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1. Summary Statement on Quality from 
the Chief Executive 2017/18

Reflecting on the past year at the Countess, gives me cause to 
be grateful for the valuable contributions of the local community, 
hospital staff and health & social care partners in meeting the 
needs and expectations of our patients and their families.

2017/18 has certainly been a challenge, 
but one that we have met head on with 
determination and skill. At a time when we 
have faced an increasing demand on urgent 
care services, the growing complexity in 
patients’ needs and having to maintain 
additional beds (over and above our usual 
levels) to ensure timely access to care and 
treatment at their point of need we have 
also embarked on our hugely ambitious 
Model Hospital Programme. The Programme 
is designed to show how good clinical 

practice, workforce management and careful 
spending leads to improved efficiency. 
Ultimately, it is about making it easier for 
patients to use our services, improving 
patient flow, matching staffing levels to 
patient need and stopping the things that 
no longer add any value. Underpinned 
at all times by our Trust behavioural 
standards it is the Model Hospital 
Programme that defines what an ambitious 
and forward thinking Trust looks like. 
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What does busy at the Countess look like?
Below are a few of the activities we 
undertake across a typical week ‑

• Up to 1,620 people arriving for urgent 
care in our Emergency Department

• More than 10,368 drugs being prescribed 
and dispensed by our pharmacists 
for patients under our care

• A total of 1,163 X-rays being 
taken by our radiographers

• Fixing 167 broken bones in 
our fracture clinics

• Our midwives delivering 46 

babies into the world

• Our skilled surgeons carrying out 
512 operations in our theatres

• A total of 6,151 people being seen 
by our doctors and specialist nurses 
in outpatient appointment clinics

Yet despite these challenges, staff have 
exceeded my expectations in delivering 
not only our usual business to the highest 
standard possible but also going above 
and beyond to make a real difference for 
patients and their families. I am very pleased 
to be able to share this example with you. 

Ward 45 nurse wins ‘Patient Choice’ award 
for planning couple’s big day
Ward 45 manager Julie Dixon and her team 
received the biggest cheers on awards night 
for the ward’s heart‑warming efforts to help 
a couple get married in the hospital. Former 
taxi driver Bill Sansby, 67, had been a patient 
at the Countess for more than six months 
when he proposed to long‑time partner 
Maggie on the ward, setting off a whirlwind 
fortnight of planning that eventually saw 
the couple become newlyweds in front of 
family, friends and ‘dog of honour’ Bailey. 
With Bill having been in hospital with a series 

of complex issues, Maggie started putting 
together outfits and taking Bailey to the dog 
groomers, while Julie started ringing round 
for help with catering and decorations.

This I hope demonstrates the culture within 
the hospital which is one where patients, 
families and staff work together to achieve 
great things. This past year has also seen 
the introduction of some significant changes 
to benefit patients and improve the ways in 
which we work within the hospital. Below are 
just a few examples of our achievements. 

Stroke unit celebrates world first with new trial
A stroke patient at the Countess became the 
first person to take part in a global study of 
a pioneering new treatment. The procedure, 
called Magnetically Enhanced Diffusion 
for Acute Ischaemic Stroke (MEDIS), can 
potentially push life‑saving drugs through 
the bloodstream 30 times faster than they 
travel normally and significantly decrease 

the risk of long‑term disability. “In research 
we need to keep an open mind, but MEDIS 
is a very simple idea and that’s the beauty of 
it,” Stroke consultant Mr Kausik Chatterjee 
said. “It can work and if it does work it 
will change the whole treatment pathway 
for patients who have had a stroke.”

4 of page 67

Quality Account 2017/18

Summary Statement on Quality from the Chief Executive 2017/18



Co-ordination Centre Programme launched 
The new patient flow technology launched 
reduces the time people spend in hospital 
by improving bed management and giving 
staff more time to care for patients. The 
Co‑ordination Centre Programme uses 
4,000 sensors installed throughout the site 
to create a real‑time picture of the entire 
hospital, giving the location of tagged 
equipment and picking up data from badges 
and electronic wristbands which staff and 
patients are being asked to wear. This 
information is sent to a Co-ordination Centre, 
which acts like an air traffic control room, 
where decisions can be made in patients’ 
best interests and to reduce waiting times 
where possible using the real‑time data.

Initial findings at the Countess include;

• Time from a patient being discharged 
to their hospital bed being ready for a 
new patient – under 2.5 hours. This is 
down from around four hours before 
the Co‑ordination Centre Programme 

• Bed Turnaround Team – cleaned an 
average of 323 beds a week, which is 
60 per cent of all ward beds cleaned, 
releasing an average of 156 hours 
a week back to nursing staff

• Porters – An average of 700 porter 
requests are logged daily, with 
over 180,000 being completed 
since this part of the system was 
first introduced in March 2017

Model Hospital Showcase
More than 60 healthcare professionals from 
across the country visited the Countess 
in early December for the Trust’s first 
Model Hospital Showcase. The event 
gave NHS colleagues from outside the 
Trust a chance to see our Model Hospital 

Programme in action by finding out 
about the wide variety of projects being 
worked on to streamline processes and 
increase efficiencies whilst improving or 
maintaining high standards of care.
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What’s next?
We pride ourselves on being an open and 
transparent hospital, we acknowledge that 
there are times when we don’t get things 
right first time for our patients but we have 
learned from this and continue to do so. 
2018/19 will focus on strengthening our 
Quality Improvement Strategy, developing a 
network of quality champions to take forward 
improvements in operational processes, 
care delivery and service development. 
These projects will be chosen by the staff, 
relevant to their area expertise and be 
responsive to patient feedback; they will use 
quality improvement tools and techniques 
and outline clear, measurable aims and 
outcomes to demonstrate the benefits to 
patients, families and the wider public. This 
programme will support the wider Business 
Plan which is centred on reducing process 
and clinical variation, collaboration and 
integration and performance and culture. 

Delivering safe services by reducing 
clinical variation through the ‘Model 
Ward’ programme, we will focus on 
getting it right first time for all our 
patients to ensure the right care and 
treatment is started at the right time in the 
patient’s journey. In particular, we will be 
concentrating on how we recognise and 
treat patients with sepsis, how we protect 
time in the wards for medicine rounds 
to improve safety and how we prevent 
patients from falling whilst in our hospital. 

Delivering kind and compassionate care 
by building on our high performance 
culture, we will focus on creating a culture 
within the Countess that fosters the values 
and behaviours that patients, the public 
and staff expect, one where staff come 
to work, to do their work and improve 
their work and getting the right number 
of nursing staff, with the right skills, to 
the right patient at the right time.

Delivering effective services by reducing 
process variation, we will focus on 
the way in which we work to ensure we 
improve the safety, quality and experience 
of our patients. In particular, we will be 
concentrating on how we care for our 
elderly, preventing unnecessary time in 
hospital and reducing the number of 
avoidable cancellations for patients requiring 
surgery or outpatient appointments. 

Our people, our patients and the support 
we have from the local community is 
what make our hospital special. We are 
grateful to everyone involved with the 
Countess for the continued support 
and look forward to maintaining our 
commitments to delivering Safe, Kind 
and Effective care throughout 2018/19. 

The Chief Executive confirms that to the 
best of his knowledge the information 
in this report is accurate and has been 
complied with the requested requirements. 

Tony Chambers, Chief Executive 
22nd May 2018
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2. Priorities for Improvement and 
Statements of Assurance from the Board

The Model Hospital work streams are 
supporting the improvement of patient 
safety, quality and outcomes. Our choices 
and those of the local population we 
serve are reflected in our priorities 
going forward. The Patient Experience 
Operational Group (PEOG) gathers 
the views of patients, families and the 
public to support and where necessary 
direct improvements in clinical practice, 
service delivery and patient pathways. It 
provides a forum to engage with a range 
of hospital teams, patient representatives 
and Governors to review feedback and 

agree any actions needed in response. 

Our hospital works closely with regulators 
and commissioners to ensure we 
continuously strive for excellence and 
monitor our progress against local, regional 
and national standards of care. The Trust 
underwent the full Care Quality Commission 
(CQC) inspection in February 2016 and we 
are pleased to report that the Trust was 
rated as ‘Good’ overall. Since the inspection 
we have continued to improve and have 
taken forward a number of developments 
to benefit patients, these include; 

The Cheshire Care 
Record contents have been 

extended; it now contains a wealth 
of information that can help when 

providing treatment to patients. Countess 
staff are able to see information such as; 
GP medications and problems; details of 

social care packages from Cheshire West or 
Cheshire East Councils; information from the 
Community and Mental Health teams; data 
from Clatterbridge and Christie Hospitals 

about cancer treatment and inpatient, 
outpatient and emergency activity 

from any of the three Acute 
hospitals in Cheshire.

 
A new resource to 

support staff when dealing 
with an acutely deteriorating 
patient has been launched by 
the Practice Development and 

Critical Care Outreach team; the 
‘RESCUED Bundle’ outlines 
clearly the steps staff should 
undertake when managing 

deteriorating patients.

Safe
improving 

the safety of 
patients in 

our care 

 
The E-rostering 

team has continued 
to expand the portfolio of 

areas covered. Implementing 
‘HealthRoster’ and ‘SafeCare’ 

simultaneously across 30 of our 
wards and departments, this 
has meant the safe staffing 
levels needed is matched to 

patients’ acuity.
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Dementia team fully 
established, including 

cover for Ellesmereport 
Hospital to support 

inpatient care.

The Red Bag Passport scheme 
has been designed to improve the 

patient journey for care home residents 
when they are admitted to hospital. Residents 
of all 43 nursing and residential homes in West 
Cheshire will now be given a red bag which will 
accompany them when being admitted to the 
Countess. The bag will be used to safely store 

personal items such as glasses, hearing aids and 
mobile phones as well as important medication and 
patient notes such as the new patient passport and 

“This is Me” booklet. The Red Bag passport will 
stay with patients throughout their stay at the 

Countess and will return to the care home 
with them upon discharge

Kind
Improving the 
experience of 

patients 

 
We introduced a 

system of partial booking 
for outpatient follow up 

appointments. Supported by a 
reminder system for both new and 

follow up outpatient appointments using 
text messaging (SMS) and Interactive 

Voice Messaging to landlines, the reminder 
system was enhanced to provide a two 

way confirmation for the patient to 
either confirm, rebook or cancel the 

appointment, giving our patients 
greater choice. 

A new set of 
regional guidelines 

have been produced to 
help ward teams deliver 

symptom control to 
palliative patients.



New Co-ordination 
Centre opened that 
gives oversight to 

capacity, acuity and 
staffing across the 

whole Trust.

Live dashboard 
further development 

to support access and 
flow in the Emergency 

Department. 

Ambulatory Emergency Care 
(AEC) opened in the Emergency 

Department (ED) to ease the flow of 
patients through the ‘majors’ area. Patients, 

who present as ambulatory that do not require 
monitoring or a trolley and do not meet the 

criteria for referral to the Urgent Treatment Centre 
will be referred to Ambulatory Emergency Care 
(AEC). Under the care of a senior ED doctor, a 

nurse and a nursing assistant, patients will receive 
where necessary, a full complement of diagnostic 
interventions. Treatment, referral and admission 

processes remain unchanged. As a result 
of this change, the minors department 

will become an emergency nurse 
practitioner led service.

The inpatient pre-
assessment service transferred 

to the Jubilee Day Surgery Centre 
to offer us the opportunity to 

develop an ‘under one roof’ service 
with day case & pre-assessment, as well 
as further work to develop a ‘one-stop-

shop’ streamlined services, utilising 
new technologies to help reduce the 

number of patients we bring back 
for pre-assessment checks.

New Bed 
Turnaround Team 
employed to help 

improve patient flow 
& release nursing 

time. 

The hospital Specialist 
Palliative Care Team (HSPCT) 

have improved their electronic 
referral form internally, this will 
enable the HSPCT to prioritise 

their workload more effectively and 
optimise the service for palliative 
patients in the hospital who have 

complex needs that cannot be 
addressed by our ward teams.

Effective
improving 

processes to 
benefit patients 
safety, quality & 

experience 

Colleagues 
can now refer 

straight into the 
Community Healthy 

Ageing team 
electronically.

Urgent Treatment Centre 
opened to support patients 
to be seen in the right place 
by the right person and ease 
some of the pressure on our 

Emergency Department.



Countess of Chester Hospital NHS 
Foundation Trust is required to register 
with the Care Quality Commission (CQC) 
and its current registration status is to 
provide care, treatment and support, 
without any conditions attached to 
registration. The Care Quality Commission 
has not taken any enforcement action 

against Countess of Chester Hospital 
NHS Foundation Trust during 2017/18.

Countess of Chester Hospital NHS 
Foundation Trust has not participated in 
any special reviews or investigations by 
the CQC during the reporting period.

2.1 Priorities for Improvement in 2018/19
After taking this into account, our 
key priorities have been chosen 
to reflect three areas; 

Delivering safe services by reducing 
clinical variation through the ‘Model 
Ward’ programme, we will focus on 
getting it right first time for all our 
patients to ensure the right care and 
treatment is started at the right time in the 
patient’s journey. In particular, we will be 
concentrating on how we recognise and 
treat patients with sepsis, how we protect 
time in the wards for medicine rounds 
to improve safety and how we prevent 
patients from falling whilst in our hospital. 

Delivering kind and compassionate care 
by building on our high performance 
culture, we will focus on creating a culture 
within the Countess that fosters the values 
and behaviours that patients, the public 
and staff expect, one where staff come 
to work, to do their work and improve 
their work and getting the right number 
of nursing staff, with the right skills, to 
the right patient at the right time.

Delivering effective services by reducing 
process variation, we will focus on 
the way in which we work to ensure we 
improve the safety, quality and experience 

of our patients. In particular, we will be 
concentrating on how we care for our 
elderly, preventing unnecessary time in 
hospital and reducing the number of 
avoidable cancellations for patients requiring 
surgery or outpatient appointments. 

These priorities reflect the Trusts 
vision and form part of the wider 
2018/19 programme of work;

Countess 20:20 is how we review our 
core services to make sure they deliver the 
outcomes and quality our patients deserve. 
This is our internal approach to innovating 
and improving. The ‘Model Hospital’ 
supports the delivery of this programme. 

