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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 we have delivered services
which are safe, effective and offer our patients a good experience. We publish a Quality Account each year so
that we can show progress against our key standards and let you know our priorities for the coming year.
About Chesterfield Royal Hospital NHS Foundation Trust
We serve a North Derbyshire population of more than 400,000, providing a full range of acute services – plus
community midwifery, specialist children’s services, GP & primary care services and a 24 hour emergency
department. Find out more about us on page 7.

Performance against key targets
Areas where we achieved our targets
National targets
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Hospital Standardised Mortality Rate: For April to November 2017 the HSMR is 104, and this is within
expected range
Summary Hospital Mortality Index: SHMI is published quarterly using a rolling 12 months; for the latest
reporting periods the Trust has had a rate which is ‘as expected’.
VTE Assessment: We aim to meet the national standard for VTE assessment, which is now set at 95% of
all admitted patients. We performed consistently against this standard and maintaining compliance at
over 95%.
Re-admission rates: Overall our re‐admission rates are lower than the national average.
Hospital acquired pressure ulcers: we reduced our rate of hospital acquired pressure ulcers (grade 2‐4)
by over 50%
C-dfficile rates: The number of hospital-acquired C. difficile infections has increased slightly to 13 from
10 in 2016/17 however this remains below the trajectory of 31. There have been no cases of MRSA
reported this year.
National inpatient survey: For this survey, published in May 2017, the Trust scored better than other
trusts for one question; the remaining 64 questions are performing ‘about the same’ as other trusts.
National Emergency Department (ED) survey - Of the 35 questions asked in 2016, the Trust scored
‘about the same’ as other trusts for 34 questions. 1 question demonstrated ‘better’ performance than
other trusts.
National Children and Young Person’s Survey - Results for the trust were positive; of the 63 questions
asked, the Trust scored ‘about the same’ as other trusts for 58 questions. Three questions demonstrated
‘better’ performance than other trusts (relating to hospital food, suitability of ward and staff
communication with patients).
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Local targets





Dignity audit: Over 95% of patients said they were treated with courtesy, kindness, compassion
and respect when asked as part of the Trust’s first dignity audit (quarter three 17/18), and over
90% of patients said that they and/or their family/carers were involved at all stages of their care.
GP Survey: Over 90% of Royal Primary Care patients who have taken part in our local GP survey to
date say they had confidence in the person they saw.
No patient harms: We achieved our aim to increase the percentage of patients who received no
new harms in hospital.

Areas where we did not achieve our targets
National targets

Cancer waiting times: This has been a challenging year for patient activity and admissions
therefore some of our cancer targets were not met.

Seven day services audit: We have seen a decrease in this standard from April to September 2017.

Reduction in falls rate: The incidence of falls trust wide is currently at 6.12 per 1000 bed days for
17/18, slightly above the 6.6 target.

Waiting time in the Emergency Department : A&E - We missed the national target of 95% or more
of our patients waiting four hours or less before a decision to treat, admit or discharge.

Referral to Treatment Time: At the 31st March 2018, 91.8% (standard 92%) of patients on
incomplete pathways had been waiting less than 18 weeks.
Local targets



Increase in incident report: the rate of incidents per 1,000 bed days has decreased over the last 3
periods.
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Statement on Quality
Our hospital, our community based services and our GP surgeries open their doors to more than 400,000
patients every year. Whether they’re coming to us for an appointment, a diagnostic test, a planned operation or they are admitted to a ward for an urgent medical emergency - we want the best experience for all of them.
The achievements on these pages – and our honest assessment of where we still need to improve – illustrate
that we are serious about continual development and learning.
As we head towards our ultimate goal of achieving an ‘outstanding’ Care Quality Commission rating, it’s
rewarding to see that this Quality Account reflects the tremendous work our 4,000 strong team of staff put in to
ensure safe, personal and effective care. I am delighted to present a set of quality measures that show how
every member of staff makes a valuable and respected contribution. Those giving direct care - on our wards and
in our clinics - make sure our patients are safe from harm, are well-cared for and have everything they need on
the road to recovery, or at the end of their life. Those who support our doctors, nurses and therapists play an
equally valuable role. Without our porters patients with suspected sepsis wouldn’t receive timely antibiotics;
without our domestics our rates of hospital-acquired infections wouldn’t be so low - and without our laboratory
staff the swift diagnosis of illness and disease would be much harder to deliver. These are just a few examples
of the variety of people that come together to provide patients with an exceptional service. What they do - and
everyone else in-between - really contributes to the notion of ‘quality’ and a positive patient experience.
In the Quality Account this year you will see progress and achievement. There have been strides forward in the
diagnosis and treatment of sepsis, national recognition for reducing bloodstream E-Coli infection and new ways
of responding with immediacy to patients whose observations show a deteriorating position. Improving
communication with patients and their families or carers has also taken centre stage, including making sure they
feel empowered and able to ask questions about their care and treatment. Building on last year’s developments
we’re using real-time patient feedback to listen to what patients and relatives say and to make some real-time
changes as a result.
There are still areas that we need really focus on – there is always room for improvement especially in areas
where we are not yet achieving national or local targets. We have set out our commitments for the coming year
within this report and my colleagues Lynn Andrews, our Director of Nursing & Patient Experience and Dr Gail
Collins, our Medical Director continue to inspire, encourage and support teams across the Trust as they strive to
improve the quality of the services they provide and the care they give.
To the best of my knowledge all the data and information presented in the 2017/18 Quality Account report is true
and accurate - and it has been approved by the Trust’s Board of Directors. I am delighted that this year, in
assessing the concept of dignity, 95% of patients said they were treated with courtesy, compassion and respect. I
hope that this fact, along with all the other information in our report, gives you confidence that we remain
committed to giving our patients the best possible care.

Simon Morritt
Chief Executive
23 May 2018
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Part Two
Priorities for improvement
In 2017/18 we identified three areas for quality improvement which cover the effectiveness of care and
treatments that patients receive, patient safety, and patient feedback about the care provided.
Clinical Effectiveness priority:

Improving care through evidence based care

Patient Safety priority:

Reducing patient harm (Sign up to Safety)

Patient Experience priority:

Improving patient experience with a focus on communication

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; we therefore continue to focus on these areas in 2017/18.
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 Health watch and Derbyshire County Council Overview and
Scrutiny Committee. The following section looks at our progress to date and plans for improvement for 2018/19.
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2.1 Clinical Effectiveness
Priority 1: Improving care through evidence-based care
Evidence based care is the use of recognised best evidence in making clinical decisions about the care of each
patient. Three key drivers for evidence-based care at Chesterfield Royal are;




NICE (National Institute for Health and Care Excellence) guidance - The role of NICE is to improve outcomes
for people using the NHS and other public health and social care services by developing guidance and advice
for health and social care practitioners.
Care Bundles - A care bundle is a set of interventions that, when used together, significantly improve patient
outcomes. These reflect nationally agreed best practice.
Learning from deaths – All NHS organisations are now required to review patient deaths and mortality rates,
to consider any themes from these and ensure learning actions are taken forward.

In terms of NICE Guidance during 2017/8, we have continued to ensure that:



We review new NICE guidance within 90 days of publication and identify whether or not we are compliant.
Clinical leads are asked to consider to if there are risks relating to the implementation of new guidance and if
an audit should be considered.
Where the Trust is not meeting the guidance or cannot prove that it is, an improvement plan is developed
and implemented to put in place the necessary changes. If we are not able to make the necessary changes
within 3-6 months, we use our risk registers to record the impact of non-compliance and to monitor action
required until compliance is achieved.

With respect to care bundles we continue to focus on three priority areas – Sepsis, Saving Babies’ Lives and
nursing care audits.
Management of SEPSIS
SEPSIS is a life threatening condition that arises when the body’s response to an infection injures its own tissues
and organs.
The Trust continues to give a high priority to the rapid recognition and management of patients with suspected
SEPSIS using the best practice recommendations outlined in NICE Guidelines. The Trusts SEPSIS team is now fully
established and meets weekly to review all Audit findings and agree actions required across the organisation. This
has Consultant Medical and senior nursing representation from all bed holding divisions, Infection Prevention &
Control Team IP&CT, Critical Care Outreach Team, Microbiology and Pharmacy.
Over past year the trust has:





Invested in a substantive SEPSIS Nurse Practitioner who sits within the already established IP&CT to
ensure appropriate education , audit and real time feedback relating to the safe and effective
management of SEPSIS is robust and continuous
Developed videos for both the general public and staff on how the trust manages suspected SEPSIS
Delivered continuous education utilising various opportunities including, formal training sessions, point of
care, ward huddles and ward / department meetings
Instigated an Emergency 2222 SEPSIS call to promote this being treated as a time critical emergency.
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Procured a Blood Gas analyser for the Emergency Management Unit to allow point of care testing for
Lactate measurement to aid prompt diagnosis indicators of SEPSIS.
Had a challenging year in relation to the sepsis CQUIN and the performance targets included within this.
At the end of Q3 2017/18, 94.1% of our patients were screened for sepsis in an emergency or as an
inpatient with 84.25% of these patients receiving their required antibiotics within 1 hour. It is predicted
that this performance will continue to improve with the actions above.



Saving Babies’ Lives
There has never been a safer time to have a baby in England, nationally the stillbirth and neonatal mortality rate
has fallen by a fifth in the last decade, The national ambition to reduce the rate of stillbirths, neonatal and
maternal deaths in England by 50% by 2030. The Maternity Service at Chesterfield Royal Hospital has invested in
the following strategies to achieve this vision.
The Saving Babies Lives care bundle has been implemented by the Trust from April 2016 to address unwarranted
variation by bringing together four key elements of care based on best available evidence and practice in order to
help reduce stillbirth rates, these are:






Reducing smoking in pregnancy through offering all women carbon monoxide testing in pregnancy and
referring to smoking cessation services.
Risk assessment and surveillance for foetal growth restriction through the implementation of the customised
growth charts, the trust is participating in a research project from April 2018 with 12 other maternity units to
assess the impact and outcomes of this intervention for our local population.
Raising awareness of reduced foetal movements: The maternity service has implemented the RCOG
information leaflet and guidance on the management of reduced foetal movements in pregnancy. There are
now two midwife sonographers who are trained to perform scans in the third trimester of pregnancy to
monitor the growth and wellbeing of babies when women who are referred to pregnancy assessment with
reduced foetal movements.
Effective foetal monitoring in labour: The trust has invested in master classes for all clinicians involved in
Cardio Tocography gram (CTG) interpretation and has worked in collaboration with the East Midlands
network to develop a regional guideline on the interpretation of foetal heart rate monitoring and assessing
the competency of the relevant clinicians.

Implementing these strategies has enabled the Maternity service at Chesterfield Royal Hospital to improve
outcomes for mothers and babies and this has been evidenced in 2017 with the maternity service achieving the
national ambition of a reduction of stillbirths to 1.4 per 1000 births.
The next steps for the maternity service at CRH are not only to continue with the vision of making maternity
services safer but to also achieve the ambitions of Better Births (2016) which aims to ensure women have access
to more personalised, kinder, professional and more family friendly care; where every woman has access to
information to enable her to make decisions about her care; and where she and her baby can access support that
is centred around their individual needs. The aspiration is for this to be achieved through working in
collaboration with our partners across Derbyshire through delivery of the Maternity Transformation plan (MTP)
for Derbyshire. This Maternity Transformation Plan (MTP) sets out the five-year plan for Derbyshire to deliver
these ambitions, building upon what we already know about our area and on the experiences of the people who
use our services.
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Nursing Care Audits
The aim of the nursing care audits is to bring together a range of measures that provide a strategic overview and
focus on the fundamentals of nursing care; by reviewing patient assessment and care planning to reduce the risk
of harm and improve patient outcomes. This data forms part of the ward dashboard which will further facilitate
the triangulation of information.
The nursing care audit is undertaken monthly on each ward. Ward level results are then fed back to
ward/department Matrons and their Senior Matrons. Heads of Nursing/Midwifery receive ward, divisional level
and feedback Trust wide. The Director and Deputy Director of Nursing and Patient Care receive Trust and
Divisional level audit data. The Heads of Nursing/Midwifery ensure that results and improvement plans are
presented to the divisional quality governance groups, via the quality report which is then presented to QDG.
Relevant Quality improvement groups then receive the data e.g. in-patient falls, pressure ulcers, hydration and
nutrition, deteriorating patient / pain management and discharge will incorporate appropriate actions into the
improvement plan. It is hoped that by focusing on one area at a time for maximum impact, improvements will be
seen more quickly.
The initial priorities have been hydration and clinical observations. In March we achieved the 80% improvement
target for hydration and work is ongoing to improve compliance with clinical observations.
Clinical Effectiveness: What are we going to do?
The Trust has identified the following areas for improvement in 2018/19:





Continue to drive improvements with regard to Sepsis, ensuring that all patients receive antibiotics within 60
minutes of diagnosis.
Continue to implement our ‘Saving Babies’ Lives’ improvement plan including the introduction of customised
growth charts and the delivery of a ‘Saving Babies’ Lives’ study day as part of essential training for maternity
staff.
Nursing Care audit data will continue to be monitored and local level action taken in response to this either
by individual wards or via relevant steering groups.
Moving forward, a review of the criteria for seven day services audit is to be completed and a business case
has been produced focused on investment that would create the best clinical value for the level of additional
resource.
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2.2 Patient Safety
Priority 2: Reducing Avoidable Harm to Patients
Chesterfield Royal Hospital NHS Foundation Trust is committed to delivering sustainable high quality safe clinical
care for all our patients. We are committed to reduce avoidable harm and have placed patient safety at the
heart of the Trust’s Quality Strategy.
Through participation in Sign up to Safety, the Trust Board and staff have committed to:
1)

Continually learn - We will learn from harm events and near misses to ensure that patients are protected.

