementia care,
discharge planning, cancer care and prevention of pressure ulcers.
Good progress has been made generally on improving the quality of services and
achieving the quality indicators although some of the 2011/12 local indicators
were not fully met such as sustaining breastfeeding and some aspects of
improvements to discharge planning.
The target on reducing the risk of patients developing venous thromboembolism
is a national priority. Good progress was made towards the end of the year on
this target.
Details of the rate of hospital acquired infections are provided in the Quality
Account. The Trust has carried out a significant amount of work this year to
reduce hospital acquired infections (MRSA & C. difficile). Audits of cleanliness,
hand hygiene and staff appearance all show overall improvement and support the
trust in reducing hospital acquired infections.
The trust has performed well on the cancer waiting times and there is good
collaborative working with primary care. Involvement with the North Trent Cancer
Network also assisted the trust in identifying further improvements to reduce
delays in the diagnostic tests aspects of the care pathway.
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The CCG welcomes the implementation of the ongoing inpatient survey
supported by the introduction of the friends and family test in 2012/13 (would you
recommend this service to friends and family?) to address the slight reduction in
the score on responsiveness to inpatients personal need score
Further commitment of the trust to quality improvement is the use of the safety
thermometer. This measure will be used nationally to drive quality improvement
in four important areas, reduction of hospital acquired infections, pressure ulcers,
falls and urinary tract infections associated with catheter use in 2012/13.
Additional Comments
Quality Accounts are intended to help the general public understand how their
local health services are performing and with that in mind they should be written
in plain English.
CRFHT has produced a comprehensive, well written Quality Account. As a public
document Quality Accounts should be easy to read and visually appealing.
The Quality Account demonstrates a high level of commitment to quality in the
broadest sense and is commended.
Statement from Derbyshire Local Involvement Network (LINk)
General Comments
It is clear that much work has gone into the formation of the Quality Accounts with
much attention being made to making the content as clear, relevant and
intelligible for the reader as possible.
Derbyshire LINk found it particularly interesting to read about Priority three:
Priorities for improvement. The adoption of the Friends and Family Question
appears to be a very good way of ensuring that patients are at the centre of their
care and empowering patients in the decision making regarding their care. It is
also particularly encouraging to see that the results will be reported back to wards
giving them a constant supply of constructive feedback. It is also interesting to
hear that hospitals will compare the results against each other. Again, this will be
providing valuable constructive feedback to trusts and also acts as another
quality indicator further empowering patients to choose where they receive their
treatment.
It was also very interesting to read about the success of the new purpose built
Stroke Unit. The key indicators illustrate the impact the unit has had within the
trust exceeding in all areas of the national key indicators for 2011.
A particular point of interest for many people may be the changes that the trust
has made to their maternity services. There has been a great amount of interest
locally regarding the closure of the two birthing centres within Derbyshire. Many
individuals and groups that have approached LINk have commented that they will
particularly miss the homely environment of the birthing centres and are
particularly worried about giving birth in an acute hospital environment. It’s great
to hear about the development of the trust’s new birth centre and to find that it is
anticipated to give patients that “home-from-home” experience.
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It is also great to see that the trust has maintained the Unicef Baby Friendly
Initiative Accreditation particularly for breastfeeding. The target area for breast
feeding shows that helping mums to initiate breastfeeding is particularly
challenging but with the external assessments and set criteria of the Baby
Friendly Initiative, this gives the trust a great framework to work to hopefully
increasing breastfeeding rates in the future.
It is also great to note the continuing success of the nurse metrics. The set
criteria and the achievements clearly indicate that all wards that work to the
nursing care indicators have adopted the system wholeheartedly and the figures
demonstrate its success. A common notion from LINk members is that they
would wish for nursing to be taken back to the basics and it is clear that the
nursing metrics are designed to do exactly that.
Additional comments
Overall, it is clear to see that the trust is continuing to strive towards full patient
satisfaction and numerous models and schemes have been put in place to work
towards this aspiration. Being able to see the positive increases throughout the
target areas is not only encouraging for LINk members, but residents throughout
Derbyshire.
Statement from Derbyshire County Council Improvement and Scrutiny
The Improvement and Scrutiny Committee welcomes the opportunity to comment
on Chesterfield Royal Hospital's (the trust) Quality Account for 2011/12. Whilst
the Committee has not undertaken any specific work with the trust during the
reporting period it has been kept informed of the trust's work to improve Quality of
services. The Committee received a six monthly quality report and an annual
update in March of this year.
It is clear from the information provided throughout the course of the year that the
trust is committed to improving the quality of its services both for patients and
staff. The Committee were impressed by the work being undertaken for Dementia
patients and he trust's overall approach to improving the patient experience.
The Committee look forward to seeing further improvements to the quality of
service provided by the trust in 2012/13.
How to provide Feedback on the Account
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 Clinical Governance
Chesterfield Royal Hospital NHS Foundation Trust
Calow
Chesterfield
S44 5BL
Tel: 01246 513744
Email: lisa.howlett@chesterfieldroyal.nhs.uk
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Statement of directors’ responsibilities in respect of the Quality Report
The directors are required under the Health Act 2009 and the National Health
Service (Quality Accounts) Regulations 2010 as amended to prepare Quality
Accounts for each financial year.
Monitor has issued guidance to NHS foundation trust boards on the form and
content of annual quality reports (which incorporate the above legal
requirements) and on the arrangements that foundation trust boards should put in
place to support the data quality for the preparation of the quality report.
In preparing the quality report, directors are required to take steps to satisfy
themselves that:








the content of the quality report meets the requirements set out in the NHS
Foundation Trust Annual Reporting Manual 2011-12;
the content of the Quality Report is not inconsistent with internal and external
sources of information including:
o Board minutes and papers for the period April 2011 to June 2012
o Papers relating to Quality reported to the Board over the period
April 2011 to June 2012
o Feedback from the commissioners dated 25 May 2012
o Feedback from governors dated 21 March 2012
o Feedback from LINks dated 20 April 2012
o The trust’s complaints report published under regulation 18 of the
Local Authority Social Services and NHS Complaints Regulations
2009, dated 30 May 2012
o The latest national patient survey
o The latest national staff survey
o The Head of Internal Audit’s annual opinion over the trust’s control
environment dated 31 March 2012
o CQC quality and risk profiles received between 1 April 2011 and
the 31 March 2012.
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; and
the Quality Report has been prepared in accordance with Monitor’s annual
reporting guidance (which incorporates the Quality Accounts regulations)
(published at www.monitor-nhsft.gov.uk/annualreportingmanual) as well as
the standards to support data quality for the preparation of the Quality Report
(available at www.monitor-nhsft.gov.uk/annualreportingmanual)).

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

Richard Gregory OBE
Chairman
30 May 2012

Gavin Boyle
Chief Executive
30 May 2012
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