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PART ONE 
1.0 Summary Statement on Quality from the Chief Executive 2020/21 

 

I am pleased to introduce the annual quality account for 2020/21. This year, the Trust has 
continued to work to address the significant healthcare pressures which have been created 
by COVID-19, both in terms of treating those most ill with the virus and in restoring as much 
elective capacity as possible.  In January and early February, the Trust faced unprecedented 
pressures due to the growth in COVID-19 community cases and hospital admissions. We 
had the highest percentage of inpatients with COVID of any trust in the North West and were 
one of the hardest hit nationally.  

The Trust implemented extraordinary measures to deal with the challenges posed by the 
third peak in infections, including transferring our paediatric inpatient service to Wirral 
University Hospitals Foundation Trust, our most urgent elective vascular cases to the 
Liverpool Heart and Chest Foundation Trust and urgent maxillofacial services to Liverpool 
University Hospitals Foundation Trust at Aintree hospital. Staff were redeployed to support 
our eight COVID wards including paediatric staff who their colleagues on adult wards. 
Furthermore, COVID-19 adversely affected the Trust’s cancer pathways with some delayed 
first appointments and challenges due to capacity in diagnostics. In the first wave we re-
commissioned the endoscopy unit for ITU surge, which impacted diagnostics for four tumour 
sites, although some of this activity was able to continue in main theatres. The pathways 
were challenged further due to reduced or limited face to face clinics because of COVID 
infection prevention control measures, staffing issues across many departments and patients 
choosing not to attend appointments or receive treatment due to the perceived risk of 
contracting COVID-19 when attending hospital appointments 

Throughout the year the Trust has introduced and maintained a number of robust measures 
for infection prevention and control, thus optimising the maintenance of essential healthcare 
services by reducing the risk of transmission of the virus among patients and healthcare 
workers. As part of our work to protect colleagues and patients, we successfully commenced 
a programme of asymptomatic testing at the Trust in December, open to staff working on site 
and those working in or passing through patient areas. This testing programme enabled us 
to monitor closely any local outbreaks within the Trust, allowing us to respond quickly to 
break potential chains of virus transmission. 

As I write, the number of patients with COVID-19 disease requiring admission has dropped 
substantially and stabilised, although the Trust continues to maintain the highest levels of 
COVID awareness and preparedness in the event of a fourth wave of infections. The 
consequences of the pandemic are also making themselves felt in new and challenging 
ways. Most clearly, in urgent care we have seen a significant increase in pressure on 
hospitals’ Emergency Departments, including ours, which has seen more than a 30% 
increase in attendances in recent months. Colleagues at the Trust are working extremely 
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hard to ensure that people are seen as quickly as possible. As part of our effort to manage 
this growing demand, we are of course focused on ensuring that those with the most urgent 
cases are seen first.  

Despite the ongoing challenges of the pandemic, we have continued to make important 
progress in improving our services for our patients and the local community. This report 
should serve as an honest and accurate account of where we have achieved progress this 
year, and where further improvements and change are needed.  

During 2020/21 we have made good progress in further developing and improving the 
Trust’s provision of safe and timely services. The Trust has worked hard to reduce the 
number of ‘Failure to Rescue’ incidents (which occur when there is a failure to identify a 
patient whose condition has deteriorated) with the Trust’s use of the National Early Warning 
Score 2 (NEWS2) system for 2020/21 has allowed colleagues to escalate patients in a timely 
and appropriate manner. Colleagues’ commitment to promoting a safe and secure 
environment has also enabled the Trust to achieve over 95% Sustained Improvement across 
all clinical areas, against the clinical standards within the Infection Prevention & 
Control/Covid-19 NHS Management Checklist Audit. This includes a 97% overall compliance 
score for hand hygiene, 97% for Personal Protective Equipment (PPE), and 96% for Patient 
Equipment. 

Excellent progress has been made in improving our performance in relation to the four-hour 
emergency standard. In spite of the pressures we have faced in relation to the pandemic and 
to high levels of non-Covid demand, we have consistently performed well when 
benchmarked with Trusts across the North of England. 

Unfortunately, the Trust reported two Never Events in 2020/21, however one of these events 
was related to an incident that occurred in 2018.  The teams’ transparency and openness 
about these incidents will enable us to learn from them and thus prevent harm in the future. 
We are a clinically-led learning organisation and we will learn and become safer as a result 
of the teams’ openness. 

I commend this quality account to you and I am, as always, grateful to the many people who 
have contributed to its content. I confirm that, to the best of my knowledge, the information in 
this document is accurate and has complied with the requested requirements. 

  

Dr Susan Gilby 

Chief Executive Officer, June 2021 
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PART TWO 
Priorities for improvement and statements of assurance from the Board 

. 
2.1 Priorities for improvement in 2021/22 

   
Our key priorities for improvement in 2021/22 have been chosen to reflect the three domains 
of quality defined as follows: 
 

• Patient Safety: delivering safe services 
 

• Clinical Effectiveness: delivering effective services  
 

• Patient Experience: delivering kind and compassionate care 
 

The COVID-19 pandemic has had a direct impact on the NHS and the delivery of its 
services. This impact has been felt across the country as the number of people requiring 
hospitalisation (attendance and admission) as a result of COVID-19 related disease peaked 
significantly during 2020. Patient safety continued to be paramount and we saw staff 
transferring skills and areas of work to support the safe and effective delivery of patient care. 
As the NHS begins its restoration and recovery programme to resume routine services the 
continuation of strict infection and prevention control measures will remain in place. This will 
affect the number of patients seen and treated within certain departments and will require 
careful management to ensure that people are able to access services in line with their 
clinical need.  

The Trust is committed and will continue to prioritise patient safety, clinical effectiveness and 
patient experience during 2021/22 and therefore has made the decision to roll-over the 
priorities not achieved in full due to the pandemic.  

Patient safety:  

Getting it Right First Time (GIRFT) to deliver safe services, we will provide 
consistency in the care and treatment we deliver for all of our patients. The Trust is 
committed to continuing with the National Patient Safety initiative, GIRFT to ensure 
the right care and treatment is started at the right time in the patient’s journey. We 
have set ourselves targets and trajectories for our safety measures. We will use statistical 
process control (SPC) charts, an analytical technique, to enable us to understand whether 
the changes we are making are resulting in improvement and in doing will guide us to take 
the most appropriate action.  

Our measures of success will be; 

• Reduction of incidents in respect of ‘Failure to Rescue’ 
• Increase the number of safety summits held per year  
• Achieving >95% Sustained Improvement across all clinical areas, against the clinical 

standards (within the Infection Prevention & Control/Covid-19 NHS Management 
Checklist Audit) 
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Reducing the number of ‘Failure to Rescue’ incidents  

‘Failure to Rescue’ essentially means failing to identify a patient when their condition has 
deteriorated. To support staff in recognising and responding to the deteriorating patient a 
specific clinical assessment tool is utilised.  This advocates a system to standardise the 
assessment and response to acute illness and is a key element of patient safety and 
improving patient outcomes. The tool provides a score for each physiological observation 
taken and this is then aggregate into a total score which indicates the response needed. Six 
core physiological parameters form the basis of the scoring system 

1. Respiration rate 
2. Oxygen saturation 
3. Systolic blood pressure 
4. Pulse rate 
5. Level of consciousness or new confusion 
6. Temperature 

Once the observations have been taken and the score allocated, there is a graded response 
system for staff to follow to ensure a responder with the right knowledge and skills attends to 
direct the care and treatment needed. To deliver safe services we aim to ensure our clinical 
teams are appropriately recognising the patient when they are deteriorating. An effective 
response and escalation is of essence in providing opportunity to act in a timely manner to 
support the patient. Progress against our measure for success will be monitored through the 
Deteriorating Patient Group which reports to the Quality Governance Group.    

Identification and recognition of sepsis is included in this quality measure. If we are able to 
identify sepsis quickly and start the appropriate treatment it will help to save lives. We are 
committed to ensuring our patients have access to the right care and treatment for sepsis. 

The Trust’s transition to the Cerner electronic patient record in July 2021 will support 
consistent and sustained improvement. The introduction of e-observations will allow visibility 
across the organisation of patients’ observations; improve accuracy of recording, compliance 
to response thresholds and therefore early medical and nursing intervention. 

Progress against this measure will be monitored by the Deteriorating Patient Group which 
reports to the Quality and Safety Committee, a sub-committee of the Trust Board of 
Directors 

 

Increase the number of Patient Safety Summits  

Patient safety summits have been designed to facilitate clinical conversations about 
significant events which have taken place in the Trust in which we can learn from. Holding 
such events is promoting a learning culture in which we can utilise the knowledge and skills 
of our staff to ensure that our services are safe and continue to meet the needs of patients. 
Humans are fallible and mistakes can happen when working in complex environments 
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Robust systems and processes are vital in supporting human behaviour and the majority of 
learning from such events leads to changes in practice improving patient safety. If a problem 
has occurred, establishing what has happened, discussing this with colleagues and learning 
from it will ensure continuous learning.  Clinical colleagues are encouraged to attend patient 
safety summits with open minds and willing to have an honest discussion about care at the 
Countess of Chester Hospital. The aim of these sessions is to have a collaborative approach 
in an informal environment where everyone can discuss ideas to improve our care.  

Progress against this measure will be monitored by the Transformation Group which reports 
to the Finance and Performance Committee, a sub-committee of the Trust Board of 
Directors. 

Achieving a sustained Improvement of >95% compliance in COVID-19 infection 
prevention & control standards  

Achieving the infection prevention standards (as set out in the Covid-19 NHSE/I 
Management checklist) is fundamental if we are to reduce healthcare-acquired infections in 
our hospitals and keep patients safe. During 2020/21 we experienced a high number of 
healthcare-associated infections across clinical areas and have significantly invested in or 
Infection Prevention and Control services. Managing the Covid-19 pandemic has raised the 
awareness of the importance of compliance against essential standards to avoid hospital 
transmission of infections. We will particularly focus on compliance against the following 
clinical standards, namely: 

• Creating a safer clinical environment for patients through the implementation of bed 
segregation screens that will further mitigate the 2-metre distance between inpatient 
beds 

• Supporting compliance against the National Cleaning Standards through the 
utilisation of novel technology to enhance decontamination of the clinical environment 

• Ensuring robust processes in the management and decontamination of patient 
equipment (single use and multi patient use) are in place. 

• Working with the estates team to enhance both the condition and ventilation of the 
clinical environment 

• Ensuring that Personal Protective Equipment (PPE) is both available at point of use 
and safely stored 

• Ensuring that all staff are trained in infection prevention and control with a focus upon 
correct use of PPE and hand hygiene. 

• Provision of facemasks and hand hygiene products for patient use  
• Ensuring robust compliance with mandatory screening for both COVID-19 and MRSA 
• Maintaining robust patient COVID-19 risk pathways to ensure safe and appropriate 

patient placement   
• Enabling all staff to access and utilise weekly COVID-19 testing    

The above will form part of an on-going audit programme which supports the Covid-19 Board 
Assurance Framework and will be reported through the Infection Prevention and Control 
Strategy Group reporting to the Quality Governance Group up to the Quality and Safety 
Committee and ultimately to the Board of Directors. 
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Clinical effectiveness:  

To deliver effective services we will focus on the way in which we work, improving processes 
to meet the needs of our patients to provide them with the best possible care. 

Our measures of success will be: 

• Increasing numbers of discharges each day across 7 days  
• Reduce the number of face to face outpatient follow up appointments, thus 

increasing the number of specialties using virtual outpatients consultations 
• 98% of patients will be moved 3 times or less during their hospital stay. 

 Increasing the number of patient discharges  

Ensuring our patients are discharged in a timely and safe manner is key to their safety. 
Prolonging any patient stay in hospital longer than necessary is potentially putting patients at 
risk and is preventing patients from regaining independence at the earliest opportunity. This 
leads to deconditioning and a further and/or prolonged reliance on health and social care 
services. If patients are not discharged in a timely manner it can lead to problems with 
managing bed capacity, which can affect the timeliness of admission to an emergency or 
elective bed. We will ensure that our processes are expedited in line with their clinical care 
and our teams recognise the importance of discharging patients at the earliest opportunity 
maintaining their safety, across 7 days a week.  