2)

Honesty - We will continue to foster an open and honest culture, and positively embrace our duty of
candour offering face to face meetings with patients and their relatives when something has gone wrong.

3)

Collaborate - We will work in partnership to positively influence the safety and effectiveness of care across
the health community.

4)

Supporting - We will ensure staff are informed about patient safety issues through the governance
structures of the organisation and staff forums.
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In line with the Trusts Quality Strategy a number of priority areas for 2017/18 were identified. These priorities,
the action to date and plans for the coming year, are as follows:
Recognising and responding to deteriorating patients:Ensure that we always monitor patients appropriately while they are in hospital and take action if they show signs
of deterioration. During 2017/18, the Trust has:


Developed and launched a trust-wide observations policy



Held a number of staff focus groups which has provided a greater understanding of how we care for
deteriorating patients.



Using the feedback from staff focus groups, results of nursing care audit and learning from clinical incident
investigations developed deteriorating patients improvement delivery plan



Introduced a revised observation chart to reflect updated national guidance and facilitate identification of
escalation actions.

In 2018/19, we will:




Introduce trust-wide “deteriorating patient” stickers to strengthen effective treatment of patients who are
deteriorating
Review delivery of essential education programme with a view to greater utilise skill drills to improve
recognition of deteriorating patient
Explore alternative incident investigation methodologies to strengthen learning from clinical incidents
involving deteriorating patients

Improving Communication at handover, transfer and discharge
To reduce the number of incidents relating to poor communication at handover, transfer and discharge of
patients and thereby reducing the risk of harm. During 2017/18 we have:


Introduced accountability handovers; these handovers promote individual accountability for the care of
patients by encouraging staff to review and challenge practice and foster dual responsibility for ensuring
the standard of communication at handover.



Worked with colleagues in the community on a 2-year project to introduce discharge to assess and manage
(D2A) pathways, these pathways are aimed at reducing delayed discharges for patient who are medical fit
for discharge. Ensuring patients receive assessments closer to home.



Introduced a multi-agency discharge hub, with CRHFT staff working alongside DCC social workers and DCHS
staff. Aimed at improving communication between acute and primary care for our more complex patients.



Implemented a Red day/Green day initiative, which aims to reduce delays for patients being discharged
throughout their discharge journey by making non value adding days (from a patient’s perspective) visible
and a daily topic of conversation for all staff.
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Reviewed and updated the trust discharge policy for adults, reflecting changes made for discharge to
assess. Including a discharge SOP to support all trust staff.



Introduced a trusted assessor shared document between CRHFT and DCHS, allowing single assessment and
communication between agencies.

During 2018/19 we plan to build on this work by:


Continuing to participate in the D2A pathway project, working closely with our community colleagues
within the discharge hub, to ensure patients are placed in the safest environment to allow for a period of
rehabilitation or further assessment.



Undertake a review and relaunch of our Transfer Policy to strengthen processes in place to ensure patients
are transferred throughout the hospital in a safe and timely manner



Develop our discharge lounge facility to allow next day discharges to be safely managed in an overnight
bed facility. The aim is to improve communication and education to patients and carers at the point of
discharge



Integrate the Red2Green process within the current IT infrastructure. Enabling review of patients in real
time and reducing duplication tasks.



Undertake a review and relaunch of our Transfer Policy to strengthen processes in place to ensure patients
are transferred throughout the hospital in a safe and timely manner.

Patient Falls
The Trust’s aim was to reduce the number of in-patient falls, specifically those that cause harm. During 2017/18,
we have seen a reduction in the rate of falls per 1,000 beds days from 6.90 in 2016/17 to 6.12 in 2017/18 as
shown below. For more details of action taken in relation to falls see section 3.2.4.

In line with recommendations from the national inpatient falls audit during 2018/19 we are aiming to reduce the
rate of falls with harm per 1,000 beds days by 20% compared with falls with harm in 2017/18.
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Reducing Infection Risks
Senior Nursing staff from the Infection Prevention & Control (IP&C) team are members of the Derbyshire wide
E.coli reduction working group to support the whole Health Economy response in reducing the total numbers
seen across the county. As a result of this, NHS Improvement have praised the Trust for the excellent contribution
made in reducing Escherichia coli (E-Coli) bloodstream infections, based on the Quality Premium 2017-18. This
used the 2016/17 data as the baseline.
Although, this has been a difficult ambition to achieve, the Trust is one of 59 who have achieved a 10% or greater
reduction in the hospital onset E-Coli bloodstream infections. Chesterfield Royal Hospital NHS Foundation Trust
baseline numbers were 61 in 2016, 36 in 2017, equivalent to a 41% reduction in cases. Senior Nursing staff have
been asked to share their improvement plans/work so they can provide others that have not yet made the
reductions, with some key actions that will assist them in their improvement journey.
In 2017/18 we aimed to maintain low levels of hospital-associated C.difficile, MRSA bacteraemia and catheterassociated urinary tract infections. Over the year, the Trust has:

Safety Thermometer – Prevalence of Catheter
Associated Urinary Tract Infections

Compliance with HOUDINI

% compliance with HOUDINI

1.4%
1.2%
1.0%
0.8%
0.6%
0.4%
0.2%

National
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The Trust has performed well in relation to C. difficile (see section 3.2.3 for further detail) and, as
demonstrated by the graph below, we have maintained low levels of Catheter-associated infections, as
measured by the Safety thermometer.
In addition we have continued to audit practice in relation to the nursing led catheter removal protocol
(HOUDINI) to ensure that duration is kept to a minimum. The HOUDINI initiative provides a tool to assist
the nurse with the decision making process for the removal of a urinary catheter. Audit data suggests that
compliance with HOUDINI has been maintained throughout year.

Apr-16



Trustwide
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2.3 Patient Experience
Priority 3: Improving Patient Experience
Patient feedback and engagement work over 2017/18 suggests that the key factors influencing patient perception
of the Trust are:



Communication – the right information, at the right time, in the right way
Empowering patients - patients and those close to them have the confidence to ask questions and make
informed decisions about their care and treatment
Emotional support - patients and those close to them receive the emotional support they need



These themes will be reflected in the Quality Strategy refresh in 2018; work is ongoing to improve and maintain a
positive patient experience, particularly in these areas.
What have we done?

Initiated a programme of upgrade work to improve the Emergency Department

Signed up to NHS England’s Always Events ® programme, which advocates co-production with service users
and staff to identify, develop, and achieve reliability in person- and family-centred care delivery processes

Designed an ‘About Me’ passport document, with patient/public involvement, to support patient
communication with staff

Developed a set of Dignity Standards, in collaboration with staff and patients, and an audit tool to ensure
these standards are monitored

Implemented an Outpatients Pledge, setting out the Trust aim to provide first-class treatment and care
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Initiated improvements in effective communication within clinics, particularly around providing information
about wait times, as part of the outpatient project and the Trust’s Listening into Action (LiA) initiative; this
is currently being trialled in Dermatology
Introduced new feedback forms, designed by children and young people on Nightingale Ward, to improve
how we listen to the voices of children and young people
Developed a Service User Partnership Project, whereby patients volunteer to be involved in staff education
sessions, to ensure that the patient is at the centre of education and training
Appointed a Carers Liaison Officer, as a contact point for carers and staff, to ensure carers continue to be
supported and involved in patients’ care as appropriate
Developed a process to ensure written patient information is kept up to date, via the ‘patient leaflet
database’
Improved clarity of SMS reminders for outpatient appointments
Created a patient apology pack for any patient cancelled on the day due to unforeseeable non-clinical
reasons, which contains: a personalised letter, vouchers for coffee and cake at Costa©; and either free
parking or transport home
Worked with relatives and carers to upgrade twelve quiet rooms, which provide calming, relaxing spaces
where carers can take a break, where patients can have time away from a clinical setting and where people
can have private conversations.
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
Improved access for patients contacting Royal Primary Care by telephone, by recruiting additional staff and
resolving technical issues with the telephone provider company
Implemented Customer Care Training for Royal Primary Care staff
Developed a patient newsletter and rolling information screens with rolling health information at Royal
Primary Care sites
Run successful health campaigns, such as cervical screening, at Royal Primary Care
Improved the environment of Royal Primary Care sites
Initiated a programme of focused patient feedback to ensure the views of our Royal Primary Care patients
are heard
Introduced “crystal clear” results, which tells patients which results they need to telephone the practice
for; this was part of a Listening into Action project
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Outpatient Pledge
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What have we achieved?








Patient feedback consistently highlights staff attitude and good service as key influences on patient
perception of positive experience
Over 95% of patients said they were treated with courtesy, kindness, compassion and respect when asked
as part of the Trust’s first dignity audit (quarter three 17/18), and over 90% of patients said that they
and/or their family/carers were involved at all stages of their care
2017/18 has seen a reduction in the number of formal complaints with the theme of communication (79)
compared to 2016/17 (103)
Results from Trust’s local ‘We want to be’ survey, for those inpatients who feel they are treated with
dignity and respect, remain stable and consistently rate as ‘excellent’, with scores of 90% and above for
quarters one to three (2017/18)
Over 90% of Royal Primary Care patients who have taken part in our local GP survey to date say they had
confidence in the person they saw
Improved Friends and Family Test response rates on Nightingale Ward following the introduction of
bespoke Children and Young Peoples’ surveys, although further improvements are required to reach
national average.
Royal Primary Care joined Jo’s campaign to increase uptake of cervical screening; as a result 14% of
previous non-attenders, presented for screening.

What are we going to do?





















Improve the use of Social Media to offer additional methods for patients and service users to provide
feedback
Hold a week of patient and public engagement events to celebrate NHS England’s Experience of Care Week
and National Patient Experience week in April 2018
Review and refine the communication training that is currently available for staff
Finalise the series of “It’s OK to Ask Us” leaflets, aimed at empowering patients to ask questions
Launch patient communication cards, so that patients can quickly and easily inform staff if they have any
communication needs
In partnership with patients and staff, develop guidance on caring for transgender patients at Chesterfield
Royal Hospital
Update our equality objectives through the Trust’s Listening into Action programme
Complete the first Always Event in Maternity Services
Roll out the Always Events improvement methodology across the Trust
Recruit to a team of dedicated Patient Experience Volunteers and to a team of End of Life Volunteer
Companions
Review and refine outpatient appointment letters to improve quality of information
Continue developing the Trust’s real time system to
Undertake focused work with the Deaf Forum to improve the experiences of patients from the deaf
community
Hold a Dignity and Respect week in October 2018, to reiterate the Trust’s Dignity standards and celebrate
the compassionate care demonstrated by our staff; this will be an annual event
Launch a set of tools to support patients with autism who attend the Trust for care and treatment
Continue to improve accessibility by telephone for patients of Royal Primary Care
Improve the model of care and optimise the workforce at Royal Primary Care so that patients see the right
person at the right time
Develop the role of Royal Primary Care receptionist to Care Navigator, so that they are able to make brief
assessments of patient need, recognise emergencies and signpost to appropriate support
Royal Primary Care will work with the Carer’s Liaison Officer to improve support and signposting for carers
and continue to evolve the Carer’s Champion role
Royal Primary Care is developing bespoke surveys to ensure the voice of the child and young person is heard.
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2.4 Statements of assurance from the Board
2.4.1 Review of Services
During 2017/18 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 2017/18 represents 100% of the total income
generated from the provision of relevant health services by the Chesterfield Royal Hospital NHS Foundation Trust
for 2017/18.
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 2017/18, 41 national clinical audits and four 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 40 (98%) national clinical
audits and 4 (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 2017/18, 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 Clinical Audit and Clinical Outcome
Review Programmes

Did the Trust
participate?