Integrated Specialist Services sees our 
hospital developing services as either 
a specialist centre in its own right, or 
through clinical networks in partnership 
with neighbouring hospitals. Our acute 
care collaboration with Wirral supports 
the delivery of this programme. 

The West Cheshire Way sees us working 
with local healthcare partners to redesign 
services so they are more joined up 
and easier for patients to access. The 
Integrated Care Partnership supports 
the delivery of this programme.
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Our Vision
Our vision is to deliver NHS 
care locally that makes our 
staff and our community 

proud by being safe, 
kind and effective.

Patient

Our Strategies

Countess 
20:20

Our Vision
 
 

Our Values

Acute care 
collaboration

Model 
Hospital

Vanguard

West 
Cheshire 

Way

Integrated 
Specialist 
Services

D
elivery 

 through:

Safe l Kind l Effective



Delivering safe services by reducing clinical variation 
through the ‘Model Ward’ programme
The ‘Model Ward’ programme has been 
designed to improve both operational and 
care processes within the adult inpatient 
ward areas. Using quality improvement 
tools and techniques the hospital staff 
will focus on providing consistency in the 
care and treatment they deliver. Getting it 
right first time for all our patients to ensure 
the right care and treatment is started at 
the right time in the patient’s journey.

Our measure of success will be 

• Increase in the number of patient who 

are appropriately screened for Sepsis 

• Increase in the number of patients 
with sepsis who are given antibiotics 
within 1 hour of diagnosis 

• Reduction in the number of 
medicine administration errors 
in the Model Ward areas 

• Increase in the compliance against 
‘Fall Prevention Measures’ 

• Reduction in the number of falls that 
result in harm to patients in our care 

Why is Sepsis important?
Many people die from Sepsis and this in 
some cases can be avoided; if we are able 
to identify Sepsis quickly and start the 
appropriate treatment it will help to save 
lives. We have a sepsis pathway in place 
in the hospital but we know that we do 
not always apply it consistently and that 
as a result some patients are delayed in 
getting the right care and treatment. This 
can happen for a variety of reasons, Sepsis 
can be difficult to identify as there are so 
many signs and symptoms and it can be 
confusing as these signs and symptoms may 

also indicate other illnesses or disease. We 
are committed to getting this right for our 
patients to improve the quality of Sepsis 
care received and to ensure that patients 
recover in the shortest time possible. This 
will mean patients do not need to stay in 
hospital for so long and are likely to return 
to their usual place of residence. Progress 
against our measures for success will be 
monitored through the Sepsis Steering 
Group which reports to the Quality, Safety 
& Patient Experience Committee (QSPEC), 
a sub‑committee of the Board of Directors. 

Why protected medicine rounds are important?
When nursing staff are undertaking a 
medicine round they are frequently 
interrupted in a busy ward environment. 
This can happen for a variety of reasons 
and as a consequence the round will take 
much longer than actually needed. These 
interruptions are distracting to the nurse 
and can lead to patients having delays in 
their medications being administered and 
may lead to the nurse making a mistake. 

By introducing protected medicine rounds, 
it will release time for the nurse to care for 
patients and families and reduce the risk of 
any medication delays or errors. Progress 
against our measure for success will be 
monitored through the Medicines Safety 
Group which reports to the Quality, Safety 
& Patient Experience Committee (QSPEC), 
a sub‑committee of the Board of Directors. 
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Why is preventing the risk of falls important?
When patients are in hospital it is important 
to for them to mobilise as soon as their 
recovery allows. Patients who do get out of 
bed, get dressed and start moving early are 
more likely to make a full recovery and return 
to their usual place of residence. As patients 
start their rehabilitation they may require 
additional support from physiotherapy staff 
and the use of equipment (such as walking 
aids), this in turn can increase the risk of the 
person slipping, tripping or falling whilst in 
hospital. As it is so important not to restrict 
a person from mobilising it means we need 
to put measures into place to prevent the 
person from falling. The falls prevention 
programme is made up of a number of 
nationally recognised interventions which will 
identify our patients most at risk of falling 
and will support the staff to consistently 
applying a number of interventions 
known to reduce the risk of a fall. 

We will be focusing on 

• Assessing if the person has a history 
of falls and/or has a fear of falling 

• Ensuring patients call bells 
are within reach 

• Ensuring patients have appropriate 
footwear whilst in hospital 

• Undertaking a cognitive assessment 
(to identify confusion)

• Identifying patients at risk of delirium 

• Undertaking a simple visual 
assessment (none diagnostic) 

• Ensuring a lying and standing 
blood pressure is taken

• Ensuring patient medications are reviewed 

The falls prevention programme will be 
rolled out across the adult inpatient wards 
during 2018/19 and progress against our 
measures of success will be monitored 
by the Falls Steering Group which 
reports to the Quality, Safety & Patient 
Experience Committee (QSPEC), a sub-
committee of the Board of Directors. 
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Delivering kind and compassionate care by 
building on our high performance culture
Developing a ‘high performance culture’ within the hospital started in 2016/17 with 
the design and implementation of the Trusts values & behaviours framework. 

Embedding a High Performance Culture 
has to start with having clear standards 
as to how the hospital staff are each 
expected to perform (task and behaviour), 
and then measuring people against those 
standards. That’s why we asked the staff 
to get involved and help us identify what 
they wanted those standards to look and 
feel like. Now that the standards are in 
place we are keen to further embed and 
develop this work, creating a culture within 
the Countess that fosters the values and 
behaviours that patients, the public and staff 
expect and one where staff come to work, 
to do their work and improve their work.

Now we have implemented the electronic 
rostering and the ‘SafeCare’ tool we will also 

focus this year on using the data available 
to make more intelligent decisions about 
nurse staffing in the ward and department 
areas. From our recent inpatient survey 
we know that only 60% of our patients 
answered that ‘there was always or nearly 
always enough nurses on duty’. As a result 
we will be continuing our improvement 
work to ensure we get the right number 
of nursing staff, with the right skills, to the 
right patient at the right time. It is important 
to say; this will not distract us from our 
wider work on developing a range of 
professional groups to meet the needs of the 
patients in our care, including work we are 
undertaking with medical teams, pharmacists 
and allied healthcare professionals. 

Working Together

Positive Attitude
Leading People (for people managers only)

Respect and Fairness
to get the best outcomes for 

 patients and the Trust

so that everyone feels like a valued 
 member of the Trust

Safe l Kind l Effective

Safe l Kind l Effective Safe l Kind l Effective

Safe l Kind l Effective

Achieving ExcellenceSafe l Kind l Effective

The behaviours we expect to see from you:

Being respectful and fair means its important to:

A high performance focus means its important to:

The behaviours we expect to see from everyone: 
Strive to do the best you can

Communicate openly and honestly

Look for better, more cost-effective ways of doing things

Take responsibility for things that need to be done

Speak up when someone doesn’t perform to the standard expected (both task and behaviour).

by creating an environment in which 

 everyone can do the best job possible

to continuously improve our care for 

patients, our people and our finances
• Consider others’ priorities and revise your plans accordingly
• Take a ‘joined-up’ view of our patients’ experience as they go 

on their journey with us
• Work together with other teams so that our patients feel that 

we are organised around their needs
• Recognise that you’re part of a big Trust – not just your team
• Think about others’ pressures and support them where needed
• Deliver on time and at the required levels of quality.

• Apply rules consistently
• Make decisions about people based on merit rather than 

favouritism or any kind of discrimination
• Never abuse the power of your role, rank or position
• Never shout
• Never belittle others
• Never limit opportunities for some by favouring others
• Never engage in aggressive conflict
• Understand and manage the impact you have on others.

• Look for the positives before the negatives
• Make suggestions rather than make complaints
• Manage your own biases and keep an open mind
• Avoid making assumptions about people and situations
• Avoid prejudices of any kind.

• Provide clarity about direction
• Provide structure to enable team members to achieve targets
• Support and nurture everyone to be the best version of themselves
• Give feedback to those not reaching the required performance 

standards and help them to improve
• Set the example for the performance standards we expect
• Create an environment in which team members feel committed and 

are able to do the best job possible.

• Be willing to (positively) challenge the status quo, other people’s 
ideas, ways of doing things, other people’s task performance, other 
people’s behavioural performance

• Understand that it’s your job – and everyone’s job – to continuously 
find ways to improve things (for patients, staff and our finances)

• Recognise your strengths and build on them
• Recognise where you can get (even) better and act on it

Working together means it’s important to: Respect and Fairness means it’s important to:

Having a Positive Attitude means it’s important to: Leading People means it’s important to:

Achieving Excellence means it’s important to:

The behaviours we expect to see from everyone: 

Build good relationships with other teams

Recognise other people’s pressures and ask how you can help

Consider the impact of your actions on the performance and reputation of the Trust

Do what you said you would do

Contribute to discussions about how the team can enhance its performance.

designed by you and 
lived by us all.

Trust Behavioural 
Standards

The behaviours we expect to see from everyone: 

Treat everyone fairly (no favouritism or discrimination)

Treat everyone with kindness and respect

Respect other people’s views especially when they’re different to your own

Understand the impact of your behaviour/style on others

Treat everyone consistently well regardless of role or seniority.

The behaviours we expect to see from everyone: 

Look for ways to get things done (rather than reasons why they can’t be)

Take time to understand a situation before forming an opinion, making 
a decision or choosing a response

Look for opportunities to learn and improve

Constructively challenge when you disagree with something

Recognise and praise people when they do things well.

The behaviours we expect to see from everyone: 

Empower and coach people to make decisions and take action

Appropriately support and deal with staff whose performance doesn’t meet our standards

Work with good performers to further develop them

Encourage the team to be innovative and find better ways of doing things

Role model the behaviours we want to see from others

Provide clarity to team members about the expected task 
and behaviour performance standards.

to create a great environment for our 
 patients, my colleagues and myself

Behavioural Standards
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Our measures of success will be 
• Increase the number of staff trained in 

High Performance Culture Framework 

 > 140 staff trained in the 2 day High 
Performance workshop during 2018/19 

 > 630 staff trained in the ½ day 
Trust Behavioural Standards 
session during 2018/19

• Reduction in the number of concerns 
raised by patients in relation to 
staff attitude and behaviour (using 
the Friends & Family feedback)

• Increase the number of staff 
trained in Quality Improvement 
tools and techniques

 > 30 staff trained in Quality 
Improvement Basics 

 >  8 staff trained in Quality Improvement 
FUNdamentals & have delivered 
a quality improvement project 

 > 15 F1/F2 (junior doctors) trained 
in Quality Improvement tools and 
techniques & have contributed to 
a quality improvement project 

• Increase the number of Quality 
Improvement projects completed

• Closing the gap between the 
actual nursing hours provided 
and the hours needed (using Care 
Hours Per Patient Day data) 

Why is creating a culture within the Countess that 
fosters the values and behaviours that patients, 
the public and staff expect important?
Feedback from our patients is important 
to us, along with other safety, quality and 
outcome measures the ‘lived experience’ 
of our patients and visitors is used to direct 
improvements in clinical practice, service 
delivery and patient pathways. We gather 
and make sense of a range of different 

patient experiences and patients tell us 
at times that their experience has been 
affected by the way in which staff have 
spoken to them or made them feel. We 
are committed to improving this for our 
patients by delivering ‘high performance 
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culture’ workshops to all our staff and 
sharing the experiences of patients and their 
families. Progress against our measures of 
success will be monitored through the High 
Performance & Culture Project Board which 
reports to the People & Organisational 

Development Committee, a sub-committee 
of the Board of Directors and the Patient 
Experience Operational Group (PEOG) 
which reports to the Quality, Safety & Patient 
Experience Committee (QSPEC) also a 
sub‑committee of the Board of Directors. 

Why is creating a culture where staff come to work, 
to do their work & improve their work important? 
Improving the care and treatment delivered 
to patients is the responsibility of all staff at 
every level in the hospital. Often the best 
ideas for improvement and those with the 
greatest impact for patients are from the staff 
on the ground delivering services. During 
2018/19 we will be focusing on strengthening 
our ‘Quality Improvement Strategy’ to build a 
network of quality champions to take forward 
improvements in operational processes, care 
delivery and service development. These 
projects will be chosen by the staff and 

relevant to their areas of work and expertise, 
they will use quality improvement tools and 
techniques and outline clear, measurable 
aims and outcomes to demonstrate the 
benefits to patients, families and the wider 
public. Progress against our measures of 
success will be monitored through the 
Quality Improvement Committee which 
reports directly to the Quality, Safety & 
Patient Experience Committee (QSPEC), a 
sub‑committee of the Board of Directors. 

Why is getting the right number of nursing staff, with the 
right skills, to the right patient at the right time important?
To keep our patient safe and well cared 
for whilst in hospital a flexible approach to 
nurse staffing is needed to be able to move 
staff to support the actual acuity (level of 
sickness) and dependency (level of care 
needs) of patients. As there is no single 
nurse to patient ratio that can be applied 
across all wards and departments, largely 
due to the varying types of inpatient areas, 
the complexity of patient needs and the 
geographical layout of wards & departments, 
it is important to be able to assess the 
nursing and care needs of individual patients. 
At the Countess we use a tool called 
‘SafeCare’ which allows staff to measure 
patients’ needs 3 times a day, SafeCare links 
to the electronic staff roster and provides 
visibility and transparency of nurse staffing 
and patient acuity across the Trust. Senior 
nursing teams are then able to identify if 
there is a shortage or excess of nursing hours 
in real‑time and can use this information 
alongside professional judgement to 
redeploy staff accordingly. Traditional 
methodologies for assessing the number of 

staff needed are now recognised to be out 
dated. Care Hours Per Patient Day (CHPPD) 
was introduced as part of Lord Carters 
review of operational productivity and 
performance in English acute hospitals in 
2015, and is a way of presenting staffing data 
that can better summarise the complexity 
of the constant change in staff and patient 
numbers. It measures how many hours of 
care are provided collectively by registered 
nurses/midwives, healthcare assistants and 
therapists (if included in the ward model) per 
patient in a 24 hour period. During 2018/19 
we intend to use CHPPD more intelligently 
to ensure the right number of nursing staff 
with the right skills are available to meet the 
needs and expectations of patients, families 
and the wider public. Progress against our 
measures of success will be monitored 
by the Nursing & Midwifery Workforce 
Group which reports to the People & 
Organisational Development Committee, a 
sub‑committee of the Board of Directors. 
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Delivering effective services by reducing process variation
We know that if we change the way we work 
(our processes) we can improve the safety, 
quality and experience of our patients. If 
we are not working together across our 
local health system and joining services 
in a seamless way, it creates delays and 
bottle necks in the patient journey. This is 
frustrating for patients as they often feel 
lost and/or stranded between services 
which creates additional anxiety and 
distress. It can be particularly difficult for 
our elderly population who may have a 
number of complex needs for both health 
and social care and find it challenging to 
access the appointment and services they 
need. Our focus during 2018/19 will be to 
launch an older person’s assessment unit, 
reduce unnecessary time spent in hospital 
and reduce the number of avoidable 
cancellations for patients requiring 
surgery or outpatient appointments. 