Providing ownership and empowerment at ward level is fundamental and criteria-led 
discharge (CLD) is the process to assist with the above. If a patient is deemed suitable for 
CLD, the lead clinician for the patients care should set out clinical criteria’s that once the 
patient meets they can be discharged safely. The criteria should be discussed with the 
patient and the multi-disciplinary team and documented clearly. When the patient meets all 
the criteria set out by the lead clinician a member of the multi-disciplinary team is 
empowered to facilitate the patient discharge, without undue waits.  The Royal College of 
Physicians has outlined that 80% of hospital discharges are ‘simple’ so if we can utilise CLD 
effectively we can improve patient experience and flow across the hospital. 

Progress against this measure will be monitored by the Transformation Group which reports 
to the Finance and Performance Committee, a sub-committee of the Trust Board of 
Directors. 

Improving Outpatient services  

The Countess of Chester Hospital offers a range of Outpatient Services covering a wide 
range of specialties across 2 main sites. With people living longer and many patients having 
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multiple long-term conditions there is a need for our outpatient services to be more flexible to 
meet the needs of our patients, providing a better patient experience and clinical outcomes. 
During 2019/20, the Trust started its Elective Care Transformation journey with NHS 
England and NHS Improvement by completing a 100 day challenge. In line with the NHS 
Long Term Plan and the Trusts Clinical Strategy, the overall aim of the programme was to 
reduce the number of face-to-face outpatient appointments by providing the right care, in the 
right place with the right skills, the first time. Considerable work has already been 
undertaken by four specialty teams collaborating with other providers to enable whole 
system transformation. This work has been escalated throughout the COVID-19 pandemic 
as we aimed to reduce the number of patients arriving at the hospital site. This work will 
continue as we head into 2021/22, adopting the 100 day principles and developing a phase 
two of the programme. To ensure we are delivering effective services we will reduce our 
face-to-face follow up outpatient appointments by increasing the number of specialties who 
use virtual consultations.  

Progress against these measures will be monitored by the Transformation Group which 
reports to the Finance and Performance Committee, a sub-committee of the Trust Board of 
Directors. 

Achieving 98% of our patients moving 3 times or less during their hospital stay  

During 2020/21, particularly in managing the Covid-19 pandemic outbreak, we identified that 
our patients were being moved several times within ward/units and also from ward to ward, 
sometimes for non-clinical reasons (for example, to maintain bed capacity and flow).  It is 
unacceptable, particularly if patients are moved late at night and/or have conditions that can 
be exacerbated by the move (for example, people living with Dementia or a Learning 
Disability). We have identified that a patient within a routine pathway will move from the 
Emergency Department to an assessment area then to a specialty ward. There will be some 
exceptions if patients’ conditions change or deteriorate, in which case a transfer to the 
Intensive Care Unit may be appropriate. However, we should expect the majority of our 
patients to only make the 3 moves articulated above. The 2020/21 target of 95% of patients 
not moving more than 3 times has been met consistently, so for 2021/22 we are committed 
to achieving 98%. The reduction of patient moves will also have a positive outcome on 
infection rates, lengthen of stay and patient outcomes. 

Progress against this measure will be monitored by the Quality Governance Group, up to the 
Quality and Safety Committee, a sub-committee of the Trusts Board of Directors.  

 

Patient experience:  

To deliver kind and compassionate care we will involve our patients in their care, always 
treating them with dignity and respect to deliver high-quality care that's based around their 
individual needs. We are committed to listening and responding to our patients in order to 
deliver a positive patient experience, improving our services.  

Our measures of success will be;  
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• The ‘Think Family’ model, to be created, embedded as a single point of referral 
 to safeguarding 

• All wards to be rated as  outstanding within the Caring  Domain and good ‘overall’ via 
the Ward Accreditation System  

• Create a Lived Experience Panel  
 
Embedding ‘Think Family’ model of safeguarding  
 
Safeguarding means protecting a person’s right to live in safety, free from abuse and neglect 
and promoting the wellbeing of the adult. At the Countess of Chester Hospital we have a 
dedicated team of professionals who support patients across the hospital who may have 
some additional needs that require specialist support for example: Dementia, Learning 
Disabilities and Mental Health. The team ensures lawful recognition and safe appropriate 
management is consistently in place, however all staff have a responsibility to safeguard 
people in our care. Going forward, we are committed to ensuring that our most complex and 
patients at risk are looked after under a ‘Think Family’ governance structure and model of 
care. In taking this model forward, it has been identified there is the requirement for our Adult 
Complex Care Team and our Safeguarding Children and Domestic Abuse Team to integrate 
into one service. This will enable the breadth and depth of knowledge and expertise in both 
of those teams to become a multidisciplinary team of experts supporting all elements of the 
‘Think Family’ agenda. This reflects both local and national policy drivers in ensuring there is 
a holistic approach to supporting our most vulnerable adults and children.    
 
We will continue to work with our colleagues across the Health and Care system to promote 
this model of care and share best practice and experiences.  
 
Progress against this measure for success will be monitored through a work plan at the 
‘Think Family’ Strategy Group which reports to the Quality Governance Group. 
 
Why is a Ward Accreditation System important? 

In response to the CQC Inspection (December 2018), internal and external audits and 
feedback from patients and their families it was clear there was a need to refocus on 
fundamental care standards to ensure consistent delivery across all services and specialties. 
At the Countess of Chester we are committed to improving and sustaining these 
fundamental standards of care through the 'Care Assurance Framework' (CAF) which is built 
into a newly formed 'Ward Accreditation System' (WAS). The CAF brings together a range of 
care standards to refocus the attention of all staff on the requirements and expectations. 
CAF explicitly defines what 'outstanding' care delivery looks like. This system spans adult 
inpatients, paediatric inpatients, maternity services, adult critical care, neonates, outpatients, 
theatres and the emergency department. There are a core set of standards that apply to all 
areas, with additional measures added for relevant services. Each CAF has been designed 
using the CQC key lines of enquiry (KLOE) and (where relevant) can be mapped to the 28 
regulations set out in the Health and Social Care Act (2008), regulatory activities, 
Regulations (2010) and the Care Quality Commission (Registration) Regulations (2009).       

Wards and departments are assessed against the relevant CAF and an overall rating of the 
care delivered in that area is given. For consistency with internal and external assurance the 
CQC methodology for assessment and scoring has been adopted. This provides a 
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framework for wards and departments to measure themselves against via a peer review 
process and evaluate the care being delivered in their area as well as providing a structured 
approach to continuous improvement that is owned at ward level and led by the department. 
It achieves this by providing clear direction through a shared vision and purpose and by 
empowering the team to take forward changes relevant to their area. This in turn will reduce 
unwarranted variation and standardises practices that can then be delivered consistently 
across all wards and departments. 

To ensure we are delivering safe care that meets the expectations of patients, our ambition 
is that all wards and departments are consistently rated as outstanding in the SAFE domain 
by the end of 2022.  

Progress against our measure for success will be monitored through the Nursing and 
Midwifery Performance and Assurance Group which reports to the Quality Governance 
Group, up to the Quality and Safety Committee, a sub-committee of the Trusts Board of 
Directors. 

Implement a Lived Experience Panel (LEP)  

People with experience of living with or caring for someone with health/care issues are an 
invaluable resource to health and social care continuous improvement work. They not only 
bring their personal perspective of living with or supporting someone with health issues but 
can also offer many other skills, challenge and experiences. Their perspective and 
experience of our services is real and honest, so involvement of people with lived experience 
is essential. We continually strive to make improvements to our services using feedback 
from our patients, We wish to take this further by recruiting Lived Experience Members 
(LEM) which will create a Lived Experience Panel (LEP) that will work alongside us when 
making improvements to our services. The LEMs will take an active role as a member of 
continuous improvement programmes and support us to promote and deliver a person-
centered approach to all continuous improvements projects. Therefore, to deliver kind and 
compassionate care we will involve our patients in their care by creating a LEP.  

Progress against this measure will be monitored by the Transformation Group which reports 
to the Finance and Performance Committee, a sub-committee of the Trust Board of 
Directors. 

These priorities reflect the Trusts vision and form part of the wider 2021/22 programme of 
work through the Integrated Care Partnership, wider Cheshire system work, Cheshire & 
Mersey Health and Care Partnership and will support the delivery of the Trusts Strategies. 
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2.2 Statements of assurance from the Board  

 
During 2020/21 the Countess of Chester Hospital NHS Foundation Trust provided and/or 
sub-contracted 38 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 2020/21 represents 100% 
of the total income generated from the provision of relevant health services by the Countess 
of Chester Hospital NHS Foundation Trust for 2020/21.  
 
During 2020/21 44 national clinical audits and 6 national confidential enquiries into patient 
outcome and death (NCEPOD) covered relevant health services that the Countess of 
Chester NHS Foundation Trust provides.  
 
During 2020/21 the Countess of Chester Hospital NHS Foundation Trust participated in 86% 
national clinical audits. 100% national confidential enquiries of the national clinical audits and 
national confidential enquiries which it was eligible to participate in. 
 
The national clinical audits and national confidential enquiries that the Countess of Chester 
NHS Foundation Trust was eligible to participate in during 2020/2021 are listed below 
alongside the number of cases submitted to each audit or enquiry as a percentage of the 
number of registered cases required by the terms of that audit or enquiry. 
 
National Audits 2020/2021 Eligible Participated % Submitted 

 
Trauma Audit & Research Network Yes Yes 64-92% 
Head and Neck Cancer Audit Yes No NA 
Cardiac Rhythm Management Yes Yes 99.5%-100% 
Acute Myocardial Infarction (MINAP) Yes Yes 100% 
Audit of Critical Care (ICNARC) Yes Yes No case ascertainment 

undertaken by National 
audit. Review 31/03/2022 

National Core Diabetes Audit Yes Yes 100% 
National Diabetes Inpatients Audit Yes Yes 100% 
National Diabetes Foot Care Audit Yes Yes No case ascertainment 

undertaken by National 
audit. Review 31/03/2022 

National Pregnancy in Diabetes Audit Yes Yes 100% 
National Diabetes Transition Yes Yes 100% 
National Heart Failure Audit Yes Yes No case ascertainment 
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undertaken by National 
audit. Review 31/03/2022 

National Joint Registry Yes Yes 95% 
National Lung Cancer Audit Yes Yes 100% 
National Neonatal Audit Programme Yes Yes 100% 
National Ophthalmology Audit Yes No NA 
National Prostate Cancer Audit Yes Yes No case ascertainment 

undertaken by National 
audit. Review 31/03/2022 

National Vascular Registry Yes Yes No case ascertainment 
undertaken by National 
audit. Review 31/03/2022 

National Oesophago-gastric Cancer 
Audit 

Yes Yes 90% 

National Elective Surgery Patient 
Reported Outcome Measures 
(PROMs) 

Yes Yes Variable across 2 
conditions 

National Emergency Laparotomy 
Audit 

Yes Yes 100% 

College of Emergency Medicine : 
RCEM Assessing Cognitive 
Impairment in Older People/Care in 
Emergency Department 

Yes Yes 100% 

College of Emergency Medicine: 
RCEM Care of Children in 
Emergency Departments 

Yes Yes 100% 

College of Emergency Medicine: 
RCEM Mental Health-Care in 
Emergency Departments 

Yes Yes 100% 

BAUS Urology Audits: Female Stress 
Urinary Incontinence Audit 

Yes Yes 100% 

BAUS Urology Audits: Nephrectomy 
Audit 

Yes No N/A 

BAUS Urology Audits: PCNL Yes No NA 
National Bowel Cancer Audit Yes Yes 125% 
National Paediatric Diabetes Audit Yes Yes No case ascertainment 

undertaken by National 
audit. Review 31/03/2022 

Inpatient Falls Yes Yes No case ascertainment 
undertaken by National 
audit. Review 31/03/2022 

National Hip Fracture Database Yes Yes No case ascertainment 
undertaken by National 
audit. Review 31/03/2022 

Inflammatory Bowel Disease 
Programme 

Yes No NA 

Learning Disability Mortality Review Yes Yes No case ascertainment 
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Programme undertaken by National 
audit. Review 31/03/2022 

National Audit of Dementia Yes No NA 
National Cardiac Arrest Audit Yes Yes 100% 
National Clinical Audit for Rheumatoid 
and Early Inflammatory Arthritis 