No. of cases submitted as a % of the number of
cases required for 2017/18

Acute Coronary Syndrome or Acute
Myocardial Infarction (MINAP)

Yes

100%

BAUS Urology Audits: Percutaneous
nephrolithotomy (PCNL)

Yes

100%

Bowel Cancer (NBOCAP)

Yes

On target

Cardiac Rhythm Management (CR)

Yes

100%

Case Mix Programme (CMP)

Yes

On target

Child Health Clinical Outcome Review
Programme

Yes

100%

Congenital Heart Disease (CHD)

Yes

100%

Diabetes (Paediatric) (NPDA)

Yes

100%

Elective Surgery (National PROMs
Programme)

Yes

See PROMS section

Endocrine and Thyroid National Audit

Yes

On target

Falls and Fragility Fractures Audit programme
(FFFAP)

Yes

100%

Fractured Neck of Femur

Yes

100%

Inflammatory Bowel Disease (IBD)
programme

Yes

100%

Learning Disability Mortality Review
Programme (LeDeR)

Yes

On target

Major Trauma Audit

Yes

100%

Maternal, Newborn and Infant Clinical
Outcome Review Programme

Yes

100%
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Medical and Surgical Clinical Outcome Review
Programme

Yes

100%

National Audit of Breast Cancer in Older
Patients (NABCOP)

Yes

On target

National Audit of Dementia

Yes

100%

National Audit of Rheumatoid and Early
Inflammatory Arthritis

No

Not yet started nationally

National Audit of Seizures and Epilepsies in
Children and Young People

Did not run 2017-18.

CRH is registered for start of project in Spring
2018 w/b 23 April 2018

National Bariatric Surgery Registry (NBSR)

Not applicable

Not yet started nationally

National Cardiac Arrest Audit (NCAA)

Yes

100%

National Chronic Obstructive Pulmonary
Disease Audit programme (COPD)

Yes

100%

National Comparative Audit of Blood
Transfusion programme

Yes

100%

National Diabetes Audit - Adults

Yes

100%

National Emergency Laparotomy Audit (NELA)

Yes

91%

National End of Life care audit

Did not run 2017-18.

Not yet started nationally

National Heart Failure Audit

Yes

100%

National Joint Registry (NJR)

Yes

100%

National Lung Cancer Audit (NLCA)

Yes

100%

National Audit of Breast Cancer in Older
Patients (NABCOP)

Yes

100% - 3 year audit from April 2016

National Bowel Cancer Audit (NBOCAP)

Yes

100% - continuous data collection

National Ophthalmology Audit

Yes

100%

Oesophago-gastric Cancer (NAOGC)

Yes

100%
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Pain in Children

Yes

100%

Procedural Sedation in Adults (care in
emergency departments)

Yes

100%

Prostate Cancer

Yes

100%

Sentinel Stroke National Audit programme
(SSNAP)

Yes

100%

Serious Hazards of Transfusion (SHOT): UK
National haemovigilance scheme

Yes

100%

UK Parkinson's Audit

Yes

100%

National Confidential Enquiries 2017-18
During 2017/18 hospitals were eligible to enter data in up to 4 NCEPOD studies. A summary of the studies in
which Chesterfield Royal participated are included below:Study title

Did the Trust
participate?

No. of cases submitted as a percentage of
the number of cases required for 2017/18

Acute Heart Failure

Yes

100%

Perioperative Diabetes

Yes

100%

Chronic Neurodisabilty

Yes

100%

Young People’s Mental Health

Yes

100%

The reports of 26 national clinical audits were reviewed by the provider in 2017/18 and Chesterfield Royal
Hospital NHS Foundation Trust intends to take the following actions to improve the quality of healthcare
provided:






Put in place dementia champions on all wards and provide out of hours support for staff supporting
patients with dementia. Reduce the number of bed moves for patients with dementia.
Put in place a new rota to provide more availability of senior doctors in the Emergency Department
Produce a patient leaflet to make expectant mothers more aware of reduced fetal movements.
Management to liaise with Critical Care to implement ‘Ward Based Epidural Care’ and to scope the
implementation of an Enhanced Nurse Specialist role.
Introduce a nurse led clinic to maximise contact with patient and family to increase chance of decreasing
HbA1c in children with diabetes.

The reports of 167 local clinical audits were reviewed by the provider in 2017/18 and Chesterfield Royal Hospital
NHS Foundation Trust intends to take the following actions to improve the quality of healthcare provided:




Plans are underway to develop a pathway for virtual fracture clinics.
Introduce stickers for the Emergency Department drug card for an O2 prescription. This will be added to all
ED paper drug cards to increase awareness prior to ED moving to electronic prescribing
Junior doctors ward rounds to include a nutrition assessment for patients undergoing bowel surgery and a
ward round sticker to be introduced.
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Re-launch and raise awareness of the referral criteria to the hospital palliative care team throughout CRH.
This will also be added to the electronic referral system.
Raise awareness of management of neonatal sepsis by designing a neonatal sepsis poster and creating a
neonatal sepsis management pro-forma to be displayed in the paediatric doctor’s office.

2.4.3 Research
Participating in clinical research demonstrates the Trust’s commitment to improving quality of care and
contributing to wider community health improvement. We are actively involved in clinical research to provide
access to new treatments for local people – and to support advancement in clinical care.
The number of patients receiving relevant health services provided or sub‐contracted by Chesterfield Royal
Hospital NHS Foundation Trust in 2017/18 that were recruited during that period to participate in research
approved by a research ethics committee was 452. Of this number, 320 patients were recruited to NIHR
portfolio studies and 132 patients were recruited to non‐portfolio studies.
Between 1 April 2017 and 31 March 2018 a total of 36 new studies were approved. Of this total, 26 studies were
NIHR portfolio adopted (15 were recruiting studies, 8 were patient identification only, 1 was continuing care
only and 2 were data collection only). 10 non-portfolio studies were approved. During this same timescale 9
NHS to NHS letters of access were issued by researchers and 8 letters of access were issued to researchers
employed by academic institutions in conjunction with research passports.
The Research Department achieved the following in 2017-18:
•

More work on the implementation of findings
This has been achieved through feedback at individual meetings e.g. Colorectal Annual Business Meeting,
Quality Assurance Committee and the provision of study results to individual clinicians

•

Work with senior managers regarding the research five year strategy
Meetings have taken place with senior managers and a business case supporting the five year strategy will
be finalised in April 2018.

•

Joint work with Primary Care at the Royal
Royal Primary Care has agreed to act as participant identification centre for studies feeding into the main
research team. Finance for one day per week nurse support to develop this work and provide guidance
and education within Royal Primary Care

•

Increased engagement with Sheffield Teaching Hospitals
Joint meetings have included a cancer review meeting to agree new governance arrangements for
oncology studies and agree some joint working arrangements

•

Joint working with Kings Mill Hospital
Several joint meetings have taken place and a joint team day event is planned for April 24th 2018 to share
ideas and best practice

•

Team expansion – Liver Specialist Nurse
The liver specialist (Fibroscan) nurse is in place and the research department has provided guidance, advice
and line management for the nurse and the supporting implementation group

•

Continued legal and regulatory compliance
Review of research documentation practices has taken place and an action plan to ensure GDPR
compliance has been developed. This will be agreed at a research IG meeting on April 3rd 2018.
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2.4.4 Goals Agreed with Commissioners
A proportion of Chesterfield Royal Hospital NHS Foundation Trust income in 2017/19 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. For the
first time this programme of work covers two years.
Further details of the agreed goals for 2017/19 are available electronically at:
http://www.chesterfieldroyal.nhs.uk/news/annualreport/qualityaccounts/index

For 2016/17 the total income dependent upon achieving quality improvement and innovation goals was
£4,181k, of which we achieved £3,989k. For 2017/19 the total income dependent upon achieving quality
improvement and innovation goals is £4,982k.
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 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 2017/18.
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.

Quality Account 2017/18

QA28

CQC Ratings – May 2017

Safe

Effective

Caring

Responsive

Well-Led

Overall

Medical Care
(including older
people's care)

Requires
Improvement

Not inspected

Not inspected

Good

Not inspected

Unable to
aggregate

Surgery

Good

Good

Not inspected

Not inspected

Not inspected

Unable to
aggregate

Critical Care

Good

Not inspected

Not inspected

Not inspected

Not inspected

Unable to
aggregate

Maternity and
Gynaecology

Good

Not inspected

Not inspected

Not inspected

Not inspected

Unable to
aggregate

Services for
Children and
Young People

Requires
Improvement

Not inspected

Not inspected

Not inspected

Not inspected

Unable to
aggregate

End of Life Care

Good

Requires
Improvement

Good

Requires
Improvement

Good

Requires
Improvement

Outpatients and
Diagnostic Imaging

Requires
Improvement

Not inspected

Good

Good

Good

Good

Children and
Adolescent Mental
Health Services

Requires
Improvement

Good

Good

Requires
Improvement

Good

Requires
Improvement

Overall

N/A

Good

Good

N/A

Good

Good

CQC Inspection of Royal Primary CARE (RPC)
In July 2016 a Trust wide focused inspection was completed by the CQC along with a comprehensive inspection
of the Children and Adolescent Mental Health Service (CAMHS). The focused inspection concentrated on those
domains within a core service that were rated as ‘requires improvement’. The inspection demonstrated clear
improvements being made with eleven of the sixteen area’s achieving a rating of ‘Good’. In February 2017 the
Trust underwent an inspection against the Well Led domain in which a rating of ‘Good’ was achieved and as
such the Trust has been given an overall rating of ‘Good’.
The CRHFT Provider report (visit July 2016) highlights three ‘must do’ recommendations; a ‘must do’
recommendation is where there is clear evidence that a regulation (Fundamental Standard) has not been met.
One of these recommendations one was addressed immediately and work is ongoing to ensure that we have
robust processes in place in relation to the remaining two.
The CAMHS Report (visit July 2017) highlighted three ‘must do’ recommendations associated with a breach of
one regulation (Regulation 17 – Good Governance). All of the actions to address these areas are complete.

QA29

Quality Account 2017/18

The well led report highlighted two ‘should do’ recommendations as follows:


The trust should take action to increase the response rate for the annual NHS Staff Survey. A number of
changes were made in 2017, including the use of paper surveys, protected time at work for staff to
complete the survey and increased personal communication with staff in local areas. The Executive
Directors have each increased their visibility and support in identified areas to enable greater engagement
and understanding of the value of completing the survey and in raising the profile of the action
departments are taking to respond to last year’s survey. This has resulted in a response rate of 63%, which
is in the highest 20% of acute trusts in England (national average 44%), and compares with a response rate
of 33% in this trust in the 2016 survey.



The trust should take action to improve the overall staff engagement score in the NHS Staff Survey. The
key trustwide action to improve engagement has been the introduction of Listening into Action (LiA) which
was launched in May 2017. Through LiA the Trust engages with employees so they can contribute to the
success of the organisation, in a way that makes them feel proud. LiA is one element of the Trust’s
engagement framework, which also includes Leadership, communication and health and well-being, which
is monitored via the People Committee. Each element of the engagement framework is underpinned by a
plan of implementation, improvement or action. See section 3.3.3 for further information.

The Trust’s primary care services are also subject to CQC inspection. Royal Primary Care 1 (RPC 1), known as the
Grange was inspected in February 2018 and the report was published on the 4th April. The table below shows
the ratings for RPC1.

Safe

Effective

Caring

Responsive

Well-led

Overall
population
group

Older people
Feb 18

Good

Good

Requires
Improvement

Requires
Improvement

Requires
Improvement

Requires
Improvement

People with long
term conditions
Feb 18

Good

Good

Requires
Improvement

Requires
Improvement

Requires
Improvement

Requires
Improvement

Good

Good

Requires
Improvement

Requires
Improvement

Requires
Improvement

Requires
Improvement

Good

Good

Requires
Improvement

Requires
Improvement

Requires
Improvement

Requires
Improvement

Good

Good

Requires
Improvement

Requires
Improvement

Requires
Improvement

Requires
Improvement

People experiencing
poor mental health
Feb 18

Good

Good

Requires
Improvement

Requires
Improvement

Requires
Improvement

Requires
Improvement

Overall key question
Feb 18

Good

Good

Requires
Improvement

Requires
Improvement

Requires
Improvement

Overall location
Feb 18

Requires Improvement

Families, children
and young people
Feb 18
Working age people
and the recently
retired
Feb 18
People in vulnerable
circumstances
Feb 18

The report shows that the practice has moved from “Inadequate” to “Requires Improvement”, taking it out of
special measures. The service has also achieved an overall rating of “Good” in the Safe and Effective domains.
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During the inspection the CQC found that significant work had been undertaken to address the findings of the
initial inspection, including:






Development of a clear strategy, vision and values, which had been communicated to staff to ensure they
understand their contribution
Appointment of a lead GP (Divisional Director) to provide clinical leadership
Review and interpretation of NICE guidance and the management of alerts issued by the Medicines and
Healthcare products Regulatory Agency (MHRA)
Evidence of a quality improvement programme, including a multidisciplinary audit programme
A successful recruitment campaign using innovative methods to attract new staff

The inspectors acknowledged that some actions are part of a longer-term approach to quality and identified
areas where improvements are required, including:





Review of chaperone arrangements to increase patient awareness and ensure compliance with the policy
Improve uptake of annual health checks for learning disability patients
Review the procedure for management of uncollected prescriptions
Appropriate identification and support for carers

The report identifies one regulatory breach, Regulation 17 – Good Governance, which requires the practice to
continue to work towards improving patient experience, in particular assessing and monitoring access to
appointments and ensuring that information on how to make a complaint is clearly displayed, accurate and
consistent.
An improvement plan has been developed to address the findings and ensure that we build in improvements to
date, with the aim of achieving a “Good” rating in all domains within 12 months.
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2.4.6 Data Quality
Chesterfield Royal Hospital NHS Foundation Trust submitted records during 2017/18 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:




99.9% for admitted patient care
100% for outpatient care and
99.6% 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.