Our measure of success will be 

• Reduce the number of hospital 
admissions for the elderly population

• A 40 % reduction in the average 
monthly bed days due to delays 

for stranded patients 

• Increase the number of patients returning 
to their own place of residence

• Reduce the number of avoidable 
cancellations on the day of surgery

• Reduce the number of patients who 
fail to attend on the day of surgery

• Improve start times within theatres 
to maximise utilisation 

• Reduce the number of new outpatient 
appointments cancelled by the hospital

• Reduce the number of new outpatient 
appointments cancelled by patients (as a 
result of introducing more patient choice)

• Reduce the number of ‘do not 
attend’ (DNAs) for both new and 
review outpatient appointments

• Reduce the number of inappropriate 
new outpatient appointments 
through electronic triage 
(Consultants at the hospital offering 
advice & guidance to GPs) 

Why is launching an ‘older person assessment unit’ important?
When older people with complex health and 
social care needs arrive in the Emergency 
Department (ED) it is important they have 
access to the expertise of Elderly Care 
Consultants so their individual needs are 
assessed in full. At the Countess we changed 
the way in which we work a couple of years 
ago to ensure there was a geriatrician in 
ED at the point of need but we recognise 
there are further improvements that can 
be made to improve the care of our elderly 
patients. During 2018/19 we plan to develop 
the service to deliver an older persons 
assessment unit which will provide an in‑
reach into ED and also take direct referrals 

from General Practice. Patients accessing 
the new service will have Comprehensive 
Geriatric Assessment (CGA) and will work 
with a range of healthcare professionals in 
order that an individual care plan can be 
developed and delivered. This will enable the 
older person to remain at home when it is 
appropriate to do so, with access to the right 
level of support they need. Progress against 
our measure for success will monitored 
through the Model Hospital Programme 
Board which reports directly to the Finance 
& Integrated Governance Committee, a 
sub‑committee of the Board of Directors. 
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Why is reducing unnecessary time in hospital important?
Patients who are ready to be discharged 
from hospital can sometimes be stranded 
whilst they are waiting on a placement in 
another care setting. This can happen for a 
variety of reasons, delays in the assessment 
of care needs, delays in the appropriate 
funding being allocated and the number 
of beds or care packages available outside 
of the hospital. Patients who remain in 
hospital longer than they require are likely 
to have a poorer experience. Working with 
our local health and social care system we 
are committed to reducing the number 

of patients stranded by implementing 
five new pathways for patients requiring 
a supported discharge. This will require 
staff within and outside of the hospital 
to work differently and in partnership. 
Progress against our measures for success 
will be monitored through the Integrated 
Steering Committee which reports directly 
to the Model Hospital Programme Board 
which in turn reports to the Finance & 
Integrated Governance Committee, a sub-
committee of the Board of Directors. 

18 of page 67

Quality Account 2017/18

Priorities for Improvement and Statements of Assurance from the Board



Why are operating department improvements needed?
It is very frustrating for patients and the 
hospital if operations are cancelled on 
the day of surgery. When preparing for an 
operation many patients will have changed 
their usual routine (at work and/or at home) 
and may have built up physically, emotionally 
and spiritually for the procedure planned. 
The inconvenience caused can result in 
missed medications, unnecessary starvation 
and additional anxiety and distress for 
patients and a loss in theatre time for the 
hospital. Operations are cancelled on the 
day of surgery for a variety of reasons, the 
most common is due to the availability of 
beds within the hospital but there are also 
other common themes, these include;

• Consent and patients 
understanding of procedure

• Patient has not received and/or 
followed the pre‑operative advice

 > Eating & drinking

 > Smoking 

 > Not stopped appropriate medications 

• Procedure is no longer required

• Patient not arriving 

We recognise there is more work to be 
undertaken during 2018/19 to fully analyse 
the reasons for cancellations on the day of 
surgery, to allow for meaningful changes to 
be put into place to benefit patients, families 
and the organisation. Progress against our 
measures of success will be monitored 
through the Planned Care Governance 
Board which reports to Quality, Safety & 
Patient Experience Committee (QSPEC), a 
sub‑committee of the Board of Directors. 

Why are outpatients appointment improvements needed? 
Outpatient appointment cancellations 
happen frequently; this may be a result 
of the hospital changing the date or the 
patient not attending. There are a variety 
of reasons why this may happen but 
commonly identified themes include;

• Appointments made too far 
in advance (patient plans may 
change, life events occur)

• Appointment no longer needed

• Appointment made unnecessarily 

• Letter not sent or received 

During 2018/19 a new electronic system 
will start to be utilised to manage the 

appointments, this will provide a better 
use of the appointment ‘slots’ available 
and will give patients greater choice and 
flexibility in when they can attend. In 
addition, the electronic reminder service will 
be embedded to ensure patients receive 
information ahead of the appointment 
(through text messaging or interactive 
voice messaging to landlines), giving 
patients the opportunity to confirm, cancel 
or rebook if required. Progress against our 
measures of success will be monitored 
through the Outpatient Efficiencies 
Steering Group which reports directly to 
the Model Hospital Programme Board 
which in turn reports to the Finance & 
Integrated Governance Committee, a sub-
committee of the Board of Directors. 
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2.2 Progress made since publication 
of the 2016/17 Quality Report
Our key priorities for 2017/18 were chosen to reflect the three domains of quality defined as;

What did we achieve?
Out of the 9 key priorities chosen for 2017/18, 7 have been achieved in full, with a further one 
close to target, however one remains outstanding. For further details in relation to progress 
and delivery against each priority please refer to section 3.1 on page 49.

Key priorities 2017/18
On plan/target 

achieved
Close to 

target
Behind 

plan

Safe

Improve the experience of colorectal patients

Enhance pathway for patients with head and neck cancer

Reduce the number of falls with harm

Experience 

Implement a new model of care in the Urogynae department 
that offers support for patients suffering from incontinence

Using the Governors to establish a peer review process 
to review redacted complaint responses

Increase the involvement of volunteers to support patient experience

Effective 

Increase effectiveness of the model of discharge to assess (D2A)

Improve the efficiency of outpatient utilisation

Increase the effectiveness of theatres

Safe
Safety

 Improving and increasing the safety of any care or service provided

Kind
Experience 

 Improving the experience as described by ‘you’, 
our patient, when using the service for any reason

Effective

Clinical Effectiveness

Improving the outcome of any assessment, 
treatment and care you receive in order to optimise 
health and wellbeing at all stages of illness
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2.3 Statements of Assurance from the Board
During 2017/18 the Countess of 
Chester Hospital NHS Foundation 
Trust provided and/or sub‑contracted 
48 relevant health services. 

The Countess of Chester 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 
90.1% of the total income generated from 
the provision of relevant health services 
by the Countess of Chester Hospital 
NHS Foundation Trust for 2017/18. 

A proportion of the Countess of Chester 
Hospital NHS Foundation Trusts income in 
2017/18, at a value of £3.95m (2016/17 
£3.91m), was conditional on achieving quality 
improvement and innovation goals agreed 
between us and any person or body we 
entered into a contract, agreement or 
arrangement with for the provision of 
relevant health services, through the 
Commissioning for Quality and Innovation 
payment framework. Further details of the 
agreed goals for 2017/18 and for the 
following 12 month period are available 
electronically at www.coch.nhs.uk 

Our Services 

• Accident & Emergency
• Audiology
• Breast Surgery
• Cardiology
• Cardiothoracic Surgery
• Chemical Pathology
• Clinical Haematology
• Colorectal Surgery
• Critical Care
• Dermatology
• Diabetic Medicine
• Diagnostic Imaging
• Dietetics
• Endocrinology
• Endoscopy
• ENT

• Fertility
• Gastroenterology
• General Medicine
• General Surgery
• Geriatric Medicine
• Gynaecology
• Hepatology
• HIV
• Maxillo‑Facial Surgery
• Nephrology
• Obstetrics
• Occupational Therapy
• Ophthalmology
• Oral Surgery
• Orthodontics
• Orthoptics

• Paediatrics
• Pain Management
• Palliative Care
• Pathology Direct Access
• Peadiatric Epilepsy
• Physiotherapy
• Plastic Surgery
• Podiatry
• Respiratory Medicine
• Rheumatology
• Neonatal
• Trauma & Orthopaedics
• Upper Gastrointestinal 

Surgery
• Upper GI Surgery
• Urology
• Vascular Surgery
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Clinical Audit 
During 2017/18, 47 national clinical audits 
and 5 national confidential enquiries into 
patient outcome and death (NCEPOD) 
covered relevant health services that 
the Countess of Chester Hospital 
NHS Foundation Trust provides.

During that period the Countess of 
Chester Hospital NHS Foundation Trust 
participated in 94% of national clinical 

audits and 100% of 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 the Countess 
of Chester Hospital NHS Foundation 
Trust was eligible to participate in 
during 2017/18 are as follows; 

National Audits 2017‑18 Eligible Participated % Submitted

Trauma Audit & Research Network Yes Yes 72‑100%

Head and Neck Cancer Audit Yes Yes Ongoing

Cardiac Rhythm Management Yes Yes 95.5%‑100%

Acute Myocardial Infarction (MINAP) Yes Yes Ongoing

Audit of Critical Care (ICNARC) Yes Yes Ongoing

National Core Diabetes Audit Yes Yes 100%

National Diabetes Inpatients Audit Yes Yes 100%

National Diabetes Foot Care Audit Yes Yes Ongoing

National Pregnancy in Diabetes Audit Yes Yes Ongoing

National Diabetes Transition Yes Yes 100%

National Heart Failure Audit Yes Yes Ongoing

National Joint Registry Yes Yes Ongoing

National Lung Cancer Audit Yes Yes 100%

National Neonatal Audit Programme Yes Yes Ongoing

National Ophthalmology Audit Yes No ‑‑‑

National Prostate Cancer Audit Yes Yes 60%

National Vascular Registry Yes Yes >70%

National Oesophago‑gastric Cancer Audit Yes Rolling >90%

BTS Paediatric Pneumonia No No ‑‑‑

National Elective Surgery Patient Reported 
Outcome Measures (PROMs)

Yes Yes
Variable across 
4 conditions

National Emergency Laparotomy Audit Yes Yes 100%

College of Emergency Medicine : Fractures neck of femur Yes Yes 100%

College of Emergency Medicine: Procedural sedation Yes Yes 100%

College of Emergency Medicine: Pain in children Yes Yes 100%

BTS Adult Asthma Yes Yes 100%

BAUS Urology Audits: Female Stress 
Urinary Incontinence Audit

Yes Yes Ongoing
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The national confidential enquiries the Countess of Chester Hospital NHS Foundation Trust 
participated in during 2017/18 are as follows: 

The reports of 3 national clinical audits 
were reviewed by the provider in 2017/18 
and the Countess of Chester Hospital 

NHS Foundation Trust intends to take 
the following actions to improve the 
quality of healthcare provided. 

NCEPOD 2017‑18 Eligible Participated % Submitted

NCEPOD: Acute Heart Failure Yes Yes 100%

NCEPOD: Chronic Neurodisability Yes Yes 100%

NCEPOD: Perioperative Diabetes Yes Yes 100%

NCEPOD: Young People’s Mental Health Yes Yes 100%

NCEPOD: Cancer in Children, Teens and Young Adults Yes Yes 100%

National Audits 2017‑18 Eligible Participated % Submitted

BAUS Urology Audits: Nephrectomy Audit Yes Yes Ongoing

BAUS Urology Audits: PCNL Yes Yes Ongoing

Bowel Cancer Yes Yes 86%

National Paediatric Diabetes Audit Yes Yes Ongoing

Inpatient Falls Yes Yes 100%

National Hip Fracture Database Yes Yes Ongoing

Inflammatory Bowel Disease Programme Yes No ‑‑‑

Learning Disability Mortality Review Programme Yes Yes Ongoing

National Audit of Dementia Yes Yes 100%

National Cardiac Arrest Audit Yes Yes Ongoing

National Clinical Audit for Rheumatoid 
and Early Inflammatory Arthritis

Yes Yes Ongoing

National COPD Secondary Audit Yes Yes Ongoing

National Comparative Audit of Blood 
Transfusion Programme

Yes Yes Ongoing

Renal Registry Yes Yes Ongoing

Sentinel Stroke National Audit Programme Yes Yes Ongoing

MBRRACE Yes Yes Ongoing
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Actions
National Hip fracture Database

1. Increased Orthogeriatric time: the 
national average for Orthogeriatric 
consultant time is 21.3 hours, but at the 
Countess we have only 15hrs, nationally 
there is also 16.1 hours of non‑consultant 
time while we current do not have any 

2. The Gold Standard of care of these 
patients requires a dedicated 
hip fracture care ward which we 
currently do not provide

3. A dedicated Fracture Liaison Service 
and Osteoporosis Service in the 
Countess hospital and its catchment 
area is needed to improve care

4. There needs to be a consistent effort 
towards prevention of inpatient falls with 
regular staff training across the trust

The action plan from the previous year’s 
report included increased presence of 
trauma nurses which has been achieved and 
the mortality review and the review of failed 
Best Practice Tariff (BPT) patients has also 
been completed in the year 2017. The Neck 
of Femur (NOF) group meetings are ongoing 
and are led jointly by the Consultant 
Orthopaedic surgeon and the Orthogeriatric 
consultants.