Yes Yes No case ascertainment 
undertaken by National 
audit. Review 31/03/2022 

National Asthma & COPD Audit 
Programme 

Yes Yes No case ascertainment 
undertaken by National 
audit. Review 31/03/2022 

National Comparative Audit of Blood 
Transfusion Programme 

Yes Yes No case ascertainment 
undertaken by National 
audit. Review 31/03/2022 

Renal Registry Yes Yes No case ascertainment 
undertaken by National 
audit. Review 31/03/2022 

Sentinel Stroke National Audit 
Programme 

Yes Yes No case ascertainment 
undertaken by National 
audit. Review 31/03/2022 

MBRRACE Yes Yes No case ascertainment 
undertaken by National 
audit. Review 31/03/2022 

Mandatory Surveillance of 
Bloodstream Infections and 
Clostridium Difficile Infection 

Yes Yes No case ascertainment 
undertaken by National 
audit. Review 31/03/2022 

National Audit of Care at the End of 
Life (NACEL) 

Yes Yes No case ascertainment 
undertaken by National 
audit. Review 31/03/2022 

Epilepsy 12 Yes Yes No case ascertainment 
undertaken by National 
audit. Review 31/03/2023 

National Audit of Breast Cancer in 
Older People 

Yes Yes No case ascertainment 
undertaken by National 
audit. Review 31/03/2022 

 
The national confidential enquiries the Countess of Chester NHS Foundation Trust 
participated in during 2020/2021 are as follows:  
 
NCEPOD 2020/21 Eligible Participated % Submitted 
NCEPOD: Acute Bowel 
Obstruction 

Yes Yes 100% 

NCEPOD: Young 
People’s Mental Health 

Yes Yes 100% 

NCEPOD Acute Heart 
Failure 

Yes Yes 100% 

NCEPOD Children & 
Young People with 

Yes Yes 100% 
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Cancer 
NCEPOD  Out of Hours 
Cardiac Arrests 

Yes Yes 100% 

NCEPOD Dysphagia in 
Parkinson’s Disease 

Yes Yes 100% 

 
The reports of 2 national clinical audits were reviewed by the provider in 2020/2021 and the 
provider intends to implement the actions relating to the audits below to improve the quality 
of healthcare provided at the Countess of Chester NHS Foundation Trust  
 

• National Bowel Cancer Audit (NBOCA) 
• Myocardial Ischaemia National Audit Project process measure report-(MINAP) 

 
National Bowel Cancer Audit  
 
Number of patients in national audit: 29766 
 
Number of patients contributed by CoCH: 180 
 
Timeframe audited: 01/04/2018-31/03/2019 
 
The National Bowel Cancer Audit (NBOCA) audit has run for a number of years looking at 
the outcomes of patients being treated for bowel cancer. Overall, the quality of data from 
COCH remains high, in particular we have significantly improved in case ascertainment for 
which we have traditionally been an outlier. This year our case ascertainment rate was 125% 
which is due the work of the cancer services department working closely with the clinical 
teams. 
90-day mortality: 2.7% 
2-year mortality: 14.9% (lowest in the region) 
 
These figures continue to confirm that both the immediate surgical care and the oncological 
quality of colorectal surgery in Chester remain at a very high standard. Additional measures 
have been added to the audit this year. These include: 

• Rectal cancer volume (by unit only) 
• Management of dementia 
• Management of the frail elderly 

  
Our readmission rate is reported as being higher than expected at 16.4%. Whilst we are not 
an outlier in readmissions rate it does appear to be higher than we would expect. This may 
be due to patients who return to the surgical assessment unit on an ambulatory basis for 
simple assessment being recorded as a formal readmission. Our plan is to audit these cases 
to further understand this higher readmission rate.  
 
Action Plan: 
ACTION 
REQUIRED 

ACTION LEAD TIMESCALE FOR 
ACTION 

WHERE 
REPORTED 

Audit of 
readmissions 

Consultant in 
General Surgery 

3 months Annual peer 
review 
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Myocardial Ischaemia National Audit Project process measure report-(MINAP) 
 
Name of National/Regional Audit and Audit Body: MINAP – managed by The National 
Institute for Cardiovascular Outcomes Research (NICOR) and commissioned by The 
Healthcare Quality Improvement partnership (HQIP) and managed within the National 
Clinical Audit and Patient Outcomes Programme (NCAPOP).  
 
Timeframe audited: 1/04/2018-31/03/2019  
 
Report published: 20/12/2020 
 
Number of patients contributed by CoCH:  
Total records: 400 
The total records include all cases submitted to the national audit. However the statistics in 
the report are for heart attack patients only and do not include those admitted with symptoms 
suggestive of heart attack whom were later given a different diagnosis even when that 
diagnosis is of ‘Unstable Angina’. Patients under 20 years are also excluded from the 
analysis.  
 
Heart Attacks: 392 of which: 
ST-Elevation Myocardial Infarction (STEMI) cases: 69 
Non-ST Segment Elevation Myocardial Infarction (NSTEMI) cases: 323 
 
The Myocardial Ischaemia National Audit Project (MINAP) is a national clinical audit which 
contains information about the care provided to patients whom are admitted to hospital with 
acute coronary syndromes (heart attack). Data is collected by participating hospitals and 
ambulance services to record the ‘patient journey’, diagnosis, management and preventative 
medications at discharge and compares this with nationally and internationally agreed 
standards. The National Cardiac Audit programme now devises an annual report (NCAP 
recent report 2019 of 2017-2018 data) which covers 300,000 records across five clinical 
areas: Congenital Heart Disease, Heart Attack, Percutaneous Coronary Interventions (PCI), 
Adult Surgery and Heart Failure. The report highlights quality improvement opportunities 
under the themes of the need for timely care, the need for specialised care and the need for 
evidence-based care to deliver equitably. Its findings are made public through this annual 
report. Researchers work with the MINAP dataset to further understand the presentation, 
treatment and prognosis of this type of heart disease. 
 
Countess of Chester Hospital DATA REPORT 1/04/2018- 31/03/2019 
Number of patients by discharge diagnosis and initial diagnosis: 
 
 DISCHARGE 

DIAGNOSIS 
NSTEMI 

DISCHARGE 
DIAGNOSIS 

STEMI 

TOTAL 

Admission Definite AMI  0 62 62 
Other 323 7 330 
Total 323 69 392 
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Number of patients by sex and discharge diagnosis: 
 
 FEMALE MALE TOTAL 
NSTEMI 122 201 323 
STEMI 16 53 69 
Total 138 254 392 
 
Number of patients by age band and adjusted discharge diagnosis: 
 
 20-29 30-39 40-49 50-59 60-69 70-79 80-89 90+ TOTAL 
NSTEMI 1 3 18 49 59 83 81 29 323 
STEMI 0 1 4 14 18 13 9 10 69 
Total 1 4 22 63 77 96 90 39 392 
 
Distribution of length of stay (days) – percentages represent cohort of patients whom had 
a x number of days or fewer eg: if 25 percentile is 2 25% stayed 2 days or fewer, longer 
length of stay may be representative of complication of MI, other non-cardiac complication or 
social. 
 
 5% 25% 50% 75% 95% 

NSTEMI 1 3 6 9 28 
STEMI 1 2 7 10 29 

All cases 1 3 6 9 29 
 
Care of NSTEMI patients 
Not all patients with NSTEMI are suitable, eligible or willing to have coronary angiography 
hence 61.92% out of total numbers are eligible. 
 
 NUMBER PERCENTAGE NOTE COMPARATIVE DATA 

1/4/16-31/3/17 
NSTEMI 323 100% 277/100% 
SEEN BY 
CARDIOLOGIST 

313 96.90% 265/95.67% - Not all patients seen by 
cardiologist as proportion of patients 

promptly  transferred to LHCH  
ADMITTED TO 
CARDIAC UNIT OR 
WARD 

298 92.26% 257/92.78%  

ELIGIBLE FOR 
CORONARY 
ANGIOGRAPHY 

200 61.92% 200/72.20% 

UNDERWENT 
CORONARY 
ANGIOGRAPHY 

200 100.00% 195/97.50% 

UNDERWENT 
CORONARY 
ANGIOGRAPHY 
BEFORE 
DISCHARGE 

200 100.00% 192/96% 

 
Percentage of cardiac rehabilitation for all patients – discharged home or transferred 
to another hospital ( national goal is 85 %) 
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 NUMBER PERCENTAGE 
BLANK/UNKNOWN 42 12.57% 
NO 1 0.30% 
YES 291 87.13% 
TOTAL 334 100.00% 
 
Of note the blank/unknown relates to patients transferred to LHCH whom we are unaware 
from Tertiary centre that patients are referred to cardiac rehabilitation following angiography 
angioplasty/PCI if appropriate, a high proportion are referred from COCH . 
 
Secondary Prevention Medication for Acute Coronary Syndrome (ACS) patients 
NSTEMI or STEMI  
Patients that did not survive to discharge or those transferred to another hospital prior to 
discharge are excluded from analysis. Also patients whom were ineligible to receive a 
medication or those that declined the prescribed medication are also excluded hence the 
number of patient records eligible for analysis are specific to each medication and may be 
substantially lower than the total number of heart attacks seen or treated.  
 

MEDICATION ELIGIBLE INELIGIBLE PERCENT 
PRESCRIBED 

PRESCRIBED 

ACE INHIBITOR 63 58 100.00% 63 
ALDOSTERONE 
ANTAGONIST 

18 103 100.00% 18 

ASPIRIN 89 32 100.00% 89 
BETABLOCKER 98 23 100.00% 98 
STATIN 104 17 100.00% 104 
THIENOPYRIDINE 
INHIBITOR 

82 39 100.00% 82 

 
Care of STEMI patients 
All ambulances services wherever possible STEMI patients are taken directly to the Primary 
Percutaneous Coronary Intervention (PCI) centre at Liverpool Heart and Chest Hospital 
(LHCH) numbers below are related to treatment of STEMI patients presenting at the COCH. 
Once STEMI is recognised patients referred for consideration of Primary PCI at LHCH. 
 
TREATMENT OF STEMI CASES NUMBER PERCENTAGE 
None  27 29.13% 
Primary PCI was performed at the Interventional 
hospital 

1 1.45% 

Primary PCI in house (of note inaccurate data as 
no Primary PCI at the COCH – too late to correct 
data when error seen)  

1 1.45% 

Referred for Consideration of Primary PCI 
elsewhere 

39 56.52% 

Thrombolytic treatment 1 1.45% 
Total 69 100.00% 
 
REASON FOR NO REPERFUSION OR 
TRANSFER FOR PRIMARY PCI 

NUMBER PERCENTAGE 

Elective decision 7 25.93% 
Ineligible ECG 1 3.79% 
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None 3 11.11% 
Patient refused treatment 1 3.70% 
Patient presented too late 14 51.85% 
Reason missing in notes 1 3.70% 
Total 27 100.00% 
 
The Countess of Chester Hospital NHS Foundation Trust performance is currently 
exceeding the national goals. On the previous executive report from data 1/4/2016-
31/03/2017 in comparative to an executive summary previously submitted in 2014 there was 
improvement to be made to the number of Non-ST elevation Myocardial infarction patients 
admitted to a cardiac ward as it was recognised that patients with NSTEMI were not always 
admitted to cardiac care unit and were not always cared for by cardiologists, however 
specialist involvement has been shown to lead to better outcomes. On data from 2014 only 
23.7% of patients were admitted to cardiac unit or coronary care unit and this had improved 
in 2016-2017 data to 92.78% which has been sustained, this was following employment of 
Cardiology Specialist Nurses within the Urgent Care division to enable early review of 
cardiac chest pain patients including Acute Coronary Syndromes (heart attack) and all 
cardiac clinical pathways were reviewed and education delivered with regular feedback 
within the urgent care division. This has shown to allow earlier clinical review, improved 
clinical management and improvement of flow of patients to cardiac care unit.  
 
 
Are there any lessons learnt and/or changes in practice? 
Time to Coronary angiography following NSTEMI varies considerably and National and 
international guidelines recommend that coronary angiography is performed within 72 hours 
of admission to hospital to achieve optimal outcomes and reduce inefficiencies. The data 
from the NCAP Annual report in 2019 of 2017-2018 data report only 56.7% patients achieve 
this best practice of target of 60 % in those hospitals that do provide coronary angiography 
and Angioplasty/PCI services. It is difficult to measure this data for our trust as we do not 
provide a PCI service although if the target is to be achieved this is reliant on early cardiac 
nurse specialist or consultant cardiologist review to enable prompt referral to the Tertiary 
centre, allowing prompt transfer. 
 