Chesterfield Royal Hospital NHS Foundation Trust Information Governance Assessment Report overall score for
2016/17 was 67% and was graded level 2 compliant.
Chesterfield Royal Hospital NHS Foundation Trust was not subject to the Payment by Results clinical coding
audit during 2017/18 by the Audit Commission; however the Trust commissioned its own audit as part of the
annual Information Governance requirements. The audit was carried out by a team of Clinical Classifications
Service Approved Clinical Coding Auditors.
There is wide recognition within the National Health Service of the importance of good quality coded clinical
data and the fundamental role it plays in the management of hospitals and audits are undertaken to assess the
accuracy and completeness of the coded data as well as investigating the quality and depth of the information
contained in the source documentation.
The audit included a random selection of 200 episodes covering all specialties undertaken at the Trust and the
results were as follows:





Primary diagnosis correct – 98%
Secondary diagnosis correct – 97.63%
Primary procedures correct – 99.09%
Secondary procedures correct – 98.68%

The figures exceed the recommended 90% accuracy for primary diagnoses and procedures and are well above
the 80% accuracy for secondary diagnoses and procedures required for Information Governance purposes at
Level 2.
Chesterfield Royal Hospital NHS Foundation Trust will be taking the following actions to improve data quality
 Continue to implement our data assurance process which we use to assess all of the information included
within our Integrated Performance Report.

Continue to develop our data quality assurance processes by involving clinical staff in the review of
recorded information.
 Develop our own internal data quality dashboards.
 Build on the skills and knowledge of the Data Quality Team and raise awareness across the Trust, provide
training and drop-in sessions for staff
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Part Three
Review of Quality Performance
This section includes a range of information relating to our quality performance in 2017/18. 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
3.1.1 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)

Hospital standardised mortality rate (HSMR) – Like many other hospitals, we use an independent
organisation called Healthcare Evaluation Data (HED) 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, so a HSMR of less than 100 is better than average and a HSMR of more than 100 is worse than
average. HED 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.

2)

Summary hospital mortality index (SHMI) – This is the measure published nationally by the NHS
Information Centre. 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 HED 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 April to November 2017 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 16 – Sept 17

1.03
‘as expected’

1.0
(0.72 - 1.24)

22.8%

31.5%
(11.5% - 59.8%)

Jul 16 – Jun 17

1.01
‘as expected’

1.0
(0.72 – 1.22)

23.6%

31.1%
(11.2% - 58.6%)

Apr 16 – March 17

1.01
‘as expected’

1.0
(0.70 – 1.21)

25.1%

30.7%
(11.1% - 56.9%)

Jan 16 – Dec 16

0.99
‘as expected’

1.0
(0.69 – 1.18)

26.2%

30.1%
(7.3% - 55.9%)

Oct 15 – Sept 16

0.94
‘as expected’

1.0
(0.69 – 1.16)

26.7%

29.7%
(0.4%-56.3%)

July 15 – June 16

0.97
‘as expected’

1.0
(0.69 – 1.17)

25.0%

29.2%
(0.6%-54.8%)

April 15 – March 16

0.98
‘as expected’

1.0
(0.68 – 1.18)

26.1%

28.5%
(0.6%-54.6%)

Jan 15 - Dec 15

0.98
‘as expected’

1.0
(0.67 – 1.17)

26.5%

27.6%
(0.2%-54.7%)

Oct 14 –Sept 15

0.97
‘as expected’

1.0
(0.65 – 1.18)

27.4%

26.6%
(0.2%-53.5%)

July 14 – June 15

0.95
‘as expected’

1.0
(0.66 – 1.21)

27.9%

26.0%
(0.0%-52.9%)

Apr 14 – Mar 15

0.93
‘as expected’

1.0
(0.67-1.21)

27.7%

25.74%
(0.0%-50.85%)
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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 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:


Publishing and launching our mortality policy based on the recommendations in the National Guidance on
Learning from Deaths.
Exceeding our target of 90% compliance in screening all inpatient deaths.
Providing a regular report in relation to deaths, reviews, investigations and learning to the Board in order
that the executives remain aware and the non-executives can provide appropriate challenge.




For this year’s Quality Account 2017/18 we are required to include the information below regarding our mortality
review process:

27.1

Prescribed information
The number of its patients who have
died during the reporting period,
including a quarterly breakdown of the
annual figure.

Form of statement
During 2017/18 the total number of adult patients
that died [1451] at Chesterfield Royal Hospital NHS
Foundation Trust was 1451.
This comprised the following number of deaths
which occurred in each quarter of the reporting
period 2017/18:
[339] in the first quarter;
[325] in the second quarter;
[367] in the third quarter;
[420] in the fourth quarter.

27.2

The number of deaths included in item
27.1 which the provider has subjected
to a case record review or an
investigation to determine what
problems (if any) there were in the care
provided to the patient, including a
quarterly breakdown of the annual
figure.

By 31st March 2018, [120] case record reviews and
[23] investigations have been carried out in relation
to [1451] of the deaths included in item 27.1.
We define ‘investigations’ as the number of Serious
incident (SI) investigations completed in the Trust
where patients have died [23], this is the number
signed off by the CCG in the period following our SI
review process.
In [143] cases a death was subjected to both a case
record review and an investigation.
The number of deaths in each quarter for which a
case record review or an investigation was carried
out was:
[38] in the first quarter;
[32] in the second quarter;
[36] in the third quarter;
[37] in the fourth quarter.
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27.3

An estimate of the number of deaths
during the reporting period included in
item 27.2 for which a case record
review or investigation has been carried
out which the provider judges as a
result of the review or investigation
were more likely than not to have been
due to problems in the care provided to
the patient (including a quarterly
breakdown), with an explanation of the
methods used to assess this.

[1] representing [0.07]% of the patient deaths
during the reporting period are judged to be more
likely than not to have been due to problems in the
care provided to the patient.
In relation to each quarter, this consisted of:
[0] representing [0]% for the first quarter;
[0] representing [0]% for the second quarter;
[1] representing [0.27]% for the third quarter
(policy introduced and process agreed);
[0] representing [0] % for the fourth quarter (Data
not yet available)
These numbers have been estimated using the
summary information from the Structured
Judgement reviews available to date.
During the third quarter 2017/18 we introduced the
Learning from Deaths policy and aligned our SI
process to the mortality process which identified
the one case above. As this process becomes more
robust, we expect more learning outcomes to be
captured.

27.4

A summary of what the provider has
learnt from case record reviews and
investigations conducted in relation to
the deaths identified in item 27.3.

As a result of the structured judgement reviews we
have identified a number of examples of good
practice, as well as areas for improvement. There
are some recurrent themes from case record
reviews and investigations; in particular fluid
balance management and prescription, and delays
in making early escalation decisions.
Failure to discuss death certification with
consultants identified as an early concern has
improved
A theme of delays in decision making about end of
life care had been identified and learning shared
through the End of Life Care Group.
A detailed review of all Congestive Heart Failure
patient deaths in 2017 has been completed
following an alert. No clinical care delivery
problems were identified. The findings identified
the need for earlier intervention and support for
patients at end of life to access palliative Care
services and this is being addressed through an
increase in capacity in the current team.
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27.5

A description of the actions which the
provider has taken in the reporting
period, and proposes to take following
the reporting period, in consequence of
what the provider has learnt during the
reporting period (see item 27.4).

As 27.4 above

27.6

An assessment of the impact of the
actions described in item 27.5 which
were taken by the provider during the
reporting period.

Actions and recommendations from investigations
are being taken forward following SI review and
shared at divisional Governance meetings and the
Trust Quality Delivery Group.

27.7

The number of case record reviews or
investigations finished in the reporting
period which related to deaths during
the previous reporting period but were
not included in item 27.2 in the relevant
document for that previous reporting
period.

Our mortality review process at Chesterfield Royal
did not start fully until our mortality policy was in
place at the end of Sept 2017; therefore this
information is not available.

27.8

An estimate of the number of deaths
included in item 27.7 which the
provider judges as a result of the review
or investigation were more likely than
not to have been due to problems in
the care provided to the patient, with
an explanation of the methods used to
assess this.

As 27.7 above

27.9

A revised estimate of the number of
deaths during the previous reporting
period stated in item 27.3 of the
relevant document for that previous
reporting period, taking account of the
deaths referred to in item 27.8.

As 27.8 above.

What are we going to do next?
.
 The Trust will focus on the in depth reviews of patient deaths to ensure the process is robust and effective.
This will include a ‘must-do’ list of certain patient groups, any alerts generated by HED and a random
sample of cases.
 The Trust will work to improve the governance processes and structures for deriving learning from reviews
and acting on this learning linking with the serious incident process where necessary.
 The Trust is engaging with relatives via the bereavement questionnaire however we will consider how we
can strengthen this process further to ensure relatives feel engaged with the mortality process.
Data quality
Data for the HSMR is made available by HED 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
Timely diagnosis and treatment for cancer is key to improving survival rates. To reflect the importance of this
there are a range of national standards against which we are monitored.
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
speedily.
Did we achieve this?
This has been a challenging year for patient activity and admissions therefore some of our cancer targets were
not met.
Standard

Trust Performance 2017/18
Target

2015/16

2016/17

2017/18

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

93%

94.0%

93.1%

88.7%

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

93%

96.7%

93.3%

77.1%

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

96%

99.5%

98.6%

94.9%

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

94%

100%

100%

100%

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

94%

100%

97.5%

97.5%

85%

88.5%

81.9%

80.7%

90%

92.8%

94.2%

88.8%

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
Percentage of patients receiving their first
definitive treatment for cancer within two
months (62 days) of urgent referral from a
national screening programme1

Achieved

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 Sheffield.
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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.

The Trust has already implemented a number of improvements that are delivering improved performance,
which include:
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Implementation of E-Referral system across all services and introduction of a new 2 Week Wait e-referral
proforma to ensure appropriate referrals into services with sufficient clinical information;
Implementation of new clinic timetables to secure additional 2WW and follow up capacity, and deliver
more daily clinics across the week within the Breast, Lower GI and Gynaecology pathways;
Successful implementation of a new pathway for on-site lung diagnostics from January 2018, a key
requirement of the nationally published optimal Lung pathway;
Securing additional resource within the Cancer Pathway Team to support improved Patient Level Tracking.
Enhancement of the Infoflex cancer tracking database to improve the functionality including automated
escalations from March 2018, and to provide electronic capture of data for tumour site Multi-Disciplinary
Team’s by end Jun 2018;
Restructuring and increasing resource at divisional operational level to recruit service managers across Care
Units, responsible for developing and improving their services in line with demand and capacity and the
changing needs of patients;
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Holding awareness session for key groups of staff within the Trust to raise the profile and clinical
importance of cancer targets and performance;
Holding monthly Cancer Operations Group meetings and bi-monthly Cancer Steering Group meetings,
where Divisional Directors and external stakeholders support continuous improvement; and
Working closely with colleagues across the South Yorkshire Bassetlaw & North Derbyshire Cancer Alliance
to deliver system wide improvement in cancer services and performance.

The Trust has also recently appointed a Macmillan Cancer Transformation Lead who is engaging with Clinical
Leads and Divisions to progress pathway mapping and improvement that will support sustainable compliance,
including:






Review of the Urology cancer diagnostic pathway;
Support implementation of straight to test pathways in line with the Lung and Colorectal optimal
pathways;
Implementation of a new local pathway for patients with vague symptoms;
Analysis of current timed pathways against national published guidance and update of tumour site specific
62 Day improvement plans; and
Development of the 3 year Cancer Transformation Programme that will be launched in March 2018.

What are we going to do next?
Continue to refine and improve diagnostic pathways to ensure that we meet the regionally agreed Standard to
be implemented in 2020; and continue to provide timely treatment for patients on local pathways and
surpassing national standards.
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 through the relevant pathways. Pathway data is captured
into this system and is reconciled onto Open Exeter 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).
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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 2017

97.44%

July –September 2017

96.80%

October – December 2017

97.16%

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 or 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.
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.

QA41

Quality Account 2017/18

What did we set out to do?
Maintain re‐admission rates at less than the national average (local target).
Did we achieve this?
Yes - Overall our re‐admission rates are lower than the national average.
Patients

National2

Chesterfield Royal

2011/12

2015/16

2016/17

2017/18

Patients aged 16 and over

11.2%

6.2%

6.2%

6.71%

Patients aged 0 to 15

10.2%

9.2%

9.5%

9.64%

Overall

11.7%

6.4%

6.5%

6.93%

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 2017/18 and no concerns were identified.