Urology-National Prostate Cancer

Action Required Action Lead Timescale For Action Where Reported

More Orthogeriatrics 
Time

BPM Planned care Ongoing
National Hip Fracture 
Database meetings

Fracture Liaison Service
BPM Urgent care 
and Planned care

Ongoing Trust Meeting

Falls (Inpatient) Stephen Worrell Ongoing Trust Meetings

Action Required Action Lead Timescale For Action Where Reported

Continue with 
data collection

N Awsare 12 months
Next National Prostate 

Cancer audit report
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Obstetrics & Gynaecology 
(Term, Singleton, Intrapartum Stillbirth and Intrapartum-related Neonatal Death)

The reports of approximately 283 local and 
regional clinical audits were reviewed by the 
Trust in 2017/18. The Trust intends to 
take the following actions to improve 
the quality of healthcare, this includes:

• Appropriate use of Primovist contrast 
in Magnetic Resonance Liver (re‑audit)‑ 
local guidelines were explained in detail 
to the Radiographers and Radiologists 
regarding appropriate usage of 
contrast in Magnetic Resonance Liver

• British Orthopaedic Association Standards 
for Trauma / NG38/2= Fractures (non‑
complex): assessment & management 
guidance ‑ introduce some see & 
treat discharge conditions with ED to 
further improve efficiency, potentially 
also to streamline the PDOC system

• Cancer patient experience ‑ Holistic needs 
assessment (HNA) audit‑ areas for review 
include information given to patients on 
HNA when and how it is completed

Participation in Clinical Research
The number of patients receiving relevant 
health services provided or sub‑contracted 
by the Countess of Chester Hospital 
NHS Foundation Trust in 2017/18 that 

were recruited during that period to 
participate in research approved by a 
research ethics committee was 1,083.

Action Required Action Lead Timescale For Action Where Reported

Summary of report 
to be discussed at 

rolling half day
Jo Davies June 2018

Learning and any further 
actions will be presented 

to Women’s and Children’s 
Governance Board

Dissemination of report 
to all midwives, senior 
and junior staff O&G 

and paediatrics

Jo Davies January 2018
Report emailed 

to all 17/1/17
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Clinical Coding and Data Quality
Good quality information underpins the 
effective delivery of services, patients’ 
pathways and supports staff to delivery 
safe care that meets the expectations of 
patients and the wider public. Reliable 
data of high quality is essential to ensuring 
decisions are made appropriately about 
service design and priority improvements.

The Countess of Chester Hospital NHS 
Foundation Trust submitted records 
during December 2017 to the Secondary 
Uses Service for inclusion in the Hospital 
Episode Statistics which are included in 
the latest published data. It is important 
when submitting this data to ensure 
the information is accurate, clear and 
completed. The following measures 
provide information on our compliance 
against the standards required;

The percentage of records in the 
published data which included the 
patient’s valid NHS number was; 

 9 99.8% for admitted patient care 

 9 99.7% for outpatient care 

 9 98.8% for accident and emergency care 

Those which included the patient’s valid 
General Medical Practice code was;

 9 99.9% for admitted patient care 

 9 99.8% for outpatient care 

 9 99.9% for accident and emergency care

The Countess of Chester Hospital NHS 
Foundation Trust was not subject to the 
Payment by Results clinical coding audit 
during 2017/18 by the Audit Commission.

The following actions were 
undertaken during 2017/18 to 
improve overall Trust data quality 

All administrative and clerical staff involved 
in the operational management of patients 
waiting to be seen, are mandated to take 

an annual detailed programme of training 
relating to the key aspects of operational 
patient administration, helping to improve 
knowledge and data quality. This is 
reviewed and updated on an annual basis.

The Healthcare Evaluation Data (HED) 
clinical benchmarking tool is being utilised 
to identify variation in clinical performance. 
Identified variations can sometimes relate 
to issues of data quality, when identified 
these are addressed accordingly.

A weekly process for the updating of 
deceased patients on the Trust electronic 
patient record system using the national 
Demographic Batch Service (DBS) continues 
to be used. This has enabled weekly updates 
to all patients on the Master Patient Index 
(MPI) improving the quality of the indices. 

The Performance Information System 
continues to be developed for a number 
of operational areas and is used to assist in 
the real-time identification and rectification 
of some aspects of poor data quality in 
Theatres and the Emergency Department.

The Operational Data Quality group is 
established to oversee key aspects of 
data quality. Reporting bi‑annually to 
the Trust Informatics Board the group 
monitors, analyses and addresses issues 
in relation to data quality escalating issues 
as appropriate and ensuring that there is 
demonstrable year on year improvement.

Data quality is monitored as part of the 
Information Governance toolkit and for the 
seven standards relating to data quality 
four are at level 3 (above required standard) 
and three are at level 2 (satisfactory). 
These standards are monitored by the 
Data Quality group. The Countess of 
Chester Hospital NHS Foundation Trust 
Information Governance Assessment 
Report overall score for 2017/18 was 82% 
and was graded Green (satisfactory).
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Learning from Deaths
Reviewing the care of patients who have 
died in our hospital allows us to consider if 
anything could have been done differently 
or if care and treatment opportunities have 
been delayed or missed. Having a system 
in place to continuously review the care of 
patients who have died whilst in the hospital 
is essential to allow us to learn and improve. 

During 2017/18 1219 of the Countess 
of Chester Hospital NHS Foundation 
Trust patients died. The number 
of deaths in each quarter was; 

• 285 in the first quarter

• 243 in the second quarter

• 323 in the third quarter

• 368 in the fourth quarter

By 31st March 2018, 150 case record 
reviews and 8 investigations had been 
carried out in relation to 158 of the deaths 
included above. In no cases was a death 
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; 

• 135 in the first quarter

• 2 in the second quarter

• 3 in the third quarter

• 18 in the fourth quarter

Following review, 2 cases representing 0.2% 
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 at our hospital. In 
relation to each quarter, this consisted of; 

• 1 representing 0.4% for the first quarter 

• 0 representing 0% for the second quarter 

• 1 representing 0.3% for the third quarter 

• 0 representing 0% for the fourth quarter

These numbers have been estimated using 
case note review based on the 3x2 matrix 
tool developed by the NHS Modernisation 
Agency (A Matter of Life and Death; 
improving hospital mortality rates and end 
of life care, NHS Modernisation Agency, 
2004) in Q1 and case note review using 
the Structured Judgement Review method 
developed by the Royal College of Physicians 
in Q4. All investigations were carried out 
using Root Cause Analysis methodology.

Learning has been broadly in two parts;

Firstly the publication of the National 
Quality Board’s (NQB) “National Guidance 
on Learning from Deaths”, this has led 
to an appraisal of the mortality review 
process in the Trust and we have developed 
and published our new policy which 
includes the NQB recommendations, in 
particular the use of the Royal College of 
Physician’s Structured Judgement Review 
methodology to undertake our case record 
reviews. We had the opportunity as part 
of this appraisal process to learn from 
the experience of other organisations 
and launch a training programme in the 
new methodology for those clinicians 
undertaking reviews. The introduction of 
the new process is the reason there is a 
disparity in case note review numbers for 
the four quarters of the reporting period.

Secondly, there is the learning specific to 
the case record reviews and investigations. 
This included access to equipment within 
the ward areas and the management 
of patients with Sepsis, with particular 
regard to timely consideration of the 
diagnosis and initiation of treatment.
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Access to equipment

We learnt that there wasn’t a reliable system 
to monitor the ward levels of important 
equipment nor for identifying other areas 
where it might be available in the event of 
a shortage. Since, there has been a review 
of systems for monitoring important ward 
equipment to ensure that stock levels are 
maintained and that there is a back‑up 
in the event that there is a shortage on a 
particular ward. There have been no further 
significant incidents relating to shortage 
of important equipment on wards.

Management of patients with Sepsis

Sepsis is recognised as an area for 
improvement and work started during 
2017/18 on developing a hospital wide 
approach to the timely identification and 
management of sepsis patients to reduce 
associated mortality & morbidity. A Sepsis 
Workshop was held in September 2017 to 

bring together stakeholders from across 
the Trust, Commissioners, PHE & the 
public. An improvement plan with clear 
governance and reporting structures 
has since been developed, which will 
continue to be rolled out during 2018/19, 
progress has already been made in; 

• CQUIN data sampling & collection 

• Pathway development

• Gap analysis against NICE 
& NCEPOD Standards 

• Developing & implementing an 
Education & Training Strategy

• Exploring innovative products & 
models to support improvements 

CQUIN measurement and case note review 
has shown an improvement in diagnosis 
and initiation of treatment in sepsis but 
this will remain a priority for 2018/19.

Data not available 

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

Being the first year for 
this statement there is no 
previous reporting period.

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.

Being the first year for 
this statement there is no 
previous reporting period

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.

Being the first year for 
this statement there is no 
previous reporting period.
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2.4 Reporting against Core Indicators 
The Countess of Chester NHS Foundation Trusts considers that this data is as described for 
the following reasons; information has been taken from Meditech (our electronic patient 
record) and our data quality process including clinical validation has been followed. 

Indicator 2017/18
National 
Average

Where 
applicable 

– Best 
performer

Where 
applicable 

– Worst 
performer

2016/17 2015/16 2014/15

12a
SHMI value and 
banding (most recent 
Jan‑Dec 2017)

104 
As 

expected

100 
As 

expected

68 
Below 

expected

115 
Above 

expected

113 
Above 

expected

108 
Above 

expected

108 
Above 

expected; 
Q3 and 
Q4 only

12b

% patient deaths coded 
for palliative care at 
diagnosis or specialty 
level; latest comparative 
information for period 
Oct 16 – Sep 17

36.3% 31.5% 59.8% 11.5% 39.6% 34.6% 28.6%

18

Patient reported 
outcome scores for 
groin hernia surgery 
(Combined health 
gain ‑ 2016/17 latest 
published data)

0.23 NA NA NA 0.23 0.67 0.82

18

Patient reported 
outcome scores for 
varicose vein surgery 
(Combined health 
gain ‑ 2016/17 latest 
published data)

‑1.23 NA NA NA ‑1.23 ‑2.97 ‑2.94

18

Patient reported 
outcome scores for 
primary hip replacement 
surgery (Combined 
health gain ‑ 2016/17 
latest published data)

12.24 NA NA NA 12.24 12.19 11.75

18

Patient reported 
outcome scores 
for primary knee 
replacement surgery 
(Combined health 
gain ‑ 2016/17 latest 
published data)

7.79 NA NA NA 7.79 7.92 5.52

19c
28 day readmission rate 
for patients aged 0‑15

1.3% NA NA NA 1.2% 0.9% NA

19d
28 day readmission 
rate for patients 
aged 16 or over

5.1% NA NA NA 4.1% 3.0% NA

21

Staff friends and family 
(Care)  
Latest national data 
Q2 2017/18

79% (Q2) 80% (Q2) 43% (Q2) 100% (Q2) 78% (Q4) 77% (Q4) 86% (Q4)
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For more information on PROMs data please refer to page 38.

The Countess of Chester Hospital NHS 
Foundation Trust has taken the following 
actions to improve its performance 

in mortality, risk & patient safety and 
infection prevention & control and 
so the quality of its services. 

Mortality 
There has been a gradual reduction in 
the Trust’s SHMI during 2017/18. This 
has been driven by the Medical Director 
ensuring that all medical staff are aware 
of the factors influencing SHMI, e.g. that 
all comorbidities are recorded and that 
documentation is competed to a standard 
that assists coding, through a combination 
of lectures and electronic presentations. 
The Mortality Surveillance Group (MSG) 
that was formed as one of the responses 

to the “National Guidance on Learning 
from Deaths” meets monthly and reviews 
the current SHMI and HSMR for the Trust 
from Healthcare Evaluation Data (HED), 
benchmarking software developed by 
University Hospitals Birmingham NHS 
Foundation Trust. This also provides the 
SHMI for individual conditions which allows 
the MSG to direct case review to those 
conditions in which the SHMI is high.

Risk & Patient Safety 
The Trust has a well embedded risk 
management strategy which outlines 
the Trust’s approach to risk and provides 
a framework for and sets out the key 
responsibilities for managing risk across the 
organisation, including ways in which risk 
is identified, evaluated and controlled. 

The Trust prides itself on having an open 
and honest culture; this is reinforced during 
the delivery of risk related mandatory 
training sessions for all staff and the 
sustained level of incident reporting 
resulting in consistently being within 
the top 25% of all Trusts nationally. 

23 VTE (annualised) 96.1%
96% 
 (Q4, 

2016/17)
NA NA 96.8% 97.8% 98.2%

24
C. Diff Rate per HES 
100,000 bed days 
Source: HED

15.5 12.9 12.9 12.9 12.4 13.2 15.2

25a
Number of Serious 
Incidents at L1

78 NA NA NA 48 30 33

25a
Number of Serious 
Incidents at L2

15 NA NA NA 16 43 33

25a Number of Never Events 1 NA NA NA 4 2 2

25b
Rate of Serious 
Incidents at L1 Per HES 
100,000 bed days

4.2 NA NA NA 2.6 1.6 1.7

25b
Rate of Serious 
Incidents at L2 per HES 
100,000 bed days

0.8 NA NA NA 0.9 2.3 1.7

25b
Rate of Never Events 
per HES 100,000 
bed days

0.1 NA NA NA 0.2 0.1 0.1

20
Responsiveness to 
Patient Needs

Please refer to page 41
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Serious Incident Reporting 
During 2017/18 in line with the NHS England 
Serious Incidents Framework the Trust 
reported 86 incidents to our Commissioners 
and NHS England which equates to 
0.7% of all incidents reported within the 
Trust. Each incident has a comprehensive 
investigation with recommendations to 
address any lessons learnt. There was a 
reduction in ‘Never Events’ to one (reduction 
from 5 in 2016/17) reported during this 
period, this is an outcome of the robust 

actions taken within theatres following the 
‘Never Events’ that occurred in 2016/17. 