ACTION 
REQUIRED 

ACTION LEAD TIMESCALE FOR 
ACTION 

WHERE 
REPORTED 

Ongoing MINAP 
data collection, 
validation of data 
and data importing 
to NICOR 

MINAP data officer 
/Senior Cardiology 
Nurse Specialist  

Ongoing  
Further executive 
report when 2019-
2020 data report 
available. 

Clinical Audit 

Ongoing MINAP 
clinical data queries 
review. 

MINAP data officer 
/ Senior Cardiology 
Nurse Specialist 

Ongoing Clinical Audit 

Time to transfer for 
coronary 
angiography for 
NSTEMI patients. 

Consultant 
Cardiologist / 
Senior Cardiology 
Nurse Specialist 

September 2021  
Re-audit period of 
data and assess 
improvements 

Local Audit and 
Clinical Audit 
team 
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The reports of approximately 89 local and regional clinical audits were reviewed by the 
provider in 2020/2021. 
 
An example of two local clinical audits that were reviewed the provider intends to implement 
the actions relating to the audits below to improve the quality of healthcare provided at the 
Countess of Chester NHS Foundation Trust. 
 

Completeness of surgical excision margins for Basal Cell Carcinoma (BCC) and 
Squamous Cell Carcinoma (SCC) within the Maxillo-Facial Department at the 
Countess of Chester Hospital 

Time frame audited: 14/09/2020-05/02/2021 

This audit aimed to review local maxillo-facial surgical excision practices in terms of BCC 
(basal cell carcinoma) and SCC (squamous cell carcinoma) excision completeness. The 
complete excision of BCC and SCC lesions is a required standard for definitive treatment via 
the surgical approach. It is therefore expected that a high success rate for elimination of the 
lesion is achieved via this approach. 

 
The findings from the first audit cycle indicated that the department was compliant with 
current guidance and best practice. 96% of surgical excisions of BCCs and SCCs were 
removed by a 1mm or more deep or peripheral margin on histological analysis. This ensures 
a clear margin rate and reduces the need for further surgical intervention.   
 
Recent updates in the local multi-disciplinary team (MDT) skin guidelines highlight that SCCs 
should be removed with a minimum of 2mm deep and peripheral margin on histological 
analysis. It was recommended that this audit be repeated to ensure that best clinical practice 
is maintained to the updated set standards and guidance.  
 

Aims and objectives of the second cycle  

The second cycle of this audit aims to determine whether the department’s surgical 
outcomes for SCC and BCC excision remain compliant with the set standards.   

Project Information 

• Retrospective analysis of a sample size of 30 patients undergoing primary surgical 
excision for suspected BCCs or SCCs will be selected. Data will be collected over the 
previous 6 months. The results of the histopathology reports will be assessed against 
a set criteria (see below) 

• A comparison will be made against national published data to determine the positive 
margin rates and whether the department is meeting agreed criteria for surgical 
management 

 

Data Collection (criteria assessed) 

• Histological type of lesion 
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• Location of lesion 
• Depth of invasion (Clark’s level or in mm) 
• Measurement of clear margins- peripheral (mm) 
• Measurement of clear margins- deep (mm) 
• Complete excision? (Y/N) 
• Positive margin? (Y/N) 
• Reason for positive margin (if known) 

 

Retrospective Audit Findings 

Summary of findings 

Region/ 
Location 

Total 
number 
in 
sample 

% of 
total 
sample 

Number of 
positive 
margins 

% of 
positive 
margin
s 

Lesion type with 
positive margin 

Nose 11 37 0   
Forehead 4 13 0   
Lip 2 7 0   
Ear 5 17 0   
Scalp 4 13 2 7 Squamous cell 

carcinoma 
Pleomorphic dermal 
sarcoma 

Cheek 1 3 0   
Temple 2 7 0   
Pre-
auricular 

1 3 0   

Total 30  2 7  
 

The results of this audit highlight a positive margin rate of 7%. This indicates a 93% clear 
margin rate for surgical excision of BCCs and SCCs within the maxillo-facial department. 
According to published data, this is within the expected range from 4 to 16.6%.  

All 30 cases in this audit were fully excised at the peripheral margins and 2 cases were 
incomplete at the deep margins. The cases identified as having involved margins were both 
malignant neoplasms involving the scalp. Recommendations for surgical excision of lesions 
involving the scalp suggest that the deep margin should extend to the level of the 
periosteum. However, the 2 cases identified in this audit demonstrate invasion of the 
pericranium.  This highlights the difficulties with surgical excision of such aggressive lesion 
types.  Further analysis into the details of these 2 cases identified that the involved margins 
were planned as staged surgical removal after histological analysis. Therefore these cases 
can be removed from the data set meaning the positive margin rate was actually 0%. 

The data did not highlight any parallels with lesion location site or type compared to the 
previous audit.  

Proposals for future audit and practice 
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No proposals are made to improve clinical practice as we are currently meeting 
recommendations for completeness of surgical excision margins.  

Effective of Paediatrics Sepsis Screening Tool  

Time frame audited: 01/05/2020-30/10/2020 

The aim of the audit was to determine if the screening tool captures patients who are at high 
risk of sepsis, without missing any, whilst also not 'overly' categorising more patients at high 
risk than necessary.  

• To establish whether the Trust's Paediatric Sepsis Screening Tool identifies children 
who require treatment for sepsis 

• To monitor the compliance of the tool Completion of the tool on all appropriate 
paediatric patients 

•  
Summary of results 

Screening tools were completed using the following age brackets;  
• <5 years 
• 5-11 years 
• 12-16 years 
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Age Distribution of Children 
 

 
26 of the forms were not fully completed and therefore not included in the audit 
 
Level of Staff Completing the Paediatric Sepsis Screening Tool: 
 

 
 
Assessment Category: 

0
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Triggering the pathway 

• 33 patients triggered the High Risk of Sepsis (red) box 
• 27 had an alternative diagnosis  
• 6 patients were treated for sepsis  

 
Alternative Diagnosis: 
Alternative diagnosis explanation    Total  
Febrile 3 
Viral wheeze 3 
Tonsillitis 6 
Croup 1 
Viral illness 3 
Herpetic stomatitis 1 
Febrile seizure 1 
Urinary tract infection 3 
Non-blanching rash 2 
DKA 1 
Spontaneous pneumothorax 1 
Autistic 1 
Deliberate overdose of SSRI 1 
 
Paediatric Early Warning Score (PEWS) 
 

• Of the 6 children who were screened and treated for sepsis: 
• 3 children had a PEWS of 0 
• 2 children had a PEWS of 1  

 (tachycardic / increased oxygen requirement) 
 1 PEWS chart missing 

 
Of the 27 who triggered the pathway but had an alternative explanation other than sepsis 

PEWS Score Amount 

0 7 

1 11 

0
20
40
60
80

100
120
140

Red
(high risk)

Amber
(moderate

risk)

Green
(low risk)

Incomplete
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2 7 

3 1 

Missing chart 1 
 
 
High risk patients seen and treated for sepsis within 1 hour: 100% 
 
 
 
 
 
Clinical Review-High risk with Alternative Diagnosis: 

 
 
Antibiotic and fluid boluses 

 All 6 patients received IV antibiotics  in a timely manner  
 1 patient was given a fluid bolus: 

 Shock – tachycardic 
 Hypotensive 
 Delayed capillary refill time  

 
Outcome 
The results conclude that the Paediatric Sepsis Screening Tool captures children who 
present with high risk of sepsis. There were no patients who presented with sepsis whereby 
the tool did identify a high risk of sepsis. The results also demonstrate that the tool is being 
completed by the relevant staff members at the right time.  
 

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 2019/20 that were recruited during 
that period to participate in research approved by a research ethics committee was in excess 
of 3076. 

88% 

4% 8% 

Within 1 hour

>1 hour

 No notes/PEWS
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The Countess of Chester Hospital NHS Foundation Trust’s income in 2020/21 was not 
conditional on achieving quality improvement and innovation goals through the 
Commissioning for Quality and Innovation payment framework. 
 

The 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 the Countess 
of Chester Hospital NHS Foundation Trust during 2020/21. The Countess of Chester 
Hospital NHS Foundation Trust has not participated in any special reviews or investigations 
by the CQC during the reporting period. 
 
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 previous CQC report published in XXXX shows the Trust required improvement in 
several Key Lines of Enquiry (KLOE). They identified a number of areas for improvement 
including requirement notices against the following regulations: 

• Regulation 10 (HSCA) (RA) Regulations 2014 Dignity & Respect 
• Regulation 12 (HSCA) (RA) Regulations 2014 Safe Care & Treatment 
• Regulation 18 (HSCA) (RA) Regulations 2014 Staffing 
• Regulation 17 (HSCA) (RA) Regulations 2014 Good Governance 

  
The Trust was rated as ‘Requires Improvement’ overall: 

 

To ensure that actions taken to address the requirement notices were embedded in practice 
a robust programme of audit was established with overall findings monitored by the Quality 
Governance Group. We are able to report that audit has demonstrated sustained 
compliance.  
 
In addition, the Trust developed a comprehensive action plan in relation to the safe, 
effective, responsive and well-led domains in order to improve our quality of services. 
Furthermore, the Trust has embedded a Ward Accreditation tool in line with the KLOE. 
Monthly monitoring arrangements and a peer review process in place demonstrating 
significant improvement since the last CQC inspection. 
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The Trust vision is to deliver an outstanding rating in the future, and the next goal along the 
journey is to attain a rating of ‘Good’ overall with elements of outstanding in ‘Caring’.  
 
 
This rating was given for the following reasons: 

• Safe, Effective, Responsive and Well Led domains were rated as ‘Requires 
Improvement’ 

• Caring was rated as ’Good’ 
• Three core services were inspected, medical, surgical and urgent & emergency care, 

all three were rated as ‘Requires Improvement’, previously these had been rated 
‘Good’ 

• Rating of services not inspected at this time was also taken into account 
• The overall rating for the Trust regarding Well Led was ‘Requires Improvement’, and 
• The Trust’s Use of Resources assessment was given a rating of ‘Requires 

Improvement’. 
 

To ensure that actions taken to address the requirement notices were embedded in practice 
a robust programme of audit was established with overall findings monitored by the Quality 
Governance Group.   

Clinical coding & data quality 

Good quality information underpins the effective delivery of services and 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 2020/21 
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; which includes data from April 2020 to 
February 2021: 

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

• 99.9% for admitted patient care  
• 99.9% for outpatient care and  
• 99.2% for accident and emergency care 

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

• 99.9% for admitted patient care 
• 97.3% for outpatient care; and  
• 94.8% for accident and emergency care 

   

The Countess of Chester Hospital NHS Foundation Trust will be taking the following actions 
to improve data quality: 
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Following the revised Terms of reference for the reformed Data Quality group in 2020, which 
is now an Executive led meeting chaired by the Chief Digital Information Officer, a plan is in 
place to improve the data collection process and monitoring of data quality.  A new 
dedicated data quality team with four members of staff including a Data Quality Manager will 
be recruited during summer 2021.   

The Trust produces routine data which is subject to review and analysis in-line with good 
standards of corporate governance.  The use of reporting tools such as Qlikview will be 
replaced by Power BI with a dedicated data quality workspace, which will be used as an 
operational management tool to support the management and analysis of patients, and to 
identify data quality errors.  

Data Quality is being reviewed as part of the migration of data for the Electronic Patient 
Record (EPR) replacement system (Cerner). 

 

Information governance 

Countess of Chester Hospital NHS Foundation Trust Information Governance Assessment 
Report overall score for 2019/20 was ‘Standards not Met’ and was graded ‘Limited’. 

This is the most recent result for the Trust; the next Information Governance submission is 
due in June 2021. 

In the past three years the Information Governance Toolkit has developed into the Data 
Security and Protection Toolkit which looks at compliance with the general data protection 
regulation and national data guardian standards. With this brings a heightened requirement 
to improve our technical controls around the security of data. Our compliance with 
information governance has not changed, however, as the toolkit has now become more 
technically focused. We are currently meeting 36 of the 42 standards of the toolkit, areas of 
none compliance will be addressed during 2021/22. The Trust has devised an 
implementation plan to ensure all areas of non-compliance are actioned 

The Countess of Chester Hospital NHS Foundation Trust was not subject to the Payment by 
Results clinical coding audit during 2020/21 by the Audit Commission.   
 