Seven day hospital services
The seven day services programme in the NHS is designed to ensure patients that are admitted as an emergency,
receive high quality consistent care, whatever day they enter hospital.
27 trusts across England were early adopters of four priority clinical standards and have worked towards
implementing these standards by April 2017.

2

No national comparator has been made available on the NHS Information Centre website since 2011/12, therefore we are
reporting this as the latest national figure.
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All other trusts, including Chesterfield Royal, are being supported to meet the four standards identified as being
'must do' by 2020. This will ensure patients:
 don't wait longer than 14 hours to initial consultant review (Standard 2)
 get access to diagnostic tests with a 24-hour turnaround time - for urgent requests, this drops to 12 hours and for

critical patients, one hour (Standard 5)
 get access to specialist, consultant-directed interventions (Standard 6)
 with high-dependency care needs receive twice-daily specialist consultant review, and those patients admitted to

hospital in an emergency will experience daily consultant-directed ward rounds (Standard 8).
An initial national audit of standard 2 was completed in April 2017 with a re-audit completed in September 2017. All
standards will be audited in April 2018.
A summary of the results is included below:Did we achieve this?
Seven day services audit
As the table below shows we have seen a decrease in this standard from April to
September 2017.

Key priority

April 2017

Sept 2017

Standard 2: Patients reviewed by a
consultant within 14 hours of admission
to hospital.

Weekday: 72.3%
Weekends: 73%
70.3% overall
(Nationally reported figures)

Weekday:69%
Weekends:45%
62% overall
(Trust reported figures)

3.2 Patient Safety
3.2.1 Safety Thermometer
To monitor patient harm within the hospital the Trust undertakes a monthly audit using a tool called the Safety
Thermometer. This is part of a national patient safety programme and is an improvement tool for measuring,
monitoring and analysing patient harms and harm free care. The Safety Thermometer measures four key harms
every month that can affect patients when they are in hospital:





Pressure ulcers
Falls
Catheters/Urinary tract infections
Venous thromboembolisms (blood clots)
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What did we set out to achieve?
We aimed to achieve the following local targets:



Ensure that 97% of patients will receive no new harms.
In addition, we set targets relating to pressure ulcers, falls and venous thromboembolisms (VTE) which are
detailed in the relevant sections.

Did we achieve this?
New Harms
As the table below shows we did achieved our aim to increase the percentage of patients
who received no new harms.

Standard

% of patients with no new
harms

National rate

97.6%

Chesterfield Royal Hospital
2015/16

2016/17

2017/18

97.1%

97.9%

97.7%

The Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the following
reasons:
We have continued to focus on implementation of best practice in all four which has led to the further
improvement in the overall harm-free rate.
The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve this rate and
so the quality of its services, by:


Continuing to audit practice in relation to the nursing led catheter removal protocol (HOUDINI) to ensure
that duration is kept to a minimum. The HOUDINI initiative provides a tool to assist the nurse with the
decision making process for the removal of a urinary catheter.

Actions taken in relation to pressure ulcers, falls and VTEs are detailed in the relevant sections.
What are we going to do next?
The key measures to reduce harm are detailed in the Patient Safety priority and the specifics relating to
pressure ulcers, falls and VTE’s are detailed in the relevant sections of this report.
Data quality
We are confident that the information shown here is accurate. Data for this indicator is collected by senior
nursing staff using the national tool and in line with national guidance. In addition, the harms identified are
double-checked by the relevant specialist nurses.
3.2.2 Pressure Ulcers
Pressure ulcers are an injury that breaks down the skin and underlying tissue. They are caused when an area of
skin is placed under pressure. They are sometimes known as "bedsores" or "pressure sores".
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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


Reduce the rate of hospital acquired pressure ulcers (grade 2‐4) to below 0.5 per 1,000 bed days in line
with 2016/17 out –turn.

Did we achieve this?
Pressure Ulcers
As the table below shows we reduced our rate of hospital acquired pressure ulcers
(grade 2‐4) by over 50%

No. of hospital acquired pressure ulcers

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

Grade

2015/16

2016/17

2017/18

2

177

55

60

3

42

45

40

4

1

0

0

Total

220

100

108

1.2 ( 52%)

0.5 ( 58%)

0.5 =

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


The continued focus on pressure ulcers and actions detailed below has led to a sustained reduction in
pressure ulcers.

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






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
Ensuring staff are aware of how well their area is performing on a monthly basis.
Providing enhanced support for wards who have an increased incidence of pressure ulcers
Reviewing documentation to better evidence skin assessments and repositioning regimes
Production of “Top Tips” guide to increase awareness to all staff in providing pressure ulcer prevention.

What are we going to do next?
We aim to sustain, or improve upon, the current rate of pressure ulcers by:
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Continuing to monitor and build upon the current incident review process to encourage shared learning
and increased knowledge
Embed PROTECT ME campaign aimed at empowering staff to identify early signs of pressure damage and
to be more proactive in preventing pressure damage
We have sustained our data from last year however there has been a slight decrease (11%) in the severity
of damage.
There has been a refocus and relaunch of the Pressure Ulcer Improvement Plan with the aim of “no
pressure ulcers reported as serious incidents”
The patient information leaflet has been revised to be more reader friendly.
The Pressure Ulcer Team have completed an audit of inherited pressure ulcer healing rates which showed
that 78% of patients admitted with existing pressure damage were noted to be either healed or
progressing towards healing on discharge. These results have been presented at Wound UK Annual
conference and a paper is to be published
Future plans are to look at a replacement plan for bedside chairs to ensure all patients are provided with
good high density foam pressure redistributing cushions when sitting out as standard.
Education is still ongoing and we are introducing a full annual study day specifically for the prevention and
management of pressure ulcers.

3.2.3 Hospital Acquired Infections
Hospital or healthcare 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 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 the local target in relation to E-Coli.
Did we achieve this?
Criterion

2015/16

2016/17

2017/18

Target

No.

Target

No.

Target

No.

C.difficile

31

15

31

10

31

13

MRSA

0

2

0

1

0

0

E-coli

0

60

0

47

0

37

The number of hospital-acquired C. difficile infections has increased slightly to 13 from 10 in 2016/17 however
this remains below the trajectory of 31. There have been no cases of MRSA reported this year.
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Tuberculosis
In order to support the ongoing development of the tuberculosis (TB) service the Lead nurse for Infection
Prevention and Control / TB now attends both the East Midlands TB Control Board and the National Workforce
group, these meetings are held quarterly, influencing the National Strategy for TB Service provision.
TB service provision across the UK is widely provided by standalone TB Teams these can vary from an individual
to larger teams’ dependant on the caseload and geographical location. The vast majority are hosted in primary
care with a few in secondary care.
The Chesterfield Royal model of Integrated Service provision for IP&C / TB was presented at the National TB
Board during 2017 and was very well received. Subsequently NHSI have been working with the Infection
Prevention Society and National TB board and are considering recommending the CRHFT model as a best
practice model.
In addition to the information above, data is reported nationally relating to the number of hospital-acquired C.
difficile infections per 100,000 bed days, as shown below
Chesterfield Royal

National average
(Range)

2016/17

5.1

13.2 (0.0-82.7)

2015/16

8.6

14.9 (0.0-66.0)

2014/15

18.2

15.1 (0.0-62.2)

2013/14

19.0

14.7 (0.0-37.1)

2012/13

21.0

17.4 (0.0-31.2)

2011/12

23.4

21.8 (0.0-58.2)

2010/11

28.5

29.6 (0.0-71.2)

Period

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


The Trust has continued to analyse infection control incidents and implement action to reduce the
incidence of hospital acquired infections.

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



Monthly 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 bacteraemia in hospital to
identify any lapses in care and share learning from these across the organisation.

Data Quality
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.
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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.
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.
What did we set out to achieve?
Reduce the incidence of falls per 1,000 bed days to below 6.6 per 1,000 bed days.
Did we achieve this?

Reduction in falls rate
The incidence of falls trust wide is currently at 6.12 per 1000 bed days for 17/18,
slightly above the 6.6 target.

The graph below shows the number of falls reported, per 1000 bed days over the past three years, split into
those which resulted in harm and those which resulted in no harm.

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
National Audit of Inpatient Falls and has revised the falls improvement plan in line with findings and
recommendations.
Focus is on embedding interventions in place and ensuring they happen consistently, for each patient at
risk of falls, at every opportunity.
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What are we going to do next?
In line with the RCP approach the Trust intend to continue to focus on reduction in number of falls, but
particularly falls with harm. We aim to further reduce the number of falls with harm per 1000 bed days by
March 2019. Actions to support this are identified on the inpatient falls improvement plan and this is
monitored through the inpatient falls safety group and the Trust Quality Delivery Group.
Data Quality
The falls data is drawn from our incident reporting system which was last subject of an internal audit in
2016. This audit did not identify any significant concerns.

3.2.5 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 decreased
over the last 3 periods.

All incidents reported
No.

Rate per 1,000
bed days
24.6

Incidents that resulted in severe
harm or death
No.
23

% of all incidents
reported

Apr 17- Sep 17

2168

1.06%

Apr 16 – Mar 17

5487

31.4

28*

0.51%

Apr 15 – Mar 16

5361

31.1

12

0.23%

Apr 14– Mar 15

5812

33.5

16

0.28%

*data updated from published NRLS data due to data cleansing
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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 promote incident reporting and local data shows that there has been has seen a
slight increase in incident reporting over the past year. Feedback from staff indicates that the time taken to
report incidents may be a barrier to reporting, particularly when the hospital is busy.
There has been an increase in the number of incidents resulting in severe harm or death. Our internal data
shows this is primarily due to increased reporting of incidents relating to recognising when patients are
deteriorating. A greater understanding of the importance of reporting incidents involving deteriorating
patients is thought to have contributed to this increase.

What have we done?





Re-launched the incident management policy and strengthened investigation methods for incidents
resulting in serious harm or death to improve learning from these types of incidents
Shared regular incident performance reports with divisions to identify and improve reporting and
investigation patterns
Listened to staff via focus groups to understand the reasons for under-reporting of incidents. As a result of
staff feedback a review of the Trust’s incident reporting form was undertaken. A revised and simplified
form is due to be launched in April 2018
Established a deteriorating patient working group to review and support implementation of learning from
incidents involving deteriorating patients

Duty of Candour
The Trust is committed to open communication with patients and their families and carers. The same is true
when things don’t go to plan; saying sorry is not an admission of liability – it’s the right thing to do. In June 2017
the Trust refreshed the Being Open (Duty of Candour) Policy and introduced a “Keeping Patients Safe” leaflet to
facilitate these open and honest conversations with patients and their families and carers.
To support the launch of the revised Policy a communication and education programme was undertaken
throughout the Trust. The Divisions are also provided with regular performance reports to assist them to ensure
a consistent approach to duty of candour communications is achieved throughout the Trust
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3.3 Patient Experience
3.3.1

Friends and Family Test

Ensuring that our patients have a good experience in our hospital is one of our key priorities. However, to meet
this objective we also need to demonstrate we are committed to listening to our patients and are willing to act
on their concerns and views. Their feedback about our services (from their experiences) will help us to improve
what we do.
To check what our patients think about their recent hospital experience we use a range of measures, including
the national indicator known as the Friends and Family test. This asks patients:


“How likely is it that you would recommend this service3 to your friends and family?”

The headline score is the percentage of patients who would recommend the service.

3
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This service may include: this ward, this emergency department, this out‐patient clinic; or this maternity service
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What did we set out to achieve?
We aimed to improve patient experience by continuing to use the Friends and Family Test (local target)
Did we achieve this?
As the graph shows the Trust’s Friends and Family scores are in line with the national average for all areas,
except the Emergency Department.

Inpatients and Daycase

Emergency Department
CRH 2017/18
Maternity

CRH 2016/17
National 2017/18*

Outpatients

Royal Primary Care
0

20

40

60

80

100

120

*National data based on April 2017 to January 2018.
NB – due to data submission methods, no data was collected nationally for maternity in November 2017

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
vast majority of comments are positive, highlighting a good service and positive staff attitude, particularly our
compassionate kind and friendly staff. We continually review the feedback received through the friends and
family test to identify where improvements can be made. For the Emergency Department we are below the
national average.
Actions identified in response to negative comments include:
Emergency Department
The Emergency Department is currently going through an upgrade programme, which will expand the
department by approximately 50 percent. It is anticipated that this work will lead improvements in patient
experience relating to dignity and respect and efficiency. The Team in ED have also developed processes to
improve timely pain relief and communication of wait times.
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Outpatients
Key opportunities identified from the negative opinions left in patient comments related to:
o
o
o

The information contained within appointment letters
Organisation of appointments, including cancellations
Information provided regarding delays in clinics

The Trust’s Outpatient Improvement Programme aims to address these issues and a Patient Involvement
Strategy is currently in development, to ensure that patients remain at the heart of planning any changes and
improvements. In addition, the Trust’s Listening into Action (LiA) programme includes projects reviewing
appointment text messages and letters, to ensure the right information is given at the right time.