The top three categories of serious 
incidents reported in 2017/18 were ‑ 

• Slip/trips/falls 

• Diagnostic incident

• Treatment delay 

Lessons Learnt
In year, the Trust has benefited from the 
new senior nursing and medical model 
resulting in collaborative working across all 
aspects of risk and quality from the newly 
appointed Associate Director of Risk & 
Safety, Associate Director of Nursing for 
Corporate Services & Associate Medical 
Director of Risk & Quality in driving the 
Trust’s risk and quality agenda forward. 
Following feedback from staff; one of the 
focuses for this trio was reviewing how we 
share lessons learnt, we have now launched 
a lessons learnt topic of the month which is 
shared with all staff through screen savers 
and is accessible on the risk & safety team 
intranet pages, we have also introduced a 
blog from the clinicians from the relevant 
speciality and include the topic in the Trust 

fortnightly roundup communications. This 
has received positive feedback from staff 
and as a result will continue to evolve as part 
of 2018/19 Trust’s risk management plans.

The hospital’s intranet, which all our staff 
have access to, has a refreshed Risk and 
Safety section to enhanced the lessons learnt 
section. In addition, lessons learned are 
fed back through various team meetings, 
mandatory training and other learning 
opportunities. However, we recognise we 
can continue to improve this vital aspect 
to risk management and therefore during 
2018/19 there will be a continued focus on 
feedback from staff and quality improvement 
to support learning and improvements 
in care, this will be supported by the 
implementation of risk and safety champions.

Incident Category StEIS Incident Type Total Number of Incidents

Pressure Ulcers Pressure Ulcer 2

Infection Control HCAI/Infection control Incident 5

Diagnostic Incident 15

Maternity/Obstetric Incident: Baby Only 5

Medication Incident 4

ED/Patient flow/Capacity 1

Serious Incidents Slips/trips/falls 31

Sub‑optimal care of the deteriorating patient 8

Surgical/invasive procedure incident 5

Treatment delay 10

Serious Incidents total: 86
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How we are implementing Duty of Candour
Whilst the Trust had previously implemented 
the Duty of Candour legislation work has 
continued in 2017/18 with the production of 
a standalone Duty of Candour policy, work 
to ensure that this policy is fully embedded 
as business as usual will be a focus for 
2018/19. All staff receive information at 
induction supported by a leaflet through 
the induction process and duty of candour 

is discussed during the welcome event and 
all mandatory training sessions. There is an 
information section dedicated to duty of 
candour guidance on the Trust’s intranet 
pages. We will be auditing our processes 
for supporting duty of candour in 2018/19 to 
ensure compliance and so that any changes 
can be made to ensure a robust process. 

Risk Management System
The Trust utilises Datix as its risk 
management system. Work has continued 
during 2017/18 to ensure that it supports 
productive risk management processes, 
all evidence in the form of reports; action 
plans and duty of candour are an example 
of some of the elements stored within this 
system. During 2017/18 several dashboards 

were built based on incident data to help 
drive improvements. This has allowed 
for easy analysis of themes and trends 
and shows at a glance how we are doing. 
Improved capability within Datix will remain 
a focus in the coming year to support our 
governance processes and clinical teams. 

Risk Assessment Training 
Robust risk assessments help keep our 
patients, staff and visitors safe. In 2017/18 
a well evaluated training session on risk 

assessment completion to help improve 
the overall quality of risk related activities 
was delivered to over 200 key staff.

NatSSIPSs
The Trust has continued to develop outputs 
that contribute to the National Safety 
Standards for Invasive Procedures (NatSSIPs) 

and will continue to work on the standards 
until fully achieved and embedded.
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Comparing Incident Categories over the last two years
(data source: Datix Risk Management System);

The information in the table below outlines 
the categories of patient safety incidents 
that the Trust declared in 2017/18 relating 
to the National Serious Incident Framework. 
These are adverse events where either 
unintended or unexpected incidents lead 
to harm for those receiving NHS healthcare 
and therefore are reported externally to our 

regulators. An open, transparent culture 
is important to readily identify trends 
and take timely, preventative action. The 
categories are broad subjects however 
each incident is reviewed against a set 
criteria to ensure robust investigation, 
identification of root causes, contributory 
factors, lessons learnt & recommendations.

Never Events
During this quality account year (2017/18) the 
Trust reported one never events, as follows;

• Wrong site surgery (in 
Cardiology Cath Lab)

The incident is subject to an ongoing 
robust investigation which will have 
an action plan to address any issues 
identified. The incident was reported 
to StEIS and the ‘duty of candour’ was 
delivered in an acceptable timescale. 

The Trust is pleased to report that there 
have been no never events in theatres, the 

location of 5 Never Events that occurred 
in 2016/17. Analysis had identified that 
although the specialties and location 
involved were different and each case 
had different contributory factors, 
communication and use of ‘stop before 
you block’ (checking the surgical site has 
been marked appropriately) were common 
themes identified. The Theatre Safety 
& Quality Group established to review 
cultures and behaviours within theatres 
and the development of an enhanced 
local training plan has contributed to the 
change in ethos within theatres and the 
successful reduction in Never Events.

Infection Prevention and Control 
(description of the issues and rationale for prioritising)
Infection prevention is an essential 
component of quality healthcare provision, 
for the delivery of Safe, Kind and Effective 
care. Ensuring that we have robust infection 
prevention and control system and process 
routinely embedded at all levels of the 
organisation is crucial to ensuring that 
avoidable infections do not occur. 

The emergence of antimicrobial resistance 
is recognised as an international threat. 
Although the UK government is determined 
that access to working antimicrobials will 

be sustained into the future for healthcare, 
antimicrobial resistance places an even 
greater emphasis on the need for infection 
prevention as resistance to the drugs 
that we use to treat infections increases, 
rendering them ineffective. In support of 
the 2017/19 Quality Premium scheme for 
Clinical Commissioning Groups (CCGs), the 
Trust has also been working collaboratively 
with partners within West Cheshire to 
reduce the number of Gram‑negative 
bloodstream infections across the whole 
health economy, as part of the broader 

Incident Category Number in 2016‑17 Number in 2017‑18

Pressure ulcer incidents 1 2

Infection control incidents 3 5

Falls with harm 15 31
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healthcare agenda for infection prevention 
and control and antimicrobial stewardship. 

The Trust plans to maintain the intensity 
of both infection prevention and control 
and antimicrobial stewardship throughout 
2018/19, sustaining our ‘zero tolerance’ 
approach to avoidable infection from 
‘board to ward’. Focus will remain on risk 
assessment and risk reduction strategies, 
with routine implementation of prevention 
and control measures within practice 
being essential to achieving this aim. 

To ensure that high quality care is delivered 
safely and that the risks associated with 
developing a healthcare associated 
infection are reduced, it is essential that 
these risk reduction strategies include 
robust systems to monitor and evaluate 
how infection prevention and control 
system and/or process is implemented in 
practice, including strategies to disseminate 
any lessons learned for improvement 
in real time. Communication strategy 
plays a key part in this, ensuring that 
resources are targeted appropriately and 
that the workforce remains informed. 

2017/18 Results
• 1 avoidable case of MRSA bacteraemia 

identified, against the objective of zero 
avoidable MRSA bacteraemia within year. 

• 29 cases of Clostridium difficile infection 
reported, against an objective of no 
more than 24 cases within year. 

• Hand hygiene compliance maintained at 

or above the 95% minimum compliance 
level across the year – compliance only 
dropping slightly below 95% during two 
months (August and November 2017). 

• Success in maintaining an 
‘unconditional’ registration status 
with the Care Quality Commission.

Our MRSA Bacteraemia trends;

MRSA Bacteraemia 2018 
Countess of Chester Hospital NHS Foundation Trust
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Our Clostridium difficile infection trends; 

Changes to the local Antibiotic Formulary were required during 2017/18, to compensate 
for a number of national/international antibiotic shortages within year. Through necessity, 
these changes to formulary included an increase in the use of certain antibiotics known 
to have a higher associated risk for Clostridium difficile infection. This remains under 
regular review as circumstances with antibiotic shortages develop and improve. 

Total C. difficile cases 2017-18 (cumulative)

Total C. difficile cases 2017-18 (in month)
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Our Hand Hygiene compliance

Our Objectives for 2018/19;
• To have zero avoidable MRSA 

bacteraemia cases within year

• To have 23 or less cases of Clostridium 
difficile infection within year

• To maintain focus on antimicrobial 
stewardship strategies, incorporating 
the ‘Start Smart Then Focus’ 
approach, to support a reduction 
in clinically inappropriate antibiotic 
prescription and consumption 

• To consistently maintain 95% compliance 
or above with hand hygiene practices 

• To continue collaborative working 
towards a reduction in the number of 
Gram‑negative bloodstream infections 
within the local health economy.

• To maintain local surveillance systems, 
ensuring that Trust responsibilities 
are met, as part of the national 
mandatory surveillance programme 
for healthcare associated infection.

Hand Hygiene Compliance 2017-18 
Countess of Chester Hospital NHS Foundation Trust
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Planned Infection Prevention and Control Focus for 2018/19
• The corporate infection prevention 

and control assurance framework, 
incorporating the Health and Social 
Care Act (2008): code of practice on 
the prevention and control of infections 
and related guidance; ensuring that 
this continues to support all related 
infection prevention and control 
activity, including healthcare associated 
infection registration requirements 
with the Care Quality Commission

• Maintain established systems for 
promoting best practice to reduce 
the number of Clostridium difficile 
infections through shared learning 
from investigations and national 
evidence base, including:

a. Case by case surveillance, with 
robust feedback methodology 
including early identification of any 
increased incidence of infection

b. Weekly multidisciplinary Clostridium 
difficile infection ward rounds

c. Daily Consultant Microbiologist 
ward rounds within Critical Care

d. Antimicrobial stewardship ward 
rounds within other specialities

e. Robust infection prevention and control 
practices including hand hygiene, rapid 
patient isolation and cleanliness within 
the environment and for equipment

f. Investigation process for each 
case of infection, sharing any 
learning with teams to support 
continuous improvement

g. Communication systems to 
support the workforce in remaining 
informed on progress and for the 
promotion of best practice 

• Maintain established systems for 
promoting best practice to reduce 
the number of bacteraemia cases 

due to antibiotic resistant organisms, 
including MRSA, Carbapenemase-
producing Enterobacteriaceae (CPE) 
and Vancomycin resistant Enterococcus 
(VRE), through learning from root cause 
analyses and national evidence base

• Continue to strengthen antimicrobial 
stewardship across the organisation, 
ensuring appropriate antimicrobial 
use and risk reduction associated with 
antimicrobial resistance, utilising the 
information and resources provided by 
the ‘Start Smart Then Focus’ approach

• Continue collaborative working across 
West Cheshire Clinical Commissioning 
Group, in support of the national 
ambition to reduce the number of 
Gram‑negative bloodstream infections 
across the whole health economy

• Maintain the infection prevention and 
control surveillance programme, including 
surgical site infection surveillance

• Maintain systems of ‘alert organism’ 
review to ensure that colonised patients 
or those with associated infections are 
treated promptly and appropriately 
to their benefit and for wider public 
health within the patient population

• Utilise local surveillance to promptly 
identify outbreaks or periods of increased 
infection incidence, including but not 
exclusive of C. difficile, MRSA, plus 
other multidrug resistant organisms

• Maintain training and education 
programmes for all staff groups, 
consistently reinforcing the routine 
implementation of infection prevention 
and control standards and antimicrobial 
stewardship for all patients, all of the time

• Maintain the infection prevention and 
control audit programme, including 
monitoring of key clinical practices, 
to reduce infection risks associated 
with invasive devices or procedures 
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• Maintain established levels of cleanliness, 
both within the environment and for 
equipment, ensuring compliance with 
national cleaning frequencies and 
working collaboratively with Facilities

• Maintain a system of policy development 
and review in conjunction with revised 
or emerging evidence‑base

• Ensure that the healthcare environment 
is fit for purpose, working collaboratively 
with Estates and Facilities

• Ensure that healthcare workers remain 
adequately protected from infection 
risks within the workplace and do not as 
individuals pose an infection risk to others

• Maintain systems of information 

dissemination to ensure that the 
workforce remains informed and 
engaged on performance against 
agreed objectives for healthcare 
associated infection reduction, adapting 
these as circumstances dictate

• Maintain systems to provide accurate 
healthcare associated infection 
information for patients, visitors and 
other healthcare providers to minimise 
risks associated with the transmission 
of infection, working collaboratively 
with healthcare providers

• Continually assess any new developments 
in infection prevention and control 
(regionally, nationally or internationally) 
to inform and improve on practice

PROMS Performance
(data source from Healthcare Evaluation Data – HED)

Healthcare Evaluation Data (HED) is an 
online benchmarking tool which the 
Countess uses to input data, run analysis 
and make comparisons. The Patient Report 
Outcome Measures (PROMs) is one of the 
suites of data that the Countess input into 
the HED online software for analysis. PROMs 
are important as they measure the health 

gains for people who have undergone hip 
replacement, knee replacement, varicose 
vein procedures and groin hernia repair. 
The data presented below demonstrates 
how the Countess is performing in relation 
to PROMs, as described by the patients 
who have undergone the procedure.

Hip Replacement 
Hip replacement data has now been split 
into ‘Primary’ and ‘Revision’ hip operations 
(previously shown as ‘Hip Replacement’). As 
such; there is no data for ‘Hip Replacement 

revision’ prior to 2017/18, data is not yet 
available for 2017/18, and these tables 
will be updated as new information 
is published on the HED website. 
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Hip Replacement – Primary

Hip Replacement – Revision

Knee Replacement
Knee replacement data has now been 
split into ‘Primary’ and ‘Revision’ knee 
operations (previously shown as ‘Knee 
Replacement’). As such; there is no data 

for ‘Knee Replacement revision’ prior to 
2017/18, data is not yet available for 2017/18, 
and these tables will be updated as new 
information is published on the HED website. 