 

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 2020/21 1,381 of the Countess of Chester Hospital NHS Foundation Trust patients 
died. The number of deaths in each quarter was: 

• 371 in the first quarter 
• 213 in the second quarter 
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• 357 in the third quarter 
• 440 in the fourth quarter 

 
By 31st March 2020, 142 case record reviews and 47 investigations had been carried out in 
relation to 1,381of the deaths included above. In one case a death was subject to both a 
case record review and an investigation. The number of deaths in each quarter for which a 
case record review or investigation was carried out was: 

• 47 in the first quarter  
• 48 in the second quarter  
• 44 in the third quarter  
• 50 in the fourth quarter  

 
Following review, one case representing 0.07% of the total deaths during the reporting 
period was 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 0.07% for the first quarter 
• 0 representing 0% for the second quarter 
• 0 representing 0% for the third quarter 
• 0 representing 0% for the fourth quarter 

 
These numbers have been estimated using the Royal college of Physicians methodology on 
Structured Judgement Reviews (SJR) and the Serious Incident Framework guidance 
 
Review method 
Deaths are currently reviewed using 4 different methods: 

• If questions arise in relation to the care of someone who has died then this maybe 
raised as a clinical incident and a 72 hour review will be undertaken using an SBAR 
(Situation, Background, Assessment & recommendation tool). These cases are 
reviewed at the Serious Incident Panel and if appropriate a formal Serious Incident 
(SI) investigation will be initiated which is carried out using Root Cause Analysis 
(RCA) methodology. 

• A minimum of 10% of deaths are reviewed using the Royal College of Physicians 
Structured Judgement Review (SJR) methodology. A SJR blends traditional, clinical 
judgement-based review methods with a standard format. The objective of this 
review method is to look for strengths and weaknesses in the care process, to 
provide information about what can be learnt about the hospital systems where care 
goes well, and to identify points where there may be gaps, problems or difficulty in 
the care process.  The quality of care is assessed against a scale of excellent, good, 
adequate, poor and very poor. Where the first review deems the care to have been 
poor or very poor, the case is sent for a second review.   

• Second reviews are undertaken by senior clinicians alongside members of the coding 
team. Any cases identified using this tool where care is deemed to be suboptimal are 
put forward for a formal structured judgement review. 

• The Medical Examiner currently provides scrutiny on all deaths, reviewing all death 
certificates to identify where there has been a gap in care. This also includes deaths 
where bereaved family/ carers have voiced concerns around patient management 
and care.  
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Structure Judgement Review 
The quality of care is assessed against a scale of excellent, good, adequate, poor or very 
poor. Each case has a single reviewer. The SJR breaks down the care into phases: 
 

• Admission and initial care – first 24 hours (approximate) 
• Ongoing care 
• Care during a procedure / peri-operative care 
• End of life care 
• Assessment of care overall 

 
Each phase of care is given an overall score: 
Very poor care  = 1 
Poor care   = 2 
Adequate care  = 3 
Good care   = 4 
Excellent care  = 5 
 
Research suggests that an overall score of 1 or 2 might happen in fewer than 10% of cases. 
An overall score of one or two will trigger a second-review process. 
 

The SJR have identified areas for Countess of Chester Hospital NHS Foundation Trust to 
learn, the top themes include; 
  

• Failure to detect the deteriorating patient, 
• Lack of consideration of sepsis in patients,  
• Failure to escalate patients who were deteriorating documentation especially 

procedural documentation (excluding the theatre environment). 
 

These themes identified have led to: 
  

• NEWS policy update to take into account the new recommendations/escalation  
approved in June 2020 for dissemination  

• Participation in the Cheshire & Mersey Health & Care Partnership sepsis programme 
• Maternity review of all Neonatal deaths  
• Internal improvement programme management work streams have been developed 

based on the triangulation of learning from incidents, investigations and patient 
feedback. 
 
 

The most appropriate way to share this learning is currently being considered. Patient Safety 
Summits have been introduced Trust wide with the aim to discuss safety and share personal 
and organisational learning and these will be expanded during 2021/22. 
 

A priority has been getting robust data to direct the learning and the appropriate way to 
share and demonstrate that learning has occurred.  
Other measures include: 
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• Review of governance structure within the Trust and the lines of accountability and 
standardisation of reporting templates. 

• Ward accreditation progamme to support staff in a quarterly review of care delivery 
across identified domains   

• Unexpected admission to critical care review to try to identify cases where care could 
have been better. 

• Learning Disability mortality Review (LeDeR) tracker implementation. 
 

 
One death representing 0.07% of the patient deaths during 2020/21 isudged to be more 
likely than not to have been due to problems in the care provided to the patient. This is 
repeated above.  Is this intentional? 
 
As a Trust, the Countess of Chester Hospital has more than met the minimum requirement 
to review 10% of the deaths through a number of different methods. Looking at the last few 
years’ data, 14% of deaths are consistently reviewed by the Trust. During the COVID -19 
pandemic the number of reviews has decreased but the organisation has continued to 
review the elective and LeDeR deaths as required.  
 
The Countess of Chester Hospital aims to provide a good standard of care but also to 
prevent unnecessary deaths. SJR methodology does looks at overall standards of care but 
not specifically at the preventability of death. The Trust has been equating a low standard of 
care to preventability of death even though this might not necessarily be the case for some 
patients. Many Trusts have amended the SJR methodology to explicitly ask about 
preventability of death on a 5-point Likert scoring system in an effort to identify cases where 
the Trust has, on probability, contributed to the death. The investigation process does make 
decisions regarding the preventability of death and identifies learning to improve care and 
prevent death. The initial learning from incidents and death is captured in the Serious 
Incident Review Group, who meet weekly to discuss incidents. 
 
Lessons Learnt 
Any lessons learned are discussed at the Learning from Deaths Group and a quarterly report 
is fed back to the Divisions through the hospital governance process and also to individual 
departmental clinical leads at departmental meetings. Any immediate concerns/lessons 
learned are fed back to the departments immediately following the review. It is clear, 
however, from the SJR’s reviews and the short mortality review form that in the majority of 
cases the quality of care being provided is of a very high standard. From our learning we 
propose to take the following actions during 2021/22:  

• SJRs to include an explicit statement regarding the preventability of death 
(regardless of care score and these to be investigated as appropriate) 

• All mortality reviews within the Trust to be recorded on a central database, based on 
a national database pilot, to allow single point oversight, this was delaying in 2020/21 
due to impact of COVID-19 

• Increase personnel training for reviews of death 
• Increase the overall numbers of reviews of death occurring at the Countess 
• To ensure a more timely review of death and more timely review, and closure of 

action plans, from investigations 
• Centralise the learning from individual cases, also examining themes to maximise 

learning 
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• Review all COVID 19 deaths at the Countess for categorisation of care and learning;  
• To implement ways of demonstrating continued memory of the learning 
• Medical Examiner has 100% scrutiny of deaths 
• Random selection of deaths for SJR review 
• Mortality data weekly review to identify any errors in the clinical coding to allow for 

amendments  
• Electronic LeDeR referral to medical colleagues 
• Design a datix module to capture all reviews electronically  
• Consistent top 5 case note review of pathways for the organisation based on 

mortality data. 
 

Despite the pandemic mortality reviews have continued to ensure robust scrutiny of patient 
care and continued sharing of learning from these reviews.  

 

2.3 Reporting against core indicators 

The Countess of Chester Hospital NHS Foundation Trust considers that this data is as 
described for the following reasons: information has been taken from Meditech (our 
electronic patient record) and where available from Dr Foster (clinical benchmarking system) 
our data quality process including clinical validation has been followed. In October 2019 the 
Trust’s clinical benchmarking system changed from Healthcare Evaluation Data (HED) to Dr 
Foster.
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Indicator 2020/21 National 
Average 

Where 
applicable – 

Best performer 

Where applicable 
– Worst performer 2019/20 2018/19 2017/18 

SHMI value and banding (most 
recent  Nov 2019 to Oct 2020) 105.4 

As expected 
99.9 
 

67.8 
 

117.8 
 

107 
As 

expected 
107 
As 

expected 
104 

Above 
expected 

% patient deaths coded for 
palliative care at diagnosis or 
specialty level; Source: Dr Foster 
Jan 2020 to Dec 2020 

29.8% N/A 36.0% 33.7% 36.3% 

Patient reported outcome scores for 
groin hernia surgery   Data not 

available  N/A 
Data not 
available 

6.21 
Provisional  0.23 

Patient reported outcome scores for 
varicose vein surgery   Data not 

available N/A Data not 
available 

  
-13.87 

Provisional  
  

-1.23 

Patient reported outcome scores for 
primary  hip replacement surgery  Data not 

available N/A Data not 
available 

11.34 
Provisional  12.24 
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Indicator 2020/21 National 
Average 

Where 
applicable – 
Best performer 

Where applicable 
– Worst performer 2019/20 2018/19 2017/18 

28 day readmission rate for 
patients aged 0-15 
Source: Dr Foster 
Jan 2020 to Dec 2020 13.1% 9.3% 3.3% 16.3% 14.2%   13.3%  11.9% 

28 day readmission rate for patients 
aged 16 or over 
Source: Dr Foster 
Jan 2020 to Dec 2020 7.4% 9.5% 4.8% 13.1% 6.9%   5.8% 5.8% 

Staff friends and family (Care)  
 2020/21*** 

    
70.5% (Q3) 80.5% (Q4) 79% (Q2) 

VTE (annualised)* 
 98.2%  N/A  95.26% 94.7%  96.1% 

C. Difficile Rate per HES 100,000 
bed days** 25.7 Total 

19.4 Hospital 
onset 

7.5 Community 
onset 

   

20.0 Total 
14.6 Hospital 

onset 
5.4 Community 

onset 

16.4 15.3 

Number of Serious Incidents at L1 
39 N/A  50 78 34 

** Reporting of C. Difficile Rate per HES 100,000 bed days will differ from previous reports, the overall rate is shown and separated for hospital and community 
acquired C. Difficile. 

*** Staff friends and family (Care) postponed collection as requested by NHS Digital  
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Indicator 2020/21 National 

Average Where applicable 
– Best performer Where applicable 

– Worst performer 2019/20 2018/19 2018/19 
Number of Serious Incidents at L2 

5 N/A 25 14 15 
Number of Never Events 

2 N/A 1 2 1 
Rate of Serious Incidents at L1 
Per HES 100,000 bed days 30.7 N/A 16.6 25.5 41.3 
Rate of Serious Incidents at L2 
per HES 100,000 bed days 1.25 N/A 12.2 7.1 8.0 
Rate of Never Events 
 per HES  100,000 bed days 1.25 N/A 0.5 1.0 0.5 
Responsiveness to Patient Needs 

Please refer to page 42 
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The Countess of Chester Hospital NHS Foundation Trust has taken the following actions to 
improve its performance in risk & patient safety, infection prevention and control and the 
Trust’s responsiveness to the personal needs of its patients, and so the quality of its 
services. 

Risk & Safety  

Serious incidents  

During 2020/21, in line with the NHS England Serious Incidents Framework, the Countess of 
Chester NHS Foundation Trust reported 44 incidents to our Commissioners and NHS 
England which equates to 0.45% of the 9,706 incidents reported in Datix, our risk 
management system. Each serious incident has a comprehensive Root Cause Analysis 
(RCA) investigation with recommendations to address any lessons learnt. Their action plans 
are monitored via the relevant Divisional Governance Committees until completed. All RCAs 
are formally signed-off by the local Clinical Commissioning Group. 

The Trust has introduced a revised Situation, Background, Assessment, Recommendation 
(SBAR) template in October 2020 which is more in-depth. This revised template incorporates 
immediate actions and lessons learned and discussed at the weekly Serious Incident (SI) 
panel meeting.  

The SI panel then make the decision of the level of investigation required when reporting the 
incident to Strategic Executive Information System (StEIS).  The decision made to formally 
investigation as Level 2 has reduced due to the work already completed within the new 
SBAR template. Immediate learning and assurances have already been provided. 