Inpatients
Communication – whilst most of our feedback around communication is good, we still have opportunities for
improvement, particularly around the information and explanations that are given to patients by staff. The
Trust is in the process of reviewing communication training needs to ensure that staff are offered the most
appropriate training and development.
Respect and Dignity is consistently a key indicator of inpatient experience. Patients, public and staff have
helped the Trust to produce written standards, describing the behaviours expected to ensure that patients and
those close to them are treated with Dignity and Respect. These were launched in October 2017, with support
from Trust Dignity Champions and a “Dignity and Respect Week” will be held annually in October to promote
these standards. Standards are also audited quarterly and results from the first audit at the end of 2017 were
positive.

QA53

Quality Account 2017/18

Empowering patients – feedback from patients often suggests that they do not like to ‘bother staff when they
are busy’ or that they do not feel comfortable asking questions. Therefore, the Trust wishes to support patients
to feel confident to ask the right questions at the right time. Staff and patients are working together to develop
at set of leaflets, which are aimed at empowering patients to ask questions, including at discharge from an
inpatient ward and during surgery consent, outpatient and GP appointments. In addition, the Trust has
launched Red and Green bed days, which aim to ensure that a patient’s time as an inpatient is used as
efficiently as possible; this includes making patients aware of four key questions that they should ask staff:
1.

What is the matter with me?

2.

What is going to happen today?

3.

What is needed to get me home?

4.

When am I going home?

It is expected that a patient should know the answer to these questions, which will help to avoid delays in
discharge and any unnecessary frustration and confusion for the patient.
Carers – In order to ensure that carers continue to be identified, involved as partners in care and supported, the
Trust continues with the carers action plan and has recently appointed a Carer’s Liaison post. This role is
instrumental in offering support to staff, patients and carers and also links in with GP surgeries, social care and
local community and support groups to ensure this source of support is publicised.

Maternity
Whilst Maternity services receive very few negative comments from service users, the following opportunities
for improvement have been identified:



Information and Explanations Given – communication with women and their partners/companions could
be improved in terms of what can be expected with any physical and emotional changes or needs
Emotional support – women often feel that emotional support is not always available at the right time,
particularly for postnatal care in the community

Maternity services are acting as a pilot site for the NHS England Always Events programme, which the Trust
signed up to in January 2017; Always Events are described as “aspects of the patient experience that are so
important to patients and family members that health care providers must aim to perform them consistently for
every individual, every time”. A key component of Always Events is co-production between staff and service
users. This means that staff and service users will work together to decide what is important for patient
experience and how this can be improved. This is a long-term project that involves testing and refining any
changes to make sure they are sustainable.
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Royal Primary Care
The majority of opportunities for improvement identified via patient comments are for access via telephone and
the ability to get appointments at a suitable time for patients. This is reflected in local surveys that have been
developed to ensure the voice of the patient is being heard.
Royal Primary Care has a robust patient experience improvement plan in place and work has already begun on
work to improve patient experience, including:





Telephone access
Customer Care Training
Communication with patients regarding test results
Ensuring the patient sees the right person at the right time

Improvements are continuously monitored via FFT and a local quarterly survey, based on questions from the
national GP survey
What are we going to do next?
We will continuously monitor and act upon patient feedback to optimise patient experience at the Trust. In
addition, we will continue to develop our real time patient feedback system to enable us to track the impact of
improvements.
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 or online and a link to an online survey sent via a text message for outpatients, all of which are in line with national guidance. The Trust
commissions an independent organisation to collate and analyse our responses.
For Royal Primary Care, data was only submitted for RPC1 during 2016/17; RPC2 did not come under formal
ownership of the Trust until April 2017.
Over the year we have aimed to increase our response rates however some areas remain below our local
targets and 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
about the same as most other Trusts in the survey
worse than most other Trusts in the survey

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
2017/18.
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National inpatient survey - For this survey, published in May 2017, the Trust scored better than other trusts for
one question; the remaining 64 questions are performing ‘about the same’ as other trusts.
National Inpatient
Survey

Performance

2016/17

2015/16

2014/15

Better

1 (2%)

0

2 (3%)

About the same

64 (98%)

62 (100%)

58 (97%)

Worse

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 seen a
slowly incremental trend, although it has fallen in 2016/17. Chesterfield Royal Hospital (CRH), however,
declined in 2015/16 whilst demonstrating a slight improvement in 2016/17.

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 fluctuated both nationally and locally, with little national change
overall. For 2016/17, an increase in overall patient experience is evident for CRH, whilst nationally the score has
declined slightly.

Quality Account 2017/18

QA56

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 65 questions within the 2016 survey, the Trust demonstrated improvement in 37 questions, 7 of
which were statistically significant and sat within in the following sections:



The hospital and ward – relating to improvements in single sex bathroom and shower facilities, cleanliness
and food
o Doctors – an increase in patients who had confidence and trust in doctors
o Nurses – an increase in patients who had confidence and trust in nurses
o Overall experience - an increase from 7.8 in 2015 to 8.1 in 2016
There was a statistical deterioration in 2 questions within the ‘Leaving Hospital’ section relating to
information given to patients on discharge; however both of these remain within the expected range.



How will we improve?
The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve scores in the
national inpatient survey:
The Trust’s Quality Strategy refresh will include a focus on information and explanations given to patients; we
will ensure this incorporates information given on discharge. In addition, Care Units will develop focused
improvement actions based on the results of the 2017 inpatient survey, which is due for publication in summer
2018.
National Cancer Patient Experience Survey - Of the 59 questions asked in 2016, 54 were within the expected
range, which is a positive result. Three questions were “better than expected”; 2 related to primary care and
the third related to waiting time to being seen. Two were worse than expected and related to being given the
name of a clinical nurse specialist and receiving information on getting financial help. There were no questions
with a statistically significant change since 2015 and the expected range methodology was not used prior to the
2015 survey.
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National Cancer Patient
Experience Survey

Performance

2016/17

2015/16

Better

3 (5%)

2 (4%)

About the same

54 (92%)

49 (94%)

Worse

2 (3%)

1 (2%)

How will we improve?
The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve scores in the
national cancer patient experience survey:
The Trust has an improvement plan in place for the National Cancer Patient Experience Survey, which aims to
improve:




Availability and capacity of Clinical Nurse Specialists to support patients through treatment
Support for people with cancer, particularly around financial help
Provision of Health Needs Assessments, which can help with practical and emotional support

National Emergency Department (ED) survey - Of the 35 questions asked in 2016, the Trust scored ‘about the
same’ as other trusts for 34 questions. 1 question demonstrated ‘better’ performance than other trusts.
National Emergency
Department Survey

Performance

2016/17

2014/15

2012/13

Better

1 (3%)

1 (3%)

3 (8%)

About the same

34 (97%)

33 (97%)

33 (89%)

Worse

0

0

1 (3%)

An additional indicator for the National ED survey, alongside the individual responses, uses the average score
of five questions to assign an overall score for patient experience of ED services. Figure 2 demonstrates an
increasing trend for this indicator nationally over the previous three years. Chesterfield Royal Hospital saw a
decline in 2014/15; however, there was an increase in score for the most recent survey in 2016/17, which is
also above the national average.
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Patient Experience of ED
(score out of 100)

Figure 3 – Patient experience of Emergency Department (ED) services
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The Chesterfield Royal Hospital NHS Foundation Trust consider that this data is as described for the following
reasons:





Of the 35 questions asked, the Trust scored ‘about the same’ as other trusts for 34 questions. 1 question
demonstrated ‘better’ performance than other trusts, which was: “Were you given enough privacy when
discussing your condition with the receptionist?”.
Patients’ overall experience rated at 8.1, which is ‘about the same’ as other trusts.
6 further questions scored towards the top end of the expected range; these related to wait times, dignity
and respect, test results and availability of refreshments.
2 areas for improvement, where the Trust was in danger of scoring lower than expected, related to
communication with patients and those close to them.

How will we improve?
The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve scores in the
national Emergency Department survey:
A key aspect of the Quality Strategy is communication with patients. In addition, as part of the ED
refurbishment project new pathways and processes are being implemented, which are anticipated to improve
communication with patients.
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National Children and Young Person’s Survey - Results for the trust were positive; of the 63 questions asked,
the Trust scored ‘about the same’ as other trusts for 58 questions. Two questions had fewer than 30
respondents, meaning that no score is awarded due to lack of reliability. Three questions demonstrated ‘better’
performance than other trusts (relating to hospital food, suitability of ward and staff communication with
patients). Results for 2016 are not comparable with previous surveys owing to differences in the methodology
used. The survey was first carried out in 2014 and repeated in 2016.
National Children and Young Person’s
Survey

Performance

2016/17

2014/15

Better

3 (5%)

7 (13%)

About the same

58 (95%)

46 (87%)

Worse

0

0

How will we improve?
The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve scores in the
national Children and Young Person’s survey:
The Paediatric Team have developed an improvement plan based on an analysis of the comments from the
national survey. As a result, the following have occurred:




Improvements to Nightingale Ward’s parent’s room, to improve the environment and available facilities
Staff training to improve understanding of allergies
Awareness raising with staff regarding the availability of leaving gifts for children to ensure these are given
consistently

National Maternity Survey - Of the 51 patient experience questions asked, eight questions scored better than
expected (relating to support from and confidence in midwives, cleanliness, partner involvement and skin to
skin contact between mother and baby) and one question scored worse than expected (information regarding
postnatal check up with GP. Four questions have shown a significant decline in scores since the 2015 survey
(mostly relating to availability of staff in the ‘labour and birth’ section of the survey).

National
Maternity
Survey

Pathway

Antenatal
Care

Labour and
birth

Postnatal Care
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Performance

2016/17

2015/16

2013/14

Better

1 (8%)

1 (8%)

1 (11%)

About the same

11 (92%)

11 (92%)

8 (89%)

Worse

0

0

0

Better

3 (16%)

10 (53%)

9 (53%)

About the same

16 (84%)

9 (47%)

8 (47%)

Worse

0

0

0

Better

4 (20%)

3 (16%)

8 (44%)

About the same

15 (75%)

13 (68%)

9 (50%)

Worse

1 (5%)

3 (16%)

1 (6%)
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How will we improve?
The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve scores in the
national Maternity survey:
Always Events (aspects of the patient experience that are so important to patients and family members that
health care providers must aim to perform them consistently for every individual, every time ) are being
implemented within the department which will ensure any improvements made are patient-centred,
meaningful and relevant for those people who access maternity services. National survey results will be shared
with the co-production project group (staff, patients and partners/companions/carers).
National GP Survey
In addition the Trust participates in the national GP survey for Royal Primary Care. Chesterfield Royal Hospital
became caretaker of Holywell Medical Group in May 2015; this became Royal Primary Care 1 in July 2017 when
services officially became part of the Trust’s portfolio of services; Royal Primary Care 2 (Blue Dykes) came under
ownership of the Trust in April 2017.
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 the Trust scored below average for these in the 2017 survey
Following the national GP survey results in 2017, Royal Primary Care implemented a quarterly local survey,
based on questions from the national survey. Results show overall improvement since the most recent national
GP survey in 2017, however, this has not yet met national average.