Measure Condition 15/16 16/17 17/18

EQ‑VAS

Better 71.23 66.25 Not Yet Available

No change 13.70 8.75 Not Yet Available

Worse 15.07 25.00 Not Yet Available

EQ‑ED

Better 90.14 90.24 Not Yet Available

No change 4.23 3.66 Not Yet Available

Worse 5.63 6.10 Not Yet Available

Oxford Hip Score

Better 98.7 98.90 Not Yet Available

No change 0.00 0.00 Not Yet Available

Worse 1.3 1.10 Not Yet Available

Measure Condition 17/18

EQ‑VAS

Better Not Yet Available

No change Not Yet Available

Worse Not Yet Available

EQ‑5D

Better Not Yet Available

No change Not Yet Available

Worse Not Yet Available

Oxford Hip Score

Better Not Yet Available

No change Not Yet Available

Worse Not Yet Available
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Knee Replacement - Primary

Knee Replacement – Revision

Varicose Veins (2017/18 figures are provisional)

Measure Condition 15/16 16/17 17/18

EQ‑VAS

Better 55.56 50.68 Not Yet Available

No change 12.70 16.44 Not Yet Available

Worse 31.75 32.88 Not Yet Available

EQ‑5D

Better 78.69 83.54 Not Yet Available

No change 6.56 5.06 Not Yet Available

Worse 14.75 11.39 Not Yet Available

Oxford Hip Score

Better 90.77 98.84 Not Yet Available

No change 1.54 0 Not Yet Available

Worse 7.69 1.16 Not Yet Available

Measure Condition 17/18

EQ‑VAS

Better Not Yet Available

No change Not Yet Available

Worse Not Yet Available

EQ‑5D

Better Not Yet Available

No change Not Yet Available

Worse Not Yet Available

Oxford Hip Score

Better Not Yet Available

No change Not Yet Available

Worse Not Yet Available

Measure Condition 15/16 16/17 17/18

Varicose Veins 
Questionnaire

Better 84.62 77.78 100

No change 0.00 0.00 0.00

Worse 15.38 22.22 0.00
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Groin Hernia (2017/18 figures are provisional)

Trust’s Responsiveness to the Personal Needs of 
its Patients during the Reporting Period
This Trust‑wide Patient Experience 
Operational Group (PEOG) provides 
assurance that the views of patients, 
families and the public are sought to 
support and where necessary direct 
improvements in clinical practice, service 
delivery and patient pathways. It provides 
a forum to engage with a range of 
hospital teams, patient representatives 
and Governors to review feedback and 
agree actions needed in response. 

PEOG delivers a work programme to support 
the implementation and sustainability of 
the Trust’s Patient Experience Strategy, 
reporting directly to the Quality, Safety and 
Patient Experience Committee (QSPEC) 
to ensure a clear line of communication 
and accountability to the Trust Board. 
The mechanism for reporting and/or 
escalating any risks identified is in line with 
the Trust’s existing governance structure 
and where necessary risks identified are 
included on the relevant risk register. 

PEOG uses the experiences of patients 
and their stories to deliver a work 
programme centred on improving 
clinical practice, service delivery and 
patient pathways, to ensure; 

• individual’s human rights are 
recognised to a standard of care 
that maintains patients’ dignity, 
respect, equality and fairness

• patient experience is encompassed 
and embedded across services 

• patient experience contributes to 
equitable and responsive services 

• partnerships with users and carers 
are maintained and improved

• care is provided in environments 
that promote patient recovery 

• engagement from service users 
to support the work of the 
Model Hospital Programme

Measure Condition 15/16 16/17 17/18

EQ‑VAS

Better 46.99 37.80 85.33

No change 15.66 23.17 16.67

Worse 37.35 39.70 0.00

EQ‑5D

Better 56.79 62.20 75.00

No change 29.63 32.93 25.00

Worse 13.58 4.88 0.00
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PEOG Objectives include;
• Ensuring that clear strategies are in place 

to demonstrate effective patient centred 
care (e.g. Patient Experience Strategy, 
Service User Involvement Strategy, 
Carer Involvement Strategy, Community 
Involvement Strategy and Equality, 
Diversity & Human Rights Strategy)

• Monitoring and improving service 
user experience based on feedback 
from patients, carers and relatives, 
using a range of internal and 
external sources of feedback 

• Receiving reports on progress 
from patient survey(s)

• Supporting clinical teams and specialties 
to develop improvement plans that 
reflect patients’ feedback and respond 
to issues or concerns raised

• Ensure that specialty action plans are 
being implemented and evidence 
of improvement in the service 
user experience is achieved 

• Sharing lessons learnt from patient 
feedback across the organisation 

• Work in collaboration with partner 
agencies (e.g. Health Watch and 
PLACE) to improve patient experience, 
receive and note reports and monitor 
action plans developed in response

The  Countess of Chester Hospital NHS 
Foundation Trust takes part in a series of 
annual patient surveys as required by the 
Care Quality Commission (CQC) for all 
NHS Acute Trusts in England. The purpose 
of the inpatient survey is to understand 
what patients think of healthcare services 
provided by the Trust. The questionnaire 
used reflects the priorities and concerns 
of patients and is based upon what is 
most important from the perspective of 
the patient; it was developed by the NHS 
Patient Survey Co‑ordination Centre. The 
questionnaire was developed through 
consultation with patients, clinicians and 
trusts. The data presented below is from the 
2016 inpatient survey, which was published 
by the CQC during this reporting period. We 
have undertaken a further inpatient survey 
during 2017, the publication of its findings 
is expected for release by the CQC shortly. 

How did we do?
Response rate

The CQC adult inpatient survey captured the 
experiences of 77,850 people who received 
NHS hospital care between August 2016 and 
January 2017. Data was collected on 1,250 
recent inpatients at the Countess of Chester 
Hospital NHS Foundation Trust and the 
questionnaire was sent out to 1177 patients 
who were eligible for inclusion. Responses 
were received from 470 patients in total 
giving a 40 % response rate and accounts for 
0.6% of the overall CQC responses reviewed. 

About our respondents

Key facts about the 470 inpatients 
who responded to the survey:

• Planned in advance admissions: 
28% of patients 

• Emergency or urgent admissions: 
69% of patients 

• 57% of patients had an operation 
or procedure during the stay

• Gender profile: 47% were 
male; 53% were female

• Age profile: 6% were aged 16-39; 16% 
were aged 40-59; 21% were aged 
60‑69 and 56% were aged 70+.
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Our results at a glance

The survey highlighted a marginal increase 
in the reporting of overall experience, and 
demonstrates consistency in the rating 
of positive patient experience since 2014 
(found in the graph below). The survey 
highlighted many positive aspects to patient 
experience, including but not limited to;

• Overall: 88% of patients 
rated care 7+ out of 10

• Overall: 85% of patients rated they 
were treated with respect and dignity

• Doctors: 84% of patients always 
had confidence and trust in 
the doctors treating them 

• Care: 92% of patients reported 

always having enough privacy when 
being examined or treated 

However, patients overall views about ‘care 
and services’ did show a lower category 
rating of 5.6 and highlighted 2 areas in 
particular that require attention (found in the 
table below). A rating of 1.8 was given to the 
question “were you ever asked to give your 
views on the quality of care” and 2.4 to the 
question “Did you see, or were you given, 
any information explaining how to complain 
to the hospital about the care you received”. 
Despite the national comparative data 
demonstrating that this was ‘about the same’ 
as other participating organisations, further 
work is needed to raise awareness across the 
Trust of the existing mechanisms in place 
for patients and their families to share their 
views and make (if required) a complaint. 

Overall Experience

Overall views about care and services 

Question 2016 2015 2014 Comment

Overall, did you feel you were treated 
with respect and dignity 9.2 9.0 8.9 Marginal increase year on year 

During your time in hospital did you feel 
well looked after by the hospital staff

9.1 8.9 8.8 Marginal increase year on year

During your hospital stay, were you ever asked 
to give your views on the quality of care 1.8 1.6 1.9

Marginal increase year on year, 
requires further improvement 

Did you see, or were you given, any 
information explaining how to complain to 
the hospital about the care you received

2.4 2.3 3.0
Marginal since 2015 but reduction 
overall all in measure since 2014, 
requires further improvement

Overall rating for section 5.6 About the same 

8.2

2014

8.1

2015

8.4

2016

Overall experience
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Have we improved?
The findings reflect the national statistics and 
demonstrate that previous improvements 
have been maintained despite the current 
challenges in healthcare delivery, with some 
marginal improvement noted compared 
to last year’s survey but more importantly 
that progress has been sustained and/
or improved over time (CQC, 2017). 

Categories shown to have made sustained 
improvement at the Countess include;

• Admission to hospital (across all 
questions with the exception of 
admission date being changed)

• Hospital & ward (across all questions)

• Doctors (across all questions)

• Nurses (across all questions)

• Care & treatment (across all questions)

• Operations & procedures 
(across all categories)

There has been a decline identified in 
the ‘leaving hospital’ category, which 
mirrors findings nationally (CQC, 2017). 
These declines are generally small but 
taken together appear to show a change 
in patients experience of their care. In 
addition, 1 category has been identified 
where the Countess of Chester Hospital 
NHS Foundation Trust was rated ‘worse’ 
than other participating organisations. 
“Waiting lists & planned admissions 
(answered by those referred to the 
hospital)” with particular reference to, 
changing patients’ admission dates. 

Overall rating by category 

In response to the feedback received 
the following actions will be put 
in to place during 2018/19;

1. To ensure effective and inclusive systems 
are in place consistently for patients 
and the public to provide feedback 
on the quality of their care through 
a range of mechanisms including; 

 > CQC surveys

 > Friends & family test & comments

 > NHS Choices 

 > Health Watch

 > GovRounds

 > PLACE

 > PROMs

 > PALs/Complaints 

 > FB & Twitter feedback
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2. To develop a mechanism for real‑time 
patient feedback, ensuring patients 
are aware of how to share views with us 
about the quality of care they receive 
and allowing clinical teams to respond 
to any concerns at the point of need

3. Increase the visibility of the patient 
experience team across the hospital 
to support patients, families & 
clinical teams to acknowledge the 
patients perceptions of quality whilst 
in our wards & departments

4. Continue to test the newly developed 
patient experience team structure, to 
ensure the capacity & capability within 
the team meets the needs of patients, 
families, staff and external agencies 

5. Redesign the ‘Listening & Responding 
to Concerns & Complaints’ policy to 
include learning from patient feedback 
and develop a suite of Standard 
Operating Procedures to support staff 

6. Update & distribute redesigned 
patient experience information

Trust’s responsiveness to Staff Feedback 
During the 2017/18 reporting period we 
undertook a national staff survey to gain 
feedback from our workforce on a range of 
different measures. We asked all our staff 
to participate and we received responses 
from 40%, we are pleased to say this was 
a 4% increase when compared to the 

previous years but still slightly below the 
national comparison for acute trusts (45%). 

The tables & graphs below provide 
information on what our staff said about 
our hospital and the care we provide. The 
findings represent around 1600 staff views. 

Overall Staff Engagement

Your Trust 
in 2017

Average (median) 
for acute trusts

Your Trust 
in 2016

Q21a
Care of patients/ service users is my 
organisation’s top priority

70% 76% 74%

Q21b
My organisation acts on concerns 
raised by patients/ service users

67% 73% 72%

Q21c I would recommend my organisation as a place to work 61% 61% 63%

Q21d
If a friend or relative needed treatment, I would e happy 
with the standard of care provided by this organisation

71% 71% 73%

KF1
Staff recommendation of the organisation as a 
place to work or receive treatment (Q21a,21c-d)

3.70 3.76 3.79
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Our top 5 ranking scores which are favourable 
when compared to the national comparison 
KF26. Percentage of staff experiencing harassment, bullying or abuse from staff in last 12 months

KF20. Percentage of staff experiencing discrimination at work in the last 12 months

KF29. Percentage of staff reporting errors, near misses or incidents witnessed in the last month

KF17. Percentage of staff feeling unwell due to work related stress in the last 12 months

KF21. Percentage of staff believing that the organisation provides 
equal opportunities for career progression or promotion
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Our bottom 5 ranking scores which are slight less 
favourable when compared to the national comparison 

KF28. Percentage of staff witnessing potentially harmful errors, near misses or incidents in last month

KF30. Fairness and effectiveness of procedures for reporting errors, near misses and incidents

KF32. Effective use of patient / service user feedback

KF13. Quality of non-mandatory training, learning or development

KF22. Percentage of staff experiencing physical violence from 
patients, relatives or the public in last 12 months
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Job Satisfaction 
We asked staff, would they recommend 
our organisation to others? Do they 
look forward to going to work? Are they 
enthusiastic about their role? & Do they 
have sufficient resources to do their job? 

Staff recommendation of the organisation 
as a place to work or receive treatment 

• This has declined from 3.78 
in 2016 to 3.70 in 2017 

• National average for Acute Trusts is 3.75

Violence, harassment & bullying 
We asked staff, how frequently are 
they suffering violence, harassment 
or bullying in the workplace? & Do 
they report these incidents? 

 
 

% experiencing physical violence 
from patients, relatives or the 
public in last 12 months 

• This increased from 15% 
to 20% year on year 

• National average for Acute Trusts is 15%.

Our hospital’s commitment to improving 
staff experience during 2018/19 
Further analysis needs to take place to 
understand the context for the responses 
received and to breakdown the findings 
by division and where able the ward/
department area. This will allow us to fully 
determine the areas for improvement 
and assist us in addressing any shortfalls 
as quickly as possible, this is particularly 
important for the measures which rank 
below the national comparison and/or our 
previous years score. The actions identified 
will be monitored through the People & 
Organisational Development Committee, 
a subcommittee of the Board of Directors. 
Where the analysis identifies themes and 
trends by professional group, these actions 
will be designed and implemented through 
the Nursing & Midwifery Workforce Board 
and the Medical Workforce Board both 
of which report directly to the People & 
Organisational Development Committee. 

We will be involving our Staff Governors 
and our Staff‑side and Union partners to 
design actions that will deliver sustainable 
improvements and ones that are supported 
by our staff and focus on their priorities. 
In addition, we will re-establish our 
‘Barometer Groups’ to support our wider 
Communication & Engagement Strategy. 

During 2017/18 we have experienced 
some challenges with the staff friends & 
family recommendation survey; this has 
been a direct result of a breakdown in 
process and as such we are not able to 
present data for this reporting period. We 
recognise that the staff friends and family 
feedback is a key measure in understanding 
the perceptions and experiences of 
our workforce. Our process has already 
been redesigned to ensure robust and 
timely reporting during 2018/19.