 

The top three categories of serious incidents reported in 2020/21 were: 

• Health Care Associate Infections (HCAI)/Infection control  
• Slip/trips/falls  
• Surgical/ invasive procedure incident  

Incident Type 
Level 1 
investigation 

Level 2 
investigation 

Grand 
Total 

Abuse/alleged abuse of adult patient by staff 1   1 
HCAI/Infection control incident 25 2 27 
Maternity/Obstetric Incident: Mother & Baby 2   2 
Slips/trips/falls 8 2 10 
Surgical/invasive procedure incident 3 1 4 
Grand Total 39 5 44 
 

 

(Data source: Datix Risk Management System);  

Number of serious incidents with severe harm/death 
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In 2020/21 the Trust reported 9,706 incidents into Datix. The table below shows the numbers 
of incidents that had a severe or death outcome as a percentage of that 9,706. In some of 
the incidences where the severity is reported as death the incident itself did not cause the 
actual death but played a contributory part.  

 

Number of Incidents with severe Harm of Death Total incidents % 

Severe (permanent or long term harm caused) 57 0.57 

Death (caused by the Incident) 106 1.06 
Grand Total 163 1.63 

 

Severe incident breakdown 

Two incidents investigated at Level 1. 

One incident investigated at Level 2. 

18 incidents investigated through SBAR and reviewed at SI panel with no further action 
required. 

35 incidents reviewed by Risk leads and no further investigation required. 

Deaths breakdown 

88 Covid related deaths and these will be investigated following review of national 
documentation on process. 

Four investigated as Level 1. 

Three investigated at Level 2. 

Eight investigated to SBAR level with no further action requires. 

One Cardiac Arrest investigated and forwarded to Resuscitation Services Manager to review 
which is standard practice for all cardiac arrests within hospital. 

One Radiology event investigated and incident reviewed responded to by Clinical director. 

 

 

 (Data source: Datix Risk Management System) 

Never Events  

During this quality account year (2020/21) the Trust reported two never events, as follows: 

• Retained Foreign Object Post-Procedure 
• Wrong tooth extraction – occurred October 2018. 
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These incidents are subject to robust investigation which includes an action plan to address 
any issues identified. The incidents were reported to the Strategic Executive Information 
System (StEIS) and the ‘duty of candour’ were delivered within the required timescale.  

Lessons learnt  

In year, the delivery of lessons learnt messages across the Trust has remained a focus. 
Shared analysis, learning and improvement identified from incidents, claims, complaints 
coroner’s cases, audit and national safety alerts/learning across the Trust were delivered via 
the following routes: 

• Governance Committee Reports 
• Trust wide safety alerts and notifications 
• Safety briefings in clinical areas 
• Amendments to policy 
• Weekly and Monthly meetings with Risk & Safety Leads to manage the incident 

process 
• Newsletters 
• Safety Summits 
• Daily Safety Huddles 
• Trust wide Safety briefs  
• Mandatory training 
• Screen savers.  

The Trust has further developed its processes for learning during the year with 
establishment of Safety Summits designed to be clinical conversations about significant 
events which have taken place at the Trust that staff can all learn from.  

Duty of Candour  

Whilst the Trust had previously implemented the duty of candour legislation, work has 
continued in 2020/21 to ensure that duty of candour which is supported by a standalone 
policy is fully embedded as business as usual. The Quality Governance team has further 
developed processes to ensure that monitoring is in place by utilising and reporting through 
the Trust incident system, Datix. Compliance for serious incidents is reported monthly to 
Quality Governance Group.  

All staff receive information at induction supported by a leaflet through the induction process. 
In order to ensure that staff are aware and understand the importance of duty of candour. It 
is discussed during the Trust welcome event and all mandatory training sessions. There is 
an information section dedicated to duty of candour guidance on the Trust’s intranet pages.  

For each new serious incident investigation, a Quality Governance lead continues to be 
appointed to provide support and advice. 

Risk Management System  

The Trust utilises Datix as its risk management system. Work has continued during 2020/21 
to ensure that it supports productive risk management processes. Evidence in the form of 
reports, action plans and duty of candour are examples of the elements stored within this 
system. During 2020/21 dashboards built in the previous year based on incident data to help 
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drive improvements where refreshed and utilised as part of robust risk management.  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 with the change to reporting categories from 
clinical and none clinical to who was affected.  

National Safety Standards for Invasive Procedures  

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. 

 

Infection Prevention and Control  

During 2020-21 the challenge the Trust was presented with by the impact of the COVID-19 
pandemic is illustrated by the number of patients who presented to the hospital and were 
identified as positive for COVID-19. 

The Trust experienced two main waves in which a surge in patients with COVID-19 attended 
the hospital. At the peak of the first wave in late March 2020 over 60 patients (screening 
positive for COVID-19) presented to the Trust in one week. A more significant impact was 
experienced during a second wave in January 2021 where more than 140 patients 
(screening positive for COVID-19) presented to the Trust in one week.   
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The high number of COVID-19 positive patients presenting to the hospital and requiring 
admission created a significant challenge in maintaining the appropriate risk pathways for 
safe and appropriate patient placement. At the height of the 2nd wave we had four additional 
COVID-19 cohort wards in operation, twice the intensive care beds occupied with critically ill 
patients and four times the usual Respiratory Support Unit beds in use. In addition, the 
acuity of patients in the general ward areas was higher with many needing oxygen support.    

In addition to supporting the Trust Covid-19 pandemic response there has been a continued 
focus upon ensuring that all other avoidable healthcare associated infections (HCAI) do not 
occur.  

Applying standard precautions of IPC in all areas and situations across the hospital is 
important to reducing risks associated with all infections, not just those Covid-19 and other 
infections that are included within national reduction strategies. This standard application of 
prevention measures in combination with additional transmission-based precautions for 
specific infections e.g. diarrhoeal or respiratory illness, work in combination to minimise the 
risk of infection spreading. 

For 2020-21, it is positive that we reported: 

Zero cases of MRSA bloodstream infections (against an objective of zero avoidable cases 
within year) 
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It was disappointing though to report 43 cases of Clostridium difficile infection. This was set 
against the pre-existing 2019-20 objective of no more than 36 cases within year. 

 

Infection prevention and control also plays a key role in tacking the threat of antimicrobial 
resistance and in supporting the national strategy to tackle antimicrobial resistance, as 
reducing the number of infections that occur reduces the need for antimicrobials to be used. 

The IPC/HCAI Improvement Plan developed within the year has continued to act as a 
framework in identifying priority areas for consideration/action and for highlighting good 
progress made within year against the set objectives. 

Moving forwards into 2021/22 with core aspects of the improvement plan completed the 
remaining elements will be embedded within the COVID-19 board assurance framework 
(BAF). Underpinning the COVID-19 BAF will be the IPC Delivery Programme which provides 
a summary of the: 
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• Infection prevention and control (IPC) assurance framework in alignment with the 
Health and Social Care Act (2008) Code of Practice on the prevention and control of 
infections and related guidance 

• IPC audit, surveillance and education programmes 
• Decontamination/cleanliness strategy/policy 
• IPC policy development 
• Water Safety Group 
• Aseptic non-touch technique (ANTT) framework 
• Systems and processes for antimicrobial stewardship 
• Programmes of work to support environmental improvements, including maintenance 

and environmental cleaning 
• Occupational health support 
• IPC communications  and campaigns 
• Supporting procurement processes 

This will continue to drive infection prevention and control improvement at all levels of the 
organisation, with regular monitoring and oversight on progress taking place through the 
Infection Prevention and Control Strategy Group and established governance systems. 

 
 
 
Trust’s responsiveness to the personal needs of its patients during the reporting 
period  
 
We have a Trust-wide Patient Experience Operational Group (PEOG) to provide 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 Governance Group 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 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.  

 
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 
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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.  
 

During 2020/21 PEOG has continued to coordinate feedback from patients, families and the 
public. However, the meeting frequency and attendances have been affected by the need to 
concentrate our efforts on front-line duties and responsiveness to COVID19. 

 

Activities & deliverables  
Learning from patient feedback & sharing lessons learnt. There are several 
mechanisms available for patients and the public to share their feedback with us. These 
include: 
 

• CQC survey programme 
• Friends & Family test & comment 
• NHS Choices  
• Health Watch (visits, go-sees and engagement events)  
• GovRounds; (visits by Trust Governors)  
• Patient-Led Assessment of the Care Environment (PLACE)  
• Patient Reported Outcome Measures (PROMs) 
• Concerns or Complaints 
• Facebook & Twitter feedback.  

 
Each Division receives a report on patient experience feedback monthly which identifies 
themes and trends to support improvement. Learning from complaints and concerns raised 
are triangulated at the Serious Untoward Incident Review panel and cascaded out to staff 
and teams through the mechanisms described in the risk and patient safety section.  
 
GovRounds. This initiative has been designed by our Governors and is centred on gaining 
‘an impression’ of a ward or department through the eyes of the patient and public. It uses 
the 15 Step methodology which has been tailored to sit within our trust values of Safe, Kind 
and Effective. We have received positive feedback in relation to the rounds by both the 
teams of Governors undertaking them and the wards and departments that have been 
visited.  
 
A report following each visit is completed by the Governors and shared with the ward or 
department and the relevant Divisional leads, PEOG hold a GovRound tracker so that the 
areas visited and any actions in response can be monitored. Teams are asked to share their 
experience of the round. All responses from the areas that the GovRound took place have 
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commented that they have found the visits to be very worthwhile and supportive of the work 
the governors are doing, with many commenting how useful it is to have fresh eyes looking 
at things.  
 
Unfortunately due to the COVID -19 restrictions the GovRound visits have not been able to 
take place. During 2021/22 it is expected that these will resume, pending further 
announcements in relation to the lifting of national measures.   

 
 
Patient Engagement. we have a number of patient and public involvement groups 
established to support specific pieces of work, disease conditions and/or people with a 
protected characteristic. These groups are run by the relevant service or lead who provide 
updates to PEOG who will support activities where necessary. A few examples of the groups 
available are: 

 
• Research Stroke  
• Research Support Group  
• Obstetrics and Gynaecology patient focus group  
• Maternity  
• Equality and Human Rights group  
• Disability Equality Group (DEG)  
• Age and Safeguarding  
• Gender and Sexuality  
• Faith and Religion  

 
Each group consist of key staff, stakeholders, charities and patient representatives, who 
discuss matters directly relating to patient care and they share their experiences of being a 
patient, advocate and/or carer. Whilst affected by the pandemic, these groups have mostly 
continued to meet via MS Teams.  

National Survey Programme  
 
We take part in a series of annual patient surveys as required by the Care Quality 
Commission (CQC) and NHS England for all NHS Acute Trusts in England. During this 
reporting period we have received 4 published CQC reports, 1 published NHS England 
report and we have participated in the following surveys: 
 
Survey Status Publication Date 
2019 Adult Inpatient Completed July 2020 
2019 Cancer Experience  Completed  June 2020 
2020 Urgent and Emergency 
Care 

Completed; but under embargo September 2021 

2020 Maternity  Data Submitted Summer 2021 
2020 Children and Young 
Peoples  

Data Submitted Autumn 2021 

 
 
The purpose of these surveys is to understand what patients and service users think of 
healthcare services provided by us. The questionnaires used reflect the priorities and 
concerns of patients/service users and are based upon what is most important from the 
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perspective of the person; they have been developed by the NHS Patient Survey Co-
ordination Centre.  
 
2019 Adult Inpatient (published by the CQC July 2020)  
This survey looks at the experiences of people who are discharged from NHS acute 
hospitals. Data was collected on 1,250 recent inpatients at the Countess of Chester Hospital 
NHS Foundation Trust and the questionnaire was sent out to 1,164 patients who were 
eligible for inclusion. Responses were received from 513 patients in total giving a 44% 
response rate an improvement from the previous response rate of 42%. 

Comparisons  
A total of 62 questions from the survey can be positively scored. All of these questions can 
be compared historically between the 2018 and 2019 surveys. Our results include every 
question where our organisation had the minimum required 30 respondents.  
 