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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How will we improve?
The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve scores in the
national GP survey:
Royal Primary Care has an improvement plan based on the findings of the national GP survey and the quarterly
local survey. This ensures that services are continuously working towards improving the following aspects of
patient experience:






Telephone access and responses
Patient/public perception of Receptionists
Access to online appointments
Access to clinicians
Communication within appointments

In addition, Royal Primary Care undertake quarterly local surveys to monitor those national questions where
opportunities for improvement have been identified from previous surveys.
Progress Monitoring
Progress against all of these ambitions is being monitored via our Friends and Family Test, local “we want to be”
survey, local GP 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 and monitor progress
through our patient feedback mechanisms.
Data Quality
The data for these indicators is taken from data published nationally by the Care Quality Commission.
Combined data for RPC calculated by using an average of percentages scored for RPC1 and RPC2.
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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).
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

2017/18

66%

71%

2016/17

63%

70%

2015/16

67%

70%

2014/15

60%

65%

In summary, our results for 2017 show:
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An improvement in four of the 32 key findings
No change in 25 of the 32 key findings
A deterioration in three of the 32 key findings
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Our top ranking scores
The five key findings where we compare most favourably with other similar acute trusts in England:
Key Finding

Trust score

National
Average

KF20. % experiencing discrimination at work in last 12 months (the lower the
10%
score the better)
KF21. % believing the organisation provides equal opportunities for career
89%
progression / promotion (the higher the score the better)
KF23. % experiencing physical violence from staff in last 12 months (the lower the 2%
score the better)

12%

KF26. % experiencing harassment, bullying or abuse from staff in last 12 months
(the lower the score the better)
KF27. % reporting most recent experience of harassment, bullying or abuse (the
higher the score the better)

21%

25%

47%

45%

85%
2%

Our bottom ranking scores
The five key findings where we compare least favourably with other similar acute trusts in England:
Key Finding

Trust score

National
Average

KF2. Staff satisfaction with the quality of work and care they are able to deliver 3.75
(the higher the score the better)
KF7. % able to contribute towards improvements at work (the higher the score 62%
the better)
KF22. % experiencing physical violence from patients, relatives or the public in last21%
12 months (the lower the score the better)

3.91

KF24. % reporting most recent experience of violence (the higher the score the
better)
KF29. % reporting errors, near misses or incidents witnessed in last month (the
higher the score the better)

62%

66%

86%

90%

70%
15%

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


We receive our report from Picker, outlining our performance in each of the staff survey questions against
the 48 other trusts Picker works with. The full output from the NHS staff survey 2017, benchmarking our
position against 92 equivalent sized acute trusts, has been shared. The information is supplied to trusts in
two ways:
Full feedback report: lengthy report with detailed data from the 2017 survey on the 32 key findings by
directorate, occupational groups and demographic groups, and details of each question included in the
questionnaire. The feedback reports also contain data required for the Workforce Race Equality Standard
(WRES).
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Summary feedback report: a summary of the key data from the full feedback report. It contains results from
the 2017 survey on the 32 key findings and includes the top and bottom rankings, local changes since 2016 (if
this data is available), and benchmarked analysis against other organisations of a similar type. This is the
report which is typically shared within organisations as its format is more user-friendly and shows comparisons
over time and with the national average.
Key Findings are calculated through a process of amalgamation and assessment of all the questions in the
survey. As in previous years, there are two types of Key Finding:



percentage scores, i.e. percentage of staff giving a particular response to one, or a series of, survey
questions
Scale summary scores, calculated by converting staff responses to particular questions into scores. For
each of these scale summary scores, the minimum score is always 1 and the maximum score is 5

The Chesterfield Royal Hospital NHS Foundation Trust has taken the following actions to improve this score
and so the quality of its services, by:
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Leading the Chesterfield Way, Listening into Action, Health and Well-Being initiatives, Applause staff
recognition, focus on improving flexible working practices and culture - and a more accountable and
robust staff survey action planning process within divisions - are some of the recent improvements
(within 2015-17) that the Board has supported. 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.
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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:


Appraisal Season to be adopted April 2018 , supporting further improvement in completion rate and
quality of appraisal conversations



Learning from Incidents strategy introduced – includes a focus on reporting through awareness raising
and support. Currently working through implementation plan



Increased focus on staff mental health by the Health & Well-Being committee e.g. resilience training
offered for individuals and teams



Flexible working work stream and actions now in place, to improve
practices and promote culture of flexibility across the Trust.
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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?

Waiting time in the Emergency Department We missed the national target of 95% or more of our patients waiting four hours or less
before a decision to treat, admit or discharge.

Percentage of patients spending four hours or less in ED
Target
Chesterfield Royal
National4

2017/18

2016/17

2015/16

92.0%

87.2%

93.3%

88.4%

89.0%

91.9%

95%

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



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 performed 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.

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.

What are we going to do next?
We aim to improve our performance in the coming year by focusing on the flow of patients through the
department by extending our Emergency Department and working with partners to ensure patients are seen by
the most appropriate healthcare professional.
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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 2017/18 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?

Referral to Treatment Time
At the 31st March 2018, 91.8% (standard 92%) of patients on incomplete pathways had been
waiting less than 18 weeks.

Standard

2017/18

2016/17

2015/16

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

91.8%

92.8%

93.3%

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 to ensure delays are minimised with additional appointments
being made available where necessary, however due to high demand in a number of areas and the need to
cancel some non-urgent elective activity as part of our winter plan we have narrowly 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:


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

What are we going to do next?
We aim to achieve the national standard.
Data Quality
The data for these indicators are 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 Patient Reported Outcome Measures
Patient Reported Outcome Measures (PROMs) assess the quality of care delivered to NHS patients from the
patient perspective. Currently covering four clinical procedures, PROMs calculate the health gains after surgical
treatment using pre- and post-operative surveys.
The procedures are:





hip replacements
knee replacements
groin hernia
varicose veins

PROMs have been collected by all providers of NHS-funded care since April 2009.
PROMs measure a patient’s health status or health-related quality of life at a single point in time, and are
collected through short, self-completed questionnaires. This health status information is collected before and
after a procedure and provides an indication of the outcomes or quality of care delivered to NHS patients.
PROMS are collated quarterly, and due to information captured, the surveys run at least 2 quarters behind.
Therefore, the data included is for the last full year (2015/16). The data for 2016-17 for hips and knees is
currently only provisional, Groin Hernia and Varicose Veins have been finalised.

Groin Hernia
Hip Replacement
Knee Replacement
Varicose Vein

Health Status Questionnaire
Participation Rates
Finalised data for April 2015 to March 2016
(Published August 2017)
National
CRH
57.4%
74.9%
86.9%
104.3%
96.4%
100.0%
32.8%
85.1%

Groin Hernia
Hip Replacement
Knee Replacement
Varicose Vein

Provisional data Hips and Knees for April 2016 to March 2017 &
Final data Groin Hernia and Varicose Vein April 2016 to March 2017
(Published February 2018)
National
CRH
57.8%
73.2%
85.9%
105.3%
94.6%
100.5%
35.0%
85.1%

As the tables above show, participation rates are meeting in excess of the national average.
The Trust’s ranking has been calculated against national data via NHS Digital (Health and Social Care Information
Centre, HSCIC).
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Groin Hernia
Year

Actual
participation %
74.9%
73.2%

Nat Avg

Actual
participation %
104.3%
94.6%

Nat Avg

Nat Avg

2015/16

Actual
participation %
100.0%

96.4%

Ranking from all
relevant Trusts
144 / 340

2016/17

100.5%

105.3%

127 / 312

Year

Value

Nat Avg

2015/16
2016/17

85.1%
85.1%

32.8%
35.0%

Ranking from all
relevant Trusts
9 / 153
5 / 123

2015/16
2016/17

57.4%
57.8%

Ranking from all
relevant Trusts
98 / 292
103 / 297

Hip Replacement
Year
2015/16
2016/17

86.9%
85.9%

Ranking from all
relevant Trusts
82 / 340
59 / 312

Knee Replacement
Year

Varicose Vein

Chesterfield Royal Hospital NHS Foundation Trust considers that this data is as described for the following
reasons:
PROMS are collated quarterly and due to the information captured, the surveys run at least two quarters
behind. Therefore, the data included is for the last full year (2015/16) and part year of 2016/17. It should be
noted that a higher figure than national average indicates a better performance.
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The Trust intends to take the following actions to improve these outcomes scores, and the quality of its
services by:




Liaising with surgeons from the Trauma and orthopaedic department to ascertain why there is a difference
in results for Hips and Knees.
The Clinical Audit Department are speaking with surgical leads around Hernia operations to ascertain why
patients are reporting worsening outcomes post-op.
The Clinical Audit Department will continue to work with the Pre-assessment team to ensure that the
participation rate remains as high as possible, matching the pre-op questionnaire response with the
operation date. This will increase the chances of the post-operation questionnaire to be returned and the
Trust target of 70% participation rate to be met.

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.

Quality Accounts – Statement from the Trust’s Council of Governors
The Council of Governors would like to comment on the following areas:
 Listening into Action (LiA) – The Council appreciate the progress which has been made with reference to
LiA and are pleased that the programme will continue for an additional year. The Council looks forward to
continuing to receive regular updates.
 End of life care – The Trust has made significant improvements to the end of life care offered by the
hospital, which has been supported by participation in a national initiative from NHS improvement. The
Council of Governors feel that the development of a new training video shows real innovation to ensure
that learning is not lost.
 Outpatient Improvement Project – The Trust is taking action to improve patient experience for those
people who use our outpatient services. Whilst the Council acknowledges that work in outpatients has
been required for some time and progress may have been slower than perhaps desired, they are pleased
that there has been a renewed focus and that an Outpatient Programme Manager has been appointed;
Governors look forward to seeing further developments and monitoring progress.
 Volunteers – The Council of Governors received an excellent presentation, which gave an overview of the
Trust’s voluntary services and of the plans and priorities for voluntary services. Governors felt that
involving a volunteer in presenting added impact to the messages being conveyed. The Council is very
supportive of the Young Person’s project and wish to commend this initiative, as they believe it will help to
gain additional views of children and young people, as well as offering a pathway for young people to
access employment in healthcare services. The Council recognise the added value that volunteers bring to
the hospital and support the Trust’s buddying system, which provides a support structure and helps
volunteers to gain additional skills. Whilst Governors are supportive of recruitment of End of Life volunteer
companions, they do feel that this should be handled sensitively to ensure, the right people are brought
into this role and that an appropriate support system is established.
 The Team Around the Patient – The Council understand there can be difficulties associated with
recruitment of nursing staff; they feel it is positive to see innovative solutions, which are well-led to ensure
that quality and safety is provided. Whilst Governors realise the project is in its infancy and that work is
progressing; they look forward to seeing the results, as they feel it is of benefit to both patient experience
and staff development.
 Royal Primary Care – The Council recognises that Royal Primary Care has presented some challenges for
those involved and that it may have required additional input to that which was expected initially. They
are, however, pleased to see that a sound management structure has been developed; they appreciate
that work is continuing and are supportive of this. Governors are willing to engage with Royal Primary
Care, to ensure that they are integrated into the hospital and the Council will continue to be sighted on
progress made in relation to Royal Primary Care.
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Nutrition Support Nurse – Governors were pleased to receive a presentation from the Trust’s Nutrition
Support Nurse, who explained her role and that of the Nutritional Support Team. Governors commended
the work of this team, as they aim to improve patient experience and are supporting staff in improving
practice.



Project work – The Council are grateful to the Mayor’s appeal for raising funds for this initiative which was
being underwritten by the Charitable Funds Committee.

Project work – Governors continues to be included on Trust project board and are active in the following:


Urgent Care Village Development: this project aims to improve patient and staff experience of the
urgent and emergency care pathways. The Council of Governors is pleased that work on the phased
development is progressing and that building work has begun. The Council have expressed a desire to
be involved in a review of Emergency Department pathways, as they hope the improvement work will
help to enhance integrated working.



Retreat at the Royal: this project aims to provide a tranquil outside space for patients and staff,
situated near the MacMillan Centre and Relax at the Royal. This type of outside space has been found
to be therapeutic for patients and the Governors are extremely supportive of this project. The Council
are grateful to the Mayor’s appeal for raising funds for this initiative, which was being underwritten by
the Charity Funds Committee.



Day case Care: improvements in day case care have been a continued topic of discussion at the Trust’s
Patient and Public Involvement Committee. Governors would like to see the development of a strategy
for related improvements and have identified progress against this as a priority for the next twelve
months.