KF10. Support from immediate managers
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3. Other Information 

3.1 An overview of the quality of care 
offered based on 2017/18 performance 
Patient Safety 
Improve the experience of colorectal 
patients;´  work has progressed during 
2017/18 to improve the care we provide 
to our colorectal patients. This has been 
centred on improving the patient pathway by 
introducing triage and straight to diagnostic 
test at first outpatient appointment. 

 

Our measure of success was;

To increase the number of fast track (cancer 
patients) patients going straight to tests 

What we have achieved;

 9 we have now reached 40% compliance 
with fast track cancer patients going 
straight to test

Data source: Meditech (Electronic Patient record) number of patients recorded as having 
telephone consultation and referred straight to test (Fast Track patients only). 

Prior to April 2016 all patients went straight 
to a face to face outpatient appointment; 
they would then be seen and sent after 
their appointment for diagnostic tests. 
Recognising this caused an unnecessary 
delay in June 2017 we created 15 weekly 
telephone review slots which automatically 
meant a 30% increase in fast track patients 
going straight to diagnostic test. In 
January 2018 we increased this further to 
20 weekly telephone review slots meaning 
a further increase in improvement to 40% 
of all fast track patients going straight to 

diagnostic test. Further developments are 
planned during 2018/19 to redesign the 
outpatient service model further to include 
our routine and urgent patient pathway.

Enhance pathway for patients with head 
and neck cancer;  we set out to improve 
the pathway by introducing a neck lump 
clinic to reduce patient delays and reduce 
the between date of receipt of referral 
and diagnosis. During 2017/18 significant 
improvements have been made within 
outpatients capacity to improve both first 

Percentage of FT Colorectal Patients 
(Straight to Test)

49 of page 67

Quality Account 2017/18

Other Information 



(at 7 days) and follow‑up appointments 
(at 14 days), and successful funding for 
a permanent full‑time Head & Neck 
Clinical Nurse Specialist. Radiology and 
histology have been informed of the 
current schedule of fast track patient slots, 
so they are now aware of the expected 
diagnostic capacity required; this is an 
interim step to a one stop clinic. In addition 
a weekly meeting is currently being piloted 

between the Cancer Clinical Lead and 
ENT Consultants to reduce the number 
of late tertiary transfers over 38 days and 
patients waiting for more than 62 days. 

What we have achieved;

The graph below demonstrates the 
continuing improvement seen to the head & 
neck cancer pathway, showing clearly that 
patients are not waiting as long. 

Data source: Somerset Cancer Register, the data items used to create this query is part 
of the reporting structure for National Cancer Waiting Times Standard and are therefore 
collected and reported in accordance with the national guidance and data definitions.

Further improvements are planned 
during 2018/19, these include;

• Triage in ENT with a proposal 
to spilt referrals across neck 
lump, thyroid and other

• Recruit to the Clinical Nurse 
Specialist (CNS) post 

• Review pathway further 
when CNS has started 

• Develop the ‘one stop’ clinic in 
partnership with neighbouring 
organisation or within a clinical network

Reduce the number of falls with 
harm;  we set out to improve patient 
safety whilst in our care by reducing 
the number of falls with harm. 

In September 2017 a quality improvement 
nurse was recruited to work on a falls 
prevention programme across the hospital. 
Since joining team Countess they have 
completed the following activities;

 9 Review of clinical incident 
data in relation to falls 

 9 Established themes and trends 
to support improvement 

 9 Reviewed current evidence base 
and scoped best practice 

Average length of H&N pathway; receipt of referral to confirmed cancer/non-cancer diagnosis
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 9 Formed strong relationships across 
the local health and social care 
system to share best practice 
and join up ways of working 

 9 Designed a standard of practice to 
support staff to prevent the risk of falls 

 9 Designed a patient assessment tool 
to identify those most at risk 

 9 Piloted concepts within the 
adult inpatient ward areas

 9 Designed an education & training 

programme to support staff 
across professional groups 

What we have achieved

On evaluation of the data collected it shows 
that there has been an overall reduction in 
falls during 2017/18, with 1,248 inpatient 
falls reported in 2016/17 compared to 
1,173 in 2017/18 (6.1% reduction overall). 
There has also been a reduction in the 
number falls causing low or severe harm 
during the reporting period, however falls 
resulting in moderate harm have increased 
(from 22 in 2016/17 to 32 in 2017/18). 

Data source: Datix Incident Management System (data range 1st April 2016-31st 
March 2017 & 1st April 2017-31st March 2018, categorisation of clinical incidents 
with harm are based on national NHS Serious Incident definitions. 

This would indicate that further work needs 
to be undertaken and falls will remain a 
key safety priority for 2018/19, where the 

intention is to roll out the falls prevention 
programme into the wider organisation. 

Patient Experience 
Implement a new model of care in 
the Urogynae department that offers 
support for patients suffering from 
incontinence;  to improve patient experience 
by creating a support group for patients 
suffering from incontinence and measure 
the number of patients attending clinic. 

What we have achieved; 

 9 Completed patient survey to assess 
the quality of the services provided 
in the Urogynaecology Clinic 

Risk Category 2016/17 2017/18

Falls with no harm 994 966

Falls with low harm 222 173

Falls with moderate harm 22 32

Falls with severe harm 10 2

Death caused by fall 0 0
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Survey findings;
From the patients attending Urogynaecology 
we received responses from 50 patients in 
our care. The responses represent feedback 

from new patients; follow up patients and 
those accessing the treatment clinic and 
urodynamics.

Data source: 50 patients surveyed during the 2017/18 reporting period

We are pleased that 84% of patients said 
their overall experience was ‘excellent’, 
with a further 14% answering ‘good’. We 
also asked patients to provide information 
on waiting times, the welcome provided by 
staff and whether they had been involved 
in decisions made relating to their care 
including the information provided to them 
about their care. Overall the responses from 
the 50 patients surveyed were very positive 
and indicate that doctors & nurses always 
introduce themselves, 94% of patients 

answered ‘yes’ to being involved in decisions 
about their care and 98% indicated that 
they were given enough information and 
that it was presented in a way in which they 
could understand. However, wait times 
were reported to have been unreasonable 
by 8% of responders which is a recognised 
challenge within the Outpatient Department 
and one that we continuously monitor 
and look for ways to further improve. 

What was your appointment for today?

Satisfactory 2%

Excellent 84%

Good 14%

How do you rate your overall experience today?
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The team has also started work on 
developing a patient experience focus group 
and this will be progressed further during 
2018/19, the relevant stakeholder have 
already been engaged and we are liaising 
with the local Bladder & Bowel Foundation 
Support Group subdivision for Chester and 
inviting them to advertise their meetings 
with ourselves within the Department.

Using the Governors to establish a 
peer review process to review redacted 
complaints;  we set out to establish a 
quality assurance process, working with 
the Governors to ensure that the Countess 
Complaint responses were easily understood 
and meaningful to the complainant.

Unfortunately, due to operational pressure 
within the Patient Experience team, this 
initiative has been deferred during 2017/18 
and therefore it has not been achieved. 
During this reporting period focus has had to 
be placed on the redesign of the team and 
resolving the backlog of open complaints. 
Although this particular priority could not 
be progressed, it is important to share the 
teams successes during 2017/18 which have 
positively impacted on patients, families 
and external organisations who have raised 
a concern or complaint with the hospital.

What we have achieved;
 9 Redesign of the patient experience 
team to increase capacity (time) 
and capability (team skills) 

 9 Recruited to team vacancies and 
are now up to establishment 

 9 Offered apprenticeship opportunity 

 9 Resolved the backlog of 
historic open complaints

 9 Improved complaint response times to 
meet national and local standards and 
meet the expectations of complainants 

 9 Established strong relationships 
with external partners and agencies 
(including Parliamentary Ombudsman 
Service, MP and commissioners) 

 9 Designed a complaints & concerns 
dashboard to track trends and themes 

 9 Redesigned divisional reporting templates 
to share key information & lessons learnt 

 9 Provided root cause analysis 
training to team members

 9 Improved policy and guidelines in 
relation to complaints & concerns 
handling (to be ratified in 2018/19) 

Work will continue during 2018/19 to sustain 
the improvements made and to introduce 
further assurance processes including;

• Using the Governors to establish 
a peer review process to review 
redacted complaints

• Designing and implementing a survey 
following receipt of a complaint 
to evaluate performance and 
identify areas for improvement 

Increase the involvement of volunteers 
to support patient experience;  we set 
out to ensure patient and carer/family 
experience feedback is factored into service 
change and improvement in satisfaction. 

What we have achieved;
 9 Volunteers have played a key role in the 
maintenance of the patient experience 
boards and collecting comment cards 
for return to the patient experience 
team for logging and, where necessary, 
appropriate action to be taken

 9 Volunteers have ensured that the 
boards are stocked with PALS and 
Complaints leaflets and comment cards

 9 Volunteers have made the patient 
experience team aware when leaflets 
or comment cards have been required 
on patient experience boards 
and the main reception desk

 9 Volunteers are collecting Friends 
and Family tests which are returned 
to the patient experience team 
for appropriate action
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Effectiveness
Increase effectiveness of the model 
of discharge to assess (D2A);  we set 
out to ensure that patients spend only 
the minimum amount of time in acute 
hospital care and that where possible they 
returned to their usual place of residence. 

During 2017/18 we reviewed our discharge 
to assess (D2A) model to improve the 
experience of patients who were medically fit 
for discharge. This included redesigning four 
intermediate care areas across the Trust, with 
a focus on building multi‑professional teams 
to meet the complex needs of patients 
who have ongoing and/or long term health 
and social care needs. To support the D2A 
model we also implemented the ‘Red day-
Green day’ process to support proactive and 
timely patient discharge across all inpatient 
wards and departments. This process is 
designed to make every day a productive 
day by moving the patient forward and 
preventing any delays in discharge. This 

means patients are more likely to be able 
to return to their usual place of residence. 

Red day‑Green day has standardised 
our approach to discharge planning and 
supports a consistent approach across all 
inpatient areas. It involves a morning board 
round with a range of staff with differing 
expertise coming together to focus on the 
discharge needs of our patients. At the board 
round the following key points are discussed;

• Why the patient has been admitted?

• What the current medical plan is?

• Does the patient have any functional 
difficulties and require input 
from the Integrated Discharge 
Team or therapy staff

• Could the patient be cared for away 
from an acute hospital environment?

What we have achieved; 

In 2016/17 835 out of 1,471 patients 
returned to their place of usual residence 
(57%). When comparing our performance 
in 2017/18 the data presented in this graph 
demonstrates a consistent improvement 
throughout the reporting period, showing 
an increase of between 8‑15% (by month) in 
the number of patients who are discharged 

home or to their usual place of residence. 

We have also seen a reduction in the 
length of time patients have stayed in 
hospital in 3 out of the 4 intermediate care 
areas (as shown in the graphs below). 

Percentage of patients discharged home directly from intermediate care
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IMCU 34

Bluebell

Poppy
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Data source: Meditech (Electronic Patient record); national codes for discharge 
destinations can be found at https://www.datadictionary.nhs.uk/data_dictionary/

Improve the efficiency of outpatient 
utilisation;  we set out to ensure that we 
increased utilisation of outpatient clinics by 
increasing appointment slot utilisation in 
each clinic and reducing un‑booked slots as 
well as patients that do not attend (DNAs).

What we have achieved;

 9 a reduction in the percentage of un‑
booked appointment slots from 2016/17 
to 2017/18 by 8.4% which equates to a 

total annual reduction of 25,927 slots

 9 DNA rate has remained static at approx. 
8% for new and review appointments

 9 text reminders were introduced in March 
2018 and DNA rate will continue to be 
monitored to assess effectiveness

 9 current cancel/ rebook rate for March 
18 is 3% which gives potentially 
1000 appointments to be reused 
increasing clinic utilisation. 

Data source; Qlikview dashboard which is fed data from Meditech (Electronic Patient Record)

This will remain a key priority for 2018/19. 

Upton Dene

Unbooked Clinic Slots 2016/17 vs 2017/18
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Increase the effectiveness of theatres;  
we set out to ensure we increased utilisation 
of our day case theatres to maximise 
patient flow and reduce hospital and/
or patient led cancellations and DNAs. 

What we have achieved;  we have seen a 
reduction in the combined hospital & patient 

cancellation rates during 2017/18. However, 
it is recognised that further improvement 
work needs to be undertaken to understand 
the reasons for cancellation and structure our 
plans for improvement accordingly, as such 
this will remain a key priority for 2018/19.

Data source: Qlikview which is fed data from Meditech (Electronic Patient record) 
comparison data from the national Model Hospital portal is used as a point of reference 
(this data comes from the theatre diagnostic of 100 trusts by Four Eyes Insight completed 
during the 2015 to 2016 financial year. Only those trusts involved in the exercise will 
be able to access detailed theatres data on the Model Hospital, but all trusts can view 
workforce productivity metrics which are derived from the Electronic Staff Record)

Item 2016/17 2017/18 Narrative

Session Utilisation 77.4% 75.6%
In session utilisation (utilisation from start of first patient 
to end of last patient) has improved year on year.

Patients have spent more time in anaesthetics in 
17/18 indicating a more complex case mix.

Turnaround time has improved, as has 
downtime across sessions.

Activity across day case has dropped 8.44%, 
cancellations as a percentage of activity has 
stayed reasonably static at around 14%.

Cancelled on the day (Q4 16/17 vs Q4 17/18) has dropped 
across both patient and hospital led cancellations.

The Theatres Operation Excellence project plan for 
2018/19 has a number of key focuses including:

• Starting on time

• Reducing the number of avoidable cancellations

• Increasing the number of procedures across 
the trust completed as a day case

Year end validation is currently being undertaken 
(a data quality validation exercise) which means 
this current 17/18 position is draft.