 

 
*Chart shows the number of questions that are better, worse, or show no significant difference  
 
 
 

 
 
 
Results  

2 

60 

Historical comparison* 

Significantly
better

Significantly
worse

No significant
difference

1 

14 

47 

Comparison with average* 

Significantly
better

Significantly
worse

No significant
difference
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When reviewing the findings it is important to consider our position against the national CQC 
benchmark but also to track trends in performance over time. This allows for recognition of 
the areas that have improved since the previous survey and identifies those that are lower 
than the aspirations and/or expectations of the clinical teams despite being within the 
expected national comparison. The overall findings largely reflect that no significant 
difference from the 2018 survey and that overall patient experience has remained consistent. 

Following this feedback the Trust has designed an action plan to progress improvements in 
relation to what the patients have fed back. 

 
 
 
2019 Cancer Patient Experience (published by NHS England in June 2020)  
The National Cancer Survey has been designed to monitor national progress on cancer 
care, provide information to drive local quality improvements, assist commissioners and 
provider of cancer care and inform the work of the various charities and stakeholder groups 
supporting cancer patients. 226 of our patients responded to the survey giving a 63% 
response rate (slightly higher than the national average).  
 
The survey asked patients 61 questions relating to their care, treatment and experience and 
of these we scored:  
 

• Above the national average in 10  
• Below the expected range in 4  

 
Highest scoring questions 

Question 2019 
Score 

National 
Average 

Q2) Patient thought they were seen as soon as necessary 87% 84% 
Q5) Received all the information needed about the test 97% 95% 
Q11) Patient felt they were told sensitively that they had cancer 88% 86% 
Q13) Patient given easy to understand written information about the type 
of cancer they had 

76% 74% 

Q20) Patient found it very or quite easy to contact their CNS 86% 85% 
Q33) Patient had confidence and trust in all the ward nurses treating them 79% 74% 
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Q38) Hospital staff definitely did everything they could to help control pain 84% 83% 
Q39) Patient always felt they were treated with respect and dignity while in 
hospital 

89% 88% 

Q43) Patient definitely found hospital staff to discuss worries or fears 
during their outpatient or day case visit 

72% 71% 

Q46) Beforehand patient completely had all information needed about 
radiotherapy treatment 

91% 86% 

 

Lowest scoring questions 

Question 2019 
Score 

National 
Average 

Q17) Patient definitely told about side effects that could affect them in the 
future 

46% 57% 

Q18) Patient definitely involved as much as they wanted in decisions 
about care and treatment 

74% 81% 

Q32) Patients family or someone close definitely felt able to talk to a 
doctor 

60% 72% 

Q60) Someone discussed patient whether they would like to take part in 
cancer research 

14% 30% 

 
Following this feedback the Lead Nurse for Cancer has designed an action plan to progress 
improvements in relation to what our patients have fed back. This plan has been shared with 
the PEOG group and forms part of a wider action plan for Cheshire & Merseyside Cancer 
Alliance.  
 
 
Staff Friends & Family Test 
 

The Trust has not submitted Staff Friends and family data for 2020/ 21 (April 2020 – March 
2021) due to notification by NHS Digital Data Collections that the collection of data was 
suspended due to the pandemic. There are plans for a quarterly staff engagement pulse 
check/survey will be commencing again in July 2021. 

 
 

PART THREE 
3.0 Other Information  

3.1  An overview of the quality of care offered based on 2020/21 performance  

Our key priorities for 2020/21 were chosen to reflect three domains of quality defined as; 

• Safe: Delivering safe services by reducing clinical variation  
• Kind: Delivering kind and compassionate care to patients and our staff 
• Effective: Delivering effective services by reducing process variation  

 
Patient Safety  

• Reduction of incidents in respect of ‘Failure to Rescue’ 
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• Increase the number of safety summits held per year  
• >95% Sustained Improvement across all clinical areas, against the clinical standards 

(within the Infection Prevention & Control/Covid-19 NHS Management Checklist 
Audit) 

Clinical Effectiveness  

• Increase numbers of discharges each day across 7 days  
• Reduce the number of face-to-face outpatient follow-up appointments, thus 

increasing the number of specialties using virtual outpatients consultations 
• 95% of patients will be moved 3 times or less during their hospital stay. 

 

Patient Experience  

• The ‘Think Family’ model, an integrated approach to safeguarding will be 
implemented 

• All wards to be rated as either good or outstanding within the Safety Domain via the 
Ward Accreditation System 

• Create a Lived Experience Panel.  
 

What have we achieved? 

Patient Safety  

Reduction of incidents in respect of ‘Failure to Rescue’ 

‘Failure to Rescue’ essentially means failing to identify a patient when their condition has 
deteriorated. To support staff in recognising and responding to the deteriorating patient the 
scoring of patient observations using the National Early Warning Score (NEWS) is utilised. In 
December 2017 a revised scoring was released; NEWS2. This has been endorsed by NHS 
England and NHS Improvement for use in acute and ambulance settings. 

We have been using the NEWS2 scoring throughout 2020/21 and this has allowed staff to 
escalate patients in a timely manner to ensure appropriate review.  

Actions taken to ensure appropriate escalation: 

• NEWS2 policy updated to reflect amendments in national recommendations  
• Revised escalation of NEWS2 to reflect national recommendations for COCH site 

and Ellesmere Port Hospital site 
• Quarterly audit of NEWS2 documentation to ensure accurate recording and 

escalation of patients 
• All patients who have been inpatient for greater than 48 hours who then transfer to 

ITU have Consultant review to establish deterioration pathway and share learning: 
this has been suspended during the Covid pandemic due to clinical priorities 
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NEWS2 Quarterly Audit  

This audit aims to report on the performance and compliance of the NEWS2 (PEWS for 
Children’s ward) and fluid balance policy on a quarterly basis with a view to achieving the 
Trust’s target of 90% compliance. The revised target compliance rate of 90% was agreed at 
September’s 2020 Deteriorating patient Group.  

Due to the COVID-19 crisis, access to wards/units; and thereby physical case notes; has not 
been possible.  Therefore, in April 2020 the Clinical Audit Team has undertaken this audit 
retrospectively based on the patient’s ward at the end of their stay using Meditech and 
Evolve only.  The sampling method is stratified across each ward with 10 patients randomly 
selected using a random number generator. This is so that each clinical area is represented 
in the sample.   

 

 

Sepsis 

The timely diagnosis and treatment of sepsis is imperative to good patient outcomes. We 
have been part of the Advancing Quality Alliance & Cheshire & Mersey Healthcare 
Partnership Programme throughout 2020/21. We have continued to collect and analyse the 
sepsis data throughout the pandemic, despite the regions programme being paused.  

Sepsis Measure set: 

• National Early Warning Score( NEWS2)  recorded within 1 hour of hospital arrival 
• Blood culture taken within 1 hour of sepsis diagnosis 
• Serum lactate taken within 1 hour of sepsis diagnosis 
• Antibiotics administered within 1 hour of sepsis diagnosis 
• IV fluids commenced within 1 hour of sepsis diagnosis 
• Senior review or assessment by Critical Care within 2 hours of sepsis diagnosis  
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• Care pathway commenced following sepsis diagnosis – data collection only. 

Each trust is set a target for achievement each year. The Countess of Chester target 2020: 
Composite Process Score 75% 

The trust has exceeded that target during 2020, despite the pandemic. We have 
experienced a drop in performance during January and February 2021; this is due to the 
zoning of the Emergency department and increased numbers of seriously ill patients 
awaiting treatment.  

 

 

The Trust’s target for achievement in 2021 is CPS 83.7% 

 

Increase the number of Safety Summits held per year  

Patient Safety Summits have been designed to facilitate clinical conversations about 
significant events which have taken place in the Trust in which we can learn from. Holding 
such events is promoting a safety culture in which we can utilise the knowledge and skills of 
our staff to ensuring that our services are safe and continue to meet the needs of patients. 

During the COVID pandemic the number of patient safety summits has been reduced due to 
the overarching priority in ensuring patient safety. 
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The focus of the summit was Antenatal cardiotocography for fetal assessment for patients 
not in labour. 

Cardiotocography (CTG) measures a baby's heart rate. At the same time it also monitors the 
contractions in the womb (uterus). CTG is used both before birth (antenatally) and during 
labour, to monitor the baby for any signs of distress. 

Learning: 

• Abnormal CTG in absence of labour is a fetus in trouble and required delivery  
• Communication within the obstetric team when things go wrong  
• Importance of multi-disciplinary team (MDT) review of significant events. 

Vascular Event 

This focused on learning about theatre practice as well as organisational learning about ‘just 
culture’. 

Learning: 

There can be good practise within an adverse event. 

• Standard Operation Procedure (SOP) developed in relation to the closing of the 
abdomen 

• Equipment utilisation recorded on theatre board 
• Notification of a ‘Never Event’ communications. 

 

This summit also covered discussions and learning about MRSA bacteraemia from an 
indwelling catheter. The MRSA bacteraemia used in this safety summit was unavoidable, but 
discussion and sharing of learning was beneficial to ensure safe, effective practice in the 
care and management of patients with indwelling catheters.  

Learning:  

• Clinical discussion as to when a device neds to be removed and communicating to 
the relevant nursing team  

• Development of the Venous Access Group. 
 

For 2021/21 – the trust aims to have at least 10 Patient Safety Summits to link with the 
allocated education time. 

 

>95% Sustained Improvement across all clinical areas, against the clinical standards 
(within the Infection Prevention & Control/Covid-19 NHS Management Checklist Audit) 

Managing the Covid-19 pandemic has raised the awareness of the importance of 
compliance against essential standards to avoid hospital transmission of infections. 
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Achieving the infection prevention standards (as set out in the Covid-19 NHSE/I 
Management checklist) is fundamental if we are to reduce healthcare acquired infections in 
our hospitals and keep patients safe. 

Demonstrating compliance of >95% is so important in achieving the Covid-19 infection 
prevention & control (IPC) standards. After a pause during the first wave of the Covid-19 
pandemic the infection prevention and control audit programme was re-established in 
October 2020. This acted as a key tool to monitor compliance with the Covid-19 NHSE/I 
Management checklist. 

The audit programme assesses compliance against 9 fundamental aspects of IPC –  

• Ward Environment 
• Ward Kitchens 
• Waste Disposal 
• Linen handling 
• Safe Management and Disposal of Sharps 
• Patient Equipment 
• Hand Hygiene 
• Personal Protective Equipment 
• Isolation Precautions 

In monitoring compliance against Covid-19 NHSE/I Management checklist the following 
clinical standards were prioritised: 

• Hand hygiene; 
o Staff observed to undertake hand hygiene as per World Health Organisation 

(WHO) 5 moments, using either alcohol-based hand rub (ABHR) or soap and 
water. 

o Hands are dried with disposable paper towels obtained from a dispenser that 
is located close to hand wash basins but beyond risk of splash contamination. 

Overall compliance score for hand hygiene compliance monitoring for 2020-21 was 97%. 

          

• Personal protective equipment (PPE); 
o PPE is available at point of use. 
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o PPE is stored in a clean, dry area. 
o Staff are trained on how to put on and remove PPE. 

Overall compliance score for Personal Protective Equipment for 2020-21 was 97%. 

 

• Decontamination of equipment; 
o Re-useable equipment (non-invasive) is dedicated to a single patient as much 

as possible and decontaminated after each use. 
Overall compliance score for Patient Equipment for 2020-21 was 96%. 
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In addition to supporting the Trust Covid-19 pandemic response there has been a continued 
focus upon ensuring that all other avoidable healthcare associated infections (HCAI) do not 
occur. 

Clinical effectiveness  

Increase numbers of discharges each day across 7 days  

Work on these two priorities has been challenging over the last 12 months due to the impact 
of Covid-19. Work on ensuring hospital flow was as efficient as possible has been a crucial 
component of the Trusts response to COVID- 19. The National Discharge Guidance and 
Enhanced Discharged Funding have enabled us to expedite a number of changes in our 
standard operating procedures which have had a positive effect on the numbers of people 
supported to leave hospital as soon as it was appropriate to do so.  

 
NHS Think 111 First  

NHS Think 111 First has been implemented. Go Live completed 24/11/20. 

 

 

 
Pathway now in place and enables patients requiring Emergency Department (ED) 
management to be booked into ED slots and provide alternative management outside of ED 
wherever possible accessing more appropriate services across Primary and Community 
services. Next steps are to ensure that all appropriate NHS 111 calls are going via the 
Clinical Assessment Service, (CAS), to review ED symptom groups and identify further sets 
that go via the CAS and liaise with Acute Medical team regarding adding their service to the 
Directory of Services. 