Additional Activities: Governors undertake an annual programme of ward visits, to gain an
understanding of patient experience, good practice and opportunities for improvement. These and
other activities are ongoing and the Council continues to monitor patient experience at the Trust to
ensure that it is optimum.
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Statement from North Derbyshire Clinical Commissioning Group
General Comments
NHS North Derbyshire Clinical Commissioning Group (NDCCG) is responsible for providing the commissioner
statement on the quality account provided by Chesterfield Royal Hospital NHS Foundation Trust (CRHFT) and in
doing so has taken account of comments made by NHS Hardwick Clinical Commissioning Group as an associate
commissioner. Careful consideration has been given to the content and accuracy in line with the national
guidance. NDCCG can confirm that CRHFT has produced a Quality Account that meets the required criteria and
that the information provided appears to be accurate and representative of the information available to NDCCG
through contract monitoring and quality assurance processes during the year.
Measuring and Improving Performance
The Quality Account describes the quality of services provided this year by Chesterfield Royal Hospital
Foundation Trust (CRHFT) measured against national, regional and local standards as detailed within the NHS
contract and also within the local quality schedule and Commissioning for Quality and Innovation scheme
(CQUIN). Areas in which CRHFT has performed exceptionally well include – the sustained reduction in C. difficile
infections, reduced rate of hospital acquired pressure ulcers and an overall reduction in the rate of falls per
1,000 bed days.
Commissioners are pleased to note that the Trust has been recognised by NHS Improvement for their reduction
in Escherichia coli (E-Coli) blood stream infections due to a 41% reduction in cases.
Last year CRHFT detailed 3 local priorities for quality improvement over the year. These were broadly described
as patient safety, clinical effectiveness of care and treatments and patient feedback. It is clear that work on
these areas has led to some significant achievements, including the delivery of three priority care bundles Saving babies Lives, Sepsis and nursing care audits to bring together a range of measures that provide a
strategic overview and focus on the fundamentals of nursing care with the initial priorities being hydration and
clinical observations.
The Trust has worked to reduce avoidable harm to patients focusing on recognising and responding to
deteriorating patients and the development of a new trust wide observation policy and chart. There has also
been significant work around communication and discharges with the introduction of a multi-agency discharge
hub and integrated working across the system to introduce discharge to assess and manage pathways which has
directly improved patient care through the reductions in delayed discharges and ensuring that patients are
assessed closer to home.
The Trust underwent an inspection by the Care Quality Commission in February 2017 against the Well Led
domain in which a rating of “Good” was achieved and therefore the Trust has now been given an overall rating
of “Good” and they should be commended for this improvement.
Patient satisfaction and feedback is a key indicator of success and the Trust set out to check what patients think
about their hospital experiences through a range of measures including the national indicator known as the
Friends and family test, the Trusts scores are line with the national average for all areas other than the
Emergency Department. It is hoped that the current upgrade programme which will expand the Emergency
Department will assist with this feedback in 2018/19. Commissioners have been pleased to see a lot of positive
work has been undertaken in collaboration with staff, patients and carers to improve and maintain a positive
patient experience. Patient feedback consistently highlights staff attitude and good service as key influences to
a positive patient experience and it is encouraging to see that 95% of patients report being treated with
kindness, compassion and respect in the dignity audit, in addition to a reduction in complaints.
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The Trust has given high priority to the rapid recognition and management of patients with suspected SEPSIS;
however the proportion of patients receiving their antibiotics within an hour has deteriorated in year. The Trust
are working hard to address this with investment in a SEPSIS Nurse Practitioner, continuous education and
implementation of an Emergency 2222 SEPSIS call system to promote this being treated as a time critical
emergency. Commissioners expect to see an increase in performance as a result of this focus on 2018/19 and
will monitor this through the usual quality improvement processes.
It is recognised that staff satisfaction and a feeling of being valued positively affects patient care, the annual
staff survey contains a friends and family question to measure what proportion of staff would recommend the
Trust as a provider of care, this measure has improved in the recent survey however remains below the national
average. The Trust’s response rate in the 2017 survey was greatly improved but overall the results remained
largely similar despite a trust wide action to improve staff engagement through the introduction of Listening
into Action (LiA) in May 2017. The Trust aims to continue with this work and commissioners expect to see
improvements as a result of this reflected in the 2018 survey.
CRHFT priorities for improvement in 2018/19 have been identified and reflect both the national agenda and
areas identified by both Governors and Commissioners, they include 



Clinical Effectiveness – to continue to drive improvements with SEPSIS, and introduce customised growth
charts as part of the Saving babies Lives improvement plan
Patient Safety – utilize skills drills to improve recognition of the deteriorating patient
Patient Experience – improve the use of social media for feedback

Additional comments
The Quality Account is an annual report to the public that aims to demonstrate that the Trust is assessing
quality across the healthcare services provided. The Quality Account provides patients and their families with an
accurate, honest and reflective account of the progress that the Trust has made throughout this year and its
future plans to further enhance service provision.
NHS North Derbyshire Clinical Commissioning Group and associate commissioners look forward to continuing to
work with the Trust to commission and deliver high quality patient care.

Jayne Stringfellow
Chief Nurse and Quality Officer
On behalf of NHS North Derbyshire Clinical Commissioning Group
19th April 2018
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Statement from Derbyshire Healthwatch
Healthwatch Derbyshire (HWD) is an independent voice for the people of Derbyshire. We collect feedback from
people about using health and social care services, and what they think could be improved. We share these
views with those who have the power to make change happen.
We gather experiences from patients and members of the public through a small team of Engagement Officers,
supported by volunteers. We undertake both ‘general engagement’ to hear about a variety of different
experiences, and ‘themed engagement’ which we use to explore a particular topic in more detail.
The findings of our themed engagement work is analysed and written up into reports, which include
recommendations for improvement. Service providers and commissioners are then asked to respond to these
recommendations. All our reports, including the responses we receive are published on the Healthwatch
Derbyshire website.
The experiences gathered through our ‘general engagement’ are fed through to organisations on a regular basis
throughout the year to give 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.
The Trust reply to these comments thoroughly and with rigour, setting out learning and next steps that will
follow.
We have read the Quality Account for 2017/18 prepared by the Trust with interest. We have considered if and
how the content reflects some of the topics which have emerged in the feedback that Healthwatch Derbyshire
has collected during the past year.
Healthwatch Derbyshire welcomes the priority around improving patient experience. Communication,
Empowering patients and emotional support are all identified by the Trust as key factors, and the feedback that
we collect from people in Derbyshire would also suggest that these factors are really important. We particularly
hear about how important communication is, so we very much welcome work to get the right information to
the right person, at the right time and will be very happy to support and contribute to this priority in the year
ahead.
Healthwatch Derbyshire also welcomes the attention that the Trust gives to carers, through the creation of a
carer’s action plan and investment in a carer’s liaison post. Healthwatch Derbyshire continues to engage with
carers to find out more about their experiences of using health and social care services, to help organisations
best respond to their needs.
Healthwatch Derbyshire also welcomes the opportunities for improvement identified within maternity,
especially around information/explanation and communication. Again, the experiences collected by
Healthwatch correlate with this theme. We wholeheartedly welcome efforts at the Trust to make
improvements in these areas.
We look forward to working with the Trust in the year ahead.

Statement from Derbyshire County Council Improvement and Scrutiny
The Health Scrutiny Committee is pleased to receive the Quality Report for the Chesterfield Royal Hospital NHS
Foundation Trust for 2017/18. 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.
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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 2016/17 and supporting guidance
the content of the quality account is not inconsistent with internal and external sources of
information including:
o
o
o
o
o
o
o
o
o
o
o
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board minutes and papers for the period April 2017 to March 2018
papers relating to quality reported to the board over the period April 2017 to March 2018
feedback from commissioners dated 24/04/2018
feedback from governors dated 04/04/2018
feedback from local Healthwatch organisations dated 14/05/2018
feedback from Overview and Scrutiny Committee dated 27/04/2018
the trust’s complaints report published under regulation 18 of the Local Authority Social
Services and NHS Complaints Regulations 2009,
the latest national patient survey 20/07/2017
the latest national staff survey 06/03/2018
the Head of Internal Audit’s annual opinion over the trust’s control environment dated
23/05/2018,
CQC inspection report dated 17/05/2017

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 account, 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 NHS Improvement’s annual reporting
manual and supporting guidance (which incorporates the Quality Account regulations) as well as
the standards to support data quality for the preparation of the Quality Report.
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The directors confirm to the best of their knowledge and belief they have complied with the above
requirements in preparing the Quality Report.

By order of the board

Helen Phillips

Simon Morritt

Chairman

Chief Executive

23 May 2018

23 May 2018
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Independent Auditors Report
on the

Quality Account
(including Limited Assurance Statement)
2017/18
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INDEPENDENT AUDITOR’S REPORT TO THE COUNCIL OF GOVERNORS OF
CHESTERFIELD ROYAL HOSPITAL NHS FOUNDATION TRUST ON THE QUALITY
REPORT
We have been engaged by the Council of Governors of Chesterfield Royal Hospital NHS Foundation
Trust to perform an independent assurance engagement in respect of Chesterfield Royal Hospital NHS
Foundation Trust’s Quality Report for the year ended 31 March 2018 (the ‘Quality Report’) and certain
performance indicators contained therein.
Scope and subject matter
The indicators for the year ended 31 March 2018 subject to limited assurance consist of the national
priority indicators as mandated by NHS Improvement:
•
•

Percentage of incomplete pathways within 18 weeks for patients on incomplete pathways;
Percentage of patients with a total time in A&E of four hours or less from arrival to admission,
transfer or discharge;

We refer to these national priority indicators collectively as the “indicators”.
Respective responsibilities of the directors and auditors
The directors are responsible for the content and the preparation of the Quality Report in accordance
with the criteria set out in the NHS Foundation Trust Annual Reporting Manual issued by NHS
Improvement.
Our responsibility is to form a conclusion, based on limited assurance procedures, on whether anything
has come to our attention that causes us to believe that:
•
•
•

the Quality Report is not prepared in all material respects in line with the requirements set out in
the NHS Foundation Trust Annual Reporting Manual and supporting guidance;
the Quality Report is not consistent in all material respects with the requirements in NHS
Improvement’s “Detailed requirements for quality reports for foundation trusts 2017/18”; and
the indicators in the Quality Report identified as having been the subject of limited assurance in
the Quality Report are not reasonably stated in all material respects in accordance with the NHS
Foundation Trust Annual Reporting Manual and supporting guidance, and the six dimensions of
data quality set out in the Detailed guidance for external assurance on quality reports.

We read the quality report and consider whether it addresses the content requirements of the NHS
foundation trust annual reporting manual and supporting guidance, and consider the implications for
our report if we become aware of any material omissions.
We read the other information contained in the quality report and consider whether it is materially
inconsistent with:
•
•
•

board minutes for the period April 2017 to May 2018;
papers relating to quality reported to the board over the period April 2017 to May 2018;
feedback from commissioners, dated April 2018;
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•
•
•
•
•

feedback from local Healthwatch organisations received in year;
the trust’s complaints reports published under regulation 18 of the Local Authority; Social Services
and NHS Complaints Regulations 2009 released in year;
the national patient surveys released in year;
the national staff surveys released in year; and
Care Quality Commission inspection, dated 17 May 2017.

We consider the implications for our report if we become aware of any apparent misstatements or
material inconsistencies with those documents (collectively, the ‘documents’). Our responsibilities do
not extend to any other information.
We are in compliance with the applicable independence and competency requirements of the Institute
of Chartered Accountants in England and Wales (ICAEW) Code of Ethics. Our team comprised
assurance practitioners and relevant subject matter experts.
This report, including the conclusion, has been prepared solely for the Council of Governors of
Chesterfield Royal Hospital NHS Foundation Trust as a body, to assist the Council of Governors in
reporting the NHS Foundation Trust’s quality agenda, performance and activities. We permit the
disclosure of this report within the Annual Report for the year ended 31 March 2018, to enable the
Council of Governors to demonstrate they have discharged their governance responsibilities by
commissioning an independent assurance report in connection with the indicator. To the fullest extent
permitted by law, we do not accept or assume responsibility to anyone other than the Council of
Governors as a body and Chesterfield Royal Hospital NHS Foundation Trust for our work or this report,
except where terms are expressly agreed and with our prior consent in writing.
Assurance work performed
We conducted this limited assurance engagement in accordance with International Standard on
Assurance Engagements 3000 (Revised) – ‘Assurance Engagements other than Audits or Reviews of
Historical Financial Information’, issued by the International Auditing and Assurance Standards Board
(‘ISAE 3000’). Our limited assurance procedures included:
•
•
•
•
•
•

evaluating the design and implementation of the key processes and controls for managing and
reporting the indicator;
making enquiries of management;
testing key management controls;
limited testing, on a selective basis, of the data used to calculate the indicator back to supporting
documentation;
comparing the content requirements of the NHS Foundation Trust Annual Reporting Manual to the
categories reported in the Quality Report; and
reading the documents.

A limited assurance engagement is smaller in scope than a reasonable assurance engagement. The
nature, timing and extent of procedures for gathering sufficient appropriate evidence are deliberately
limited relative to a reasonable assurance engagement.
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Limitations
Non-financial performance information is subject to more inherent limitations than financial information,
given the characteristics of the subject matter and the methods used for determining such information.
The absence of a significant body of established practice on which to draw allows for the selection of
different, but acceptable measurement techniques which can result in materially different
measurements and can affect comparability. The precision of different measurement techniques may
also vary. Furthermore, the nature and methods used to determine such information, as well as the
measurement criteria and the precision of these criteria, may change over time. It is important to read
the quality report in the context of the criteria set out in the NHS Foundation Trust Annual Reporting
Manual and supporting guidance.
The scope of our assurance work has not included governance over quality or the non-mandated
indicator, which was determined locally by Chesterfield Royal Hospital NHS Foundation Trust.
Conclusion
Based on the results of our procedures, nothing has come to our attention that causes us to believe
that, for the year ended 31 March 2018:
•
•
•

the Quality Report is not prepared in all material respects in line with the requirements set out in
the NHS Foundation Trust Annual Reporting Manual 2017/18 and supporting guidance;
the Quality Report is not consistent in all material respects with the requirements in NHS
Improvement’s “Detailed requirements for quality reports for foundation trusts 2017/18”; and
the indicator in the Quality Report subject to limited assurance has not been reasonably stated in
all material respects in accordance with the NHS Foundation Trust Annual Reporting Manual
2017/18 and supporting guidance, and the six dimensions of data quality set out in the Detailed
guidance for external assurance for quality reports.

KPMG LLP
Chartered Accountants
One Snow Hill
Snowhill Queensway
Birmingham
B4 6GH
24 May 2018
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Chesterfield Royal Hospital NHS Foundation Trust
Calow
Chesterfield
Derbyshire S44 5BL
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