In‑Session 
Utilisation

70.4% 74.1%

Turnaround Time 8.7% 6.3%

Downtime 29.6% 25.9%

Time In 
Anaesthetic

10.2% 17.0%

Number Of 
Procedures

6632 6072

Cancelled Ops 930 874

Start Time ‑ Arrival 
In Anaesthetics

09:15/14:11 09:14/14:11

Finish Time 12:12/16:50 12:11/16:48
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3.2 Performance against the relevant 
indicators and performance thresholds 
Indicators

The implementation of the nationally 
mandated e‑RS system on 12th March 2018 
has affected a small amount of the data 
collected in the 18 week referral to treatment 
figures presented in the table above. The 
e‑RS system automatically changes the date 
of referral to the date the appointment was 
booked and as such shortens the reported 
wait time. However, this has only affected 
a small number of specialities and only 
since 12th March 2018 when the system 
was implemented. The specialities affected 
include Respiratory Medicine, Haematology, 
Urology, Plastic Surgery, Dermatology, 
Rheumatology, Cardiology, Endocrine and 
Diabetes. All other data submitted (other 
specialities & pre 12th March for the listed 
specialities above) have accurate RTT 
clock starts. The Trust has documented 
this risk on the divisional risk register and 
in the board assurance framework. 

The 2017/18 full year performance for 
Cancer 62 day wait for first treatment for 
patients referred urgently from their GP 
referral for suspected cancer was 80.5% 
below the expected 85%. The 2017/18 
full year performance for Cancer 62 day 
wait for first treatment for referrals made 

from the NHS Cancer Screening Service 
was 92.9% above the expected 90%. The 
under achievement against this standard 
was due to increased demand on services 
with capacity issues within areas such as 
Radiology, Endoscopy and specific tumour 
sites. This has resulted in some delays in 
patient treatments and referring patients out 
to tertiary centres for treatment. In January 
2018 we launched the ‘Cancer Improvement 
Programme’ focusing on the following areas:

• Diagnostics

• Workforce and education

• Internal processes

• Multi‑disciplinary teams

• Optimal clinical pathways

• Technology and data

Each of these work streams is led by an 
Executive Director and we have already 
seen improvements in the reduction 
of patients waiting over 62 days and 
our aim is to achieve these standards 
in full by the end of Q1 in 2018/19.

Indicator Target Performance

Maximum time of 18 weeks from point of referral to treatment 
(RTT) in aggregate – patients on an incomplete pathway

92% 90.5%

A&E: maximum waiting time of four hours from 
arrival to admission/ transfer/ discharge

95% 82.9%

All cancers: 62-day wait for first treatment from:

Urgent GP referral for suspected cancer 85% 80.5%

NHS Cancer Screening Service referral 90% 92.9%

Maximum 6‑week wait for diagnostic procedures 99% 97.9%
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Delayed Transfer of Care (DTOC)
Patients who are ready to be discharged 
from hospital can sometimes be stranded 
whilst they are waiting on a placement in 
another care setting. This can happen for a 
variety of reasons, delays in the assessment 
of care needs, delays in the appropriate 
funding being allocated and the number of 
beds or care packages available outside of 
the hospital. Patients who remain in hospital 
longer than they require are likely to have a 
poorer experience. The hospital collects data 

on the number of patients meeting the NHS 
England DTOC criteria and this information 
is submitted to the national database for 
analysis. It is important to track the number 
of patients who have been affected by delays 
but also the number of bed days lost as a 
result. The graphs below provide information 
on the number of DTOC during 2017/18 and 
includes information on the number of 
hospital bed days lost as a result. 

Data source: Monthly National Situation Report (unify), national definitions can be found at https://
www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2015/10/mnth-Sitreps-def-dtoc-v1.09.pdf

2017/18 (N) of days lost to DTOC

2017/18 DTOC (N) of patients
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Seven Day Hospital Standards 
It is important to ensure timely access to 
expertise and diagnostic test whenever 
patients may need them. In 2013 Sir Bruce 
Keogh developed a number of standards 
to support seven day service delivery. 
In 2016 NHS England further defined 
the recommendations and outlined the 
requirement for all acute hospitals to 
have four priority standards in place to 
maintain patient safety and ensure a quality 
experience regardless of the day of the 
week the person was admitted or their 
clinical condition dictated they needed it.

The four priority standards are; 

• Standard 2 – Time to first 
consultant review

• Standard 5 – Access to diagnostic tests

• Standard 6 – Access to consultant‑
directed interventions

• Standard 8 – Ongoing review 
by consultant twice daily if high 
dependency patients, daily for others

These standards are audited nationally 
every year. Below is information on how 
we are doing at the Countess in relation 
to ensuring these standards are met. 

September 2017 audit; 

Only required audit against 
Standard 2 ‘time to first consultant 
review’ and we achieved 71%

March 2017 audit;

Required audit against the 
four priority standards

Using these audits we have highlighted 
those specialties whose results were lower 
than others and have worked with the 
Sustainable Improvement Team at NHS 
England to understand the results and to 
learn and implement good practice from 
other Trusts. This has included reviewing 

pathways to ensure that those patients who 
are mandated by the standards to receive 
the care do so, whilst documentation 
supports the decisions made for those who 
don’t require that level of care or review.

Standard Descriptor % achieved

Standard 2 Time to first consultant review 73%

Standard 5 Access to diagnostic tests 94%

Standard 6 Access to consultant‑directed interventions 89%

Standard 8
Ongoing review by consultant twice daily if high 
dependency patients, daily for others

89%

60 of page 67

Quality Account 2017/18

Other Information 



ANNEX 1

Statements from commissioners, local health watch 
organisations and overview scrutiny committees 
Statement from the Trust’s Council of Governors 2017/18
The Council of Governors is pleased to 
be invited to comment on the work of 
the Trust at a time where pressures are 
so extreme that it is hard to see how 
the Trust manages to achieve what they 
do. And yet, they continue to provide 
high standards of care despite this.

The Governors are naturally disappointed 
to see that many of the key indicators have 
not been met. As is the case nationally, A&E 
has continued to fail to reach the target 
of 95% of patients being either treated 
and admitted or discharged in 4 hours. In 
addition, the Trust has slipped in the targets 
for 18 weeks RTT and 62 days cancer. The 
Governors understand the pressures that 
the Countess and the NHS as a whole 
continue to be under, but a reduction in 
what are key indicators is of concern.

Infection control has seen an improvement 
during the year, as has the incidence of 
falls. The Governors are encouraged to see 
that the Trust has now appointed a Quality 
Improvement nurse who has responsibility 
for ensuring that falls continue to reduce.

Monthly meetings with the Trust 
management team provide the Governors 
with up‑to‑date information on how the 
Trust is performing and what measures are 
in place to make improvements. In addition, 
there is a Council of Governors meeting 
4 times a year when a variety of topics are 
discussed. Both of these occasions are 
opportunities for the Governors to probe 
and review the information being provided.

Very recently, the Governors have re-
started their ward observation rounds now 
badged as GovRounds. The structure of 
the visits has been designed between 
the Governors and the Associate Director 
for Nursing – Corporate. The structure 
essentially follows the 15‑step approach 
but has been adapted to reflect the Trust’s 
standards of Safe, Kind and Effective. It’s 
early days, but the Governors see this as 
an opportunity to not only hear what’s 
happening in the Trust but also to see it for 
themselves. Patients too have the prospect 
of seeing and meeting their Governors.

The Governors have become increasingly 
involved in, not just their own committees, 
but many existing Trust committees. Some 
of these have had Governor involvement 
for some time, whilst others are either 
new to the Trust or have now invited 
Governors to participate. The committees 
include Medical Devices, Remunerations, 
Patient Experience, Learning from Deaths, 
A&E Delivery Board, Organ Donation, 
End of Life, Charitable Donations.

In common with the majority of the NHS in its 
70th year, the Trust has faced really difficult 
times and the Governors fully understand 
the situation and continue to support them. 
During the year the Governors were invited 
to attend the apprenticeship awards where 
they witnessed for themselves the dedication 
of all those involved; the apprentices 
themselves, their mentors and tutors as well 
as the Trust. It was reassuring to see that, 
at a time when demands on the Trust are 
extremely high, the future looks brilliant.
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Statement from West Cheshire Clinical Commissioning Group
We are committed to commissioning high 
quality services from our providers and we 
make it clear in our contract with this Trust 
the standards of care that we expect them 
to deliver. We manage their performance 
through regular progress reports that 
demonstrate levels of compliance or 
areas of concern. It is through these 
arrangements that the accuracy of this 
Quality Account has been validated. 

The Trust is commended for their 
approach to reviewing any hospital 
acquired pressure ulcers by maximising 
opportunities to improve practice and 
actively sharing learning across partners. 

The Trust has begun to see a small reduction 
in the number of patients who sustain an 
injury as a result of a fall whilst in hospital. 
This is a welcome improvement and would 
want to see this positive trajectory continue 
through your falls prevention programme. 

We are pleased to note the progress 
in reducing the length of time patients 
have stayed in hospital through the use 
of intermediate care beds and recognise 
your ongoing commitment to the 
partnership working that strengthens 
the success of this work in promoting 
the safe discharge of patients. 

 It is of concern that the Trust were unable 
to deliver on a 2016‑17 Quality Account 
priority to use the Governors to establish 
a peer review process to review redacted 
complaint responses. This was also a 
priority in your 2015‑16 Quality Accounts 
and it is regrettable that resources were 
again not available to deliver this priority.

We acknowledge the significant contribution 
of the Trust in developing the whole health 
economy plan to reduce gram negative 
blood stream infections. The Trust has 
been a key player in delivering progress 
in achieving this national ambition.

We note through our CQUIN reporting 
mechanism that you have been unable to 
consistently achieve best practice in the 
recognition and management of sepsis. 
We share your view that this must improve 
and look forward in the next 12 months 
to seeing progress reports against this. 

Your programme of work on Care Hours 
per Patient Day is innovative and we would 
value learning more about how this work 
contributes to maximising the impact your 
staff can have in delivering safe care. 

The Quality Account references that the Trust 
has continued its work towards compliance 
with the National Safety Standards for 
Invasive Procedures. We welcome this and 
anticipate that meaningful change will 
be evident through changes in the root 
causes and contributory factors of any 
invasive procedure incidents reported. 

It is important that we see a sustained 
acceleration in the number of deaths 
that are reviewed as part of your 
learning from deaths work. 

We support the priorities that the Trust 
has identified for the forthcoming year 
and look forward to continuing to work in 
partnership with you to assure the quality 
of services commissioned in 2018/19.
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ANNEX 2

Statements of directors’ responsibilities 
for the quality report 
§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 
2017/18 and supporting guidance 

• the content of the Quality Report is not 
inconsistent with internal and external 
sources of information including; 

 > board minutes and papers for the 
period April 2017 to May 2018;

 > papers relating to quality reported 
to the board over the period 
April 2017 to May 2018;

 > feedback from commissioners, 
dated 22nd May 2018;

 > feedback from governors, 
dated 17th May 2018;
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 >  feedback from local Healthwatch 
organisations, requested on 8th 
May 2018 but not received;

 > feedback from Overview and 
Scrutiny Committee, requested on 
8th May 2018 but not received;

 > the trust’s complaints report published 
under regulation 18 of the Local 
Authority Social Services and NHS 
Complaints Regulations 2009;

 > the 2016 national patient survey, 
published in May 2017;

 > the 2017 national staff survey, 
dated 6th March 2018;

 > Care Quality Commission Inspection, 
dated 29th June 2016;

 > the 2017/18 Head of Internal Audit’s 
annual opinion over the trust’s control 
environment, dated 17th April 2018; and

 > the Quality Report presents a balanced 
picture of the NHS foundation trust’s 
performance over the period covered 

 > the performance information 

reported in the Quality Report 
is reliable and accurate 

 > there are proper internal controls over 
the collection and reporting of the 
measures of performance included in 
the Quality Report, and these controls 
are subject to review to confirm that 
they are working effectively in practice 

 > the data underpinning the measures 
of performance reported in the Quality 
Report is robust and reliable, conforms 
to specified data quality standards and 
prescribed definitions, is subject to 
appropriate scrutiny and review and 

 > the Quality Report has been 
prepared in accordance with NHS 
Improvement’s annual reporting 
manual and supporting guidance 
(which incorporates the Quality 
Accounts regulations) as well as the 
standards to support data quality for 
the preparation of the Quality Report. 

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

Tony Chambers 
Chief Executive 
22nd May 2018

Sir Duncan Nichol CBE 
Chairman 
22nd May 2018

64 of page 67

Quality Account 2017/18

ANNEX 2



Quality Account 2017/18



Quality Account 2017/18



Quality Account 2017/18


	1.	Summary Statement on Quality from the Chief Executive 2017/18
	2.	Priorities for Improvement and Statements of Assurance from the Board
	2.1	Priorities for Improvement in 2018/19
	2.2	Progress made since publication of the 2016/17 Quality Report
	2.3	Statements of Assurance from the Board
	2.4	Reporting against Core Indicators 

	3.	Other Information 
	3.1	An overview of the quality of care offered based on 2017/18 performance 
	3.2	Performance against the relevant indicators and performance thresholds 

	ANNEX 1
	ANNEX 2

	Button 9: 
	Page 3: 
	Page 71: 
	Page 132: 
	Page 163: 
	Page 224: 
	Page 275: 
	Page 296: 
	Page 317: 
	Page 328: 
	Page 349: 
	Page 3510: 
	Page 3711: 
	Page 4212: 
	Page 4413: 
	Page 4614: 
	Page 4815: 
	Page 5016: 
	Page 5217: 
	Page 5918: 
	Page 6119: 
	Page 6720: 

	Button 8: 
	Page 4: 
	Page 51: 
	Page 62: 
	Page 103: 
	Page 124: 
	Page 145: 
	Page 156: 
	Page 177: 
	Page 188: 
	Page 199: 
	Page 2010: 
	Page 2111: 
	Page 2312: 
	Page 2413: 
	Page 2514: 
	Page 2615: 
	Page 2816: 
	Page 3017: 
	Page 3318: 
	Page 3619: 
	Page 3820: 
	Page 3921: 
	Page 4022: 
	Page 4123: 
	Page 4324: 
	Page 4525: 
	Page 4726: 
	Page 4927: 
	Page 5128: 
	Page 5329: 
	Page 5430: 
	Page 5531: 
	Page 5632: 
	Page 5733: 
	Page 5834: 
	Page 6035: 
	Page 6236: 
	Page 6437: 

	Button 17: 