 

Page 55 of 79 
 

Same Day Emergency Care, (SDEC) 

Currently Surgical Assessment Unit (SAU), Gynaecology Assessment Unit  (GAU) and 
Acute Medical Admissions Centre (AMAC)  in place providing same day care for both 
emergency care patients across planned and urgent care. Provision of isolation pods in 
AMAC has supported the management of wider cohorts of patients, eg, clinically extremely 
vulnerable/Covid-19/step down patients, and facilitated more timely discharges without 
utilising side rooms on base wards. 

SAU data shows that the number of patients discharged within 24 hours sits above 60% for 
the majority of the year. 

 

 

 

The AMAC data shows that the number of patients discharged within 24 hours has 
increased throughout the year, now regularly above 50%, averaging ~60%. 

 

 

A priority for the Trust during 2021/22 is to expand the SDEC offer to patients and build a 
stand-alone unit for the provision of same day emergency care for patients being considered 
for emergency admission. This will benefit patients by offering earlier assessment and 
treatment and will support timely discharge back to their place of residence. The 
organisational and system benefits will be recognised by reducing waiting times and hospital 
admissions, which will improved flow through the hospital and reduced length of stay by 
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placing patients in the most appropriate bed for their condition first time.  This project will be 
completed in November 2021. 

Planned Care Pathways 

Over the last year, there has been a focus on improving pathways of care across Planned 
Care. The emergency and elective planned care cases have been separated so that patients 
are receiving the right care from the right clinical teams and nursing staff. The planned care 
bed configuration has now been completed and puts the Trust in a positive position to focus 
on Covid-19 recovery and restoration. Criteria-led discharges for day case and overnight 
stay patients has been implemented successfully to encourage safe discharges across 
seven days especially during this period of the pandemic. These pathways are being refined 
with the aim for these to continue across day case surgery and newly commissioned Ward 
56. Going forwards, this will allow patients requiring day case, overnight or longer stay to 
access the appropriate beds providing safe and effective care.  

Ward 56  

Ward 56 has now opened for planned surgery after being used as an escalation ward during 
the pandemic. This sits within the newly designed Elective Centre which supports multi-
specialty patients undergoing elective surgery. The ward is ‘ring fenced’ in order to provide a 
safe and purpose-built surgical environment for our patients and has a focus on enhanced 
recovery and criteria led discharge.  In order to further optimise care; we facilitate a multi-
disciplinary team MDT approach in the delivery of surgical pathways with the aim of 
improving patient experience and reducing length of stay (LOS). The ward will work in 
conjunction with the Jubilee Day Centre Unit in order to maximise theatre efficiencies.  

 

Optimised ward rounds 

The plan had been to implement Optimised ward rounds and refresh the SHOP, Red to 
Green day processes and expand the Criteria-Led discharge programme but due to the 
unprecedented demand on the emergency pathway, focus had to be redirected to support 
the COVID-19 response.  Moving forwards the focus will be using the National Hospital 
Discharge Policy to review ward processes and discharge pathways 

Home First Initiative 

As part of Covid escalation a number of processes have been established to embed a home 
first model in line with the national hospital discharge guidance as illustrated in the diagram 
below.  
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Additional out of hospital care in the form of care home beds and care at home packages 
have been commissioned as part of the system response. Patient care and rehabilitation 
needs are identified and then placement or packages of care are arranged through an 
Integrated Discharge Hub supported by both hospital and social care staff. Closer liaison 
with care homes and the hospital Integrated Discharge Team nurses working over weekends 
has increased discharges across 7 days.  

The Countess of Chester through the Cheshire West Integrated Care Partnership (ICP) is 
now providing care to approximately 130 patients through the new home first model. The 
limited data currently available around the model shows it has attributed to an average 
reduction of 2 days length of stay across the Trust. 

The graph below shows our discharge against admission figures for April 20- March 21. This 
was the regional Cheshire and Mersey measure of our systems ability to maintain flow 
during the peak of covid escalation. The data shows that since the implementation of the 
model in November 2020, we have been able to more consistently achieve our system target 
of more discharges than admissions.  
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The graphs below show the length of stay (LOS) data for elective, non-elective and total 
discharges from April 2019-March 2021. 
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Reduce the number of face-to-face outpatient follow up appointments, thus increasing 
the number of specialties using virtual outpatients consultations 

Outpatient services have traditionally been delivered in the outpatient setting with patients 
attending clinic for face-to-face appointments. The need to transform the way outpatient care 
is delivered has been identified as a strategic driver to meet the current and anticipated 
changes in demography, technology, patient expectations and workforce. In 2019, the Trust 
participated in the ambitious Elective Care Transformation Programme (ECTP) led by NHS 
England and NHS Improvement, where four specialities aimed to reduce the number of face-
to-face follow up appointments by 33%.  

With the onset of COVID-19 in March 2020, there was an urgent requirement to change the 
way traditional face-to-face outpatients clinics were delivered as it was not safe to bring 
patients into the hospital setting to attend appointments.  Utilising digital technology became 
imperative to protect vulnerable patients and reduce traffic in the hospital to only those who 
could not be treated by other means than face-to-face. As a result, the use of telephone and 
video calls became an immediate priority for many specialities and clinicians, and the 
number of outpatient appointments provided in this way more than doubled between March 
and April 2020.  
From February 2020 to March 2021, there were 101,587 virtual attendances, which is 30% 
of the total number of outpatient appointments at the hospital during that time. Face-to-face 
numbers have been variable due to the direct impact of COVID-19 and the need for the 
Trust to change appointments in response to pressures.  
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A proportion of the virtual appointments took place on the Attend Anywhere video 
consultation platform which has been widely adopted across the NHS throughout the 
pandemic. In total, there are 29 different specialities/services set up on the platform at the 
Countess, including Rheumatology, Diabetes, Chemical Pathology and Paediatrics. Training 
and access has been provided to nearly 200 members of the Trusts’ clinical and 
administration teams.  

Rheumatology is one of the areas to make most use of virtual clinics and it is also pioneering 
patient-initiated follow up clinics (PIFU) at the Countess which aim to reduce unnecessary 
attendances in hospital by patients initiating an appointment when they need it most.  Dr 
Theresa Barnes, Consultant  Rheumatologist, said: “We soon realised that for many patients 
for whom examination does not significantly add to the clinical decisions, telephone and 
video consultations are more than adequate, convenient for clinician and patient, quicker, 
more efficient and allow progress of care without putting patients at risk by bringing them out 
of their homes.”  

A recent Trust survey completed by patients treated in this way showed that 95% were left 
satisfied their needs had been met, and 87% said they were either very likely or likely to 
choose a video consultation again in the future.   
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The use of virtual clinics was a key priority for the Countess and the wider NHS before 
COVID-19 as it supported the Trust’s Clinical Strategy and NHS Long Term Plan. Although 
the pandemic has expedited this work, the Trust will continue to provide a virtual outpatient 
service to those patients identified as suitable beyond the pandemic.  

 

95% of patients will be moved 3 times or less during their hospital stay 

This measure has been introduced over the last year. This was identified as an increased 
risk during the pandemic with patients moving numerous times in order to manage the 
different patient cohorts safely and reduce the risk of nosocomial spread of Covid-19.  In 
order to improve this measure, the visibility of the number of patient moves has been 
addressed using the Meditech system with the number of patient moves identified via 
nurse’s handover reports. TeleTracking has also been used through the addition of 
expanding the ‘Isolation types’ categories so that staff have a visual management tool to 
identify the patients COVID -19 status and improve the visibility across the hospital. The 
Clinical Site Coordinators have also focussed on reducing the number of moves per patient’s 
episode were clinically appropriate. This priority is now visible to the Board of the Directors 
and is published in the Trust Integrated Performance Report. As the data shows, despite the 
obvious pressures, the Coordination Centre and staff have managed to meet this target 
throughout the year exceptionally well, remaining above the 95% throughout the year and  
reaching ~99% on numerous occasions. 
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Patient Experience  

The ‘Think Family’ model, an integrated approach to safeguarding will be 
implemented 

In 2020 the Trust started to work with key stakeholders to implement a sustainable Think 
Family approach to Safeguarding. This work was fundamental to ensuring safer outcomes 
for children, young people, adults and their families, this work continues to be a core priority 
for the Trust and will be present in the 2021/22 key priorities.  

This key piece of work has progressed at pace despite the Covid 19 pandemic, the team is 
now working under one interim strategic leadership structure that brings together the 
Children’s Safeguarding and Domestic abuse team and the Adult Complex Care Team, 
whilst the Trust works on securing these plans longer term. This shift in structure allows for 
the cohesiveness of a think family response to safeguarding and complex care.  The teams 
have already started working on a single notification form for all staff to use when they need 
to raise any concerns and the team are progressing with a single point of access to support 
staff in practice.   

Work has progressed with new policies and procedures with the development of a new 
Mental Capacity and Deprivation of Liberty Safeguards policy and a refreshed version of the 
Adult Safeguarding policy. The team has also recruited to a Think Family Safeguarding 
Practitioner that brings a wealth of knowledge and experience to the team to support the 
entire think family approach.  

The team has also worked with the Trust Board on a Safeguarding and Complex Care 
development session which focussed on the critical work of safeguarding and mental health, 
this was an opportunity for the Board to review its position on the statutory duties and the 
roles and responsibilities the Trust has in relation to Safeguarding and mental health.  

• Drafted single notification form for CERNER implementation in July 2021 
• Brought together the two safeguarding teams  
• Created new referral pathways  
• Developed business case for sustainable model 
• Supported Board development session with think family approach  
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• Developed ward accreditation package for safeguarding and complex care  
• Created new posts within the team to support development  
• Process mapping for referral pathways  
• Reviewed the multiagency partnership agreement for Local Safeguarding Adults 

Board (LSAB) and Local Children’s Safeguarding Partnership (LSCP)  
• New draft adult safeguarding policy  
• New draft MCA/DoLS policy. 

 

All wards to be rated as either good or outstanding within the Safety Domain via the 
Ward Accreditation System 

In response to the CQC Inspection (December 2018), internal and external audits and 
feedback from patients and their families it was clear there was a need to refocus on 
fundamental care standards to ensure consistent delivery across all services and specialties. 
At the Countess of Chester we are committed to improving and sustaining these 
fundamental standards of care through the 'Care Assurance Framework' (CAF) which is built 
into a newly formed 'Ward Accreditation System' (WAS). The CAF brings together a range of 
care standards to refocus the attention of all staff on the requirements and expectations. It 
explicitly defines what 'outstanding' care delivery looks like. This system spans adult 
inpatients, paediatric inpatients, maternity services, adult critical care, neonates, outpatients, 
theatres and the emergency department. There are a core set of standards that apply to all 
areas, with additional measures added for relevant services. Each CAF has been designed 
using the CQC key lines of enquiry (KLOE) and (where relevant) can be mapped to the 28 
regulations set out in the Health and Social Care Act (2008), regulatory activities, 
Regulations (2010) and the Care Quality Commission (Registration) Regulations (2009).       

Wards and departments are assessed against the relevant CAF and an overall rating of the 
care delivered in that area will be given. For consistency with internal and external 
assurance, the CQC methodology for assessment and scoring has been adopted. This 
provides a framework for wards and departments to measure themselves against, evaluate 
the care being delivered in their area and provide a structured approach to continuous 
improvement that is owned at ward level and led by the department. It achieves this by 
providing clear direction (a shared vision and purpose) and by empowering the team to take 
forward changes relevant to their area. This in turn will reduce unwarranted variation and 
standardises practices that can then be delivered consistently across all wards and 
departments.  

To ensure we are delivering safe care in the first instance, a Trust key priority was set that all 
wards hold either a good or outstanding rating in the SAFE ‘Safe’ domain by the end of 
March 2021.  

Overall Results by Domain 
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We are pleased to announce that all ward areas have achieved good or outstanding in the 
‘Safe’ domain.  

  

Create a Lived Experience Panel  

People with experience of living with, or caring for someone with health/care issues are an 
invaluable resource to health and social care continuous improvement work. They not only 
bring their personal perspective of living with or supporting someone with health issues but 
can also offer many other skills, challenge and experiences. Their perspective and 
experience of our services is real and honest so involvement of people with lived experience 
is essential. The Trust aim in 2020/21 was to develop Lived Experience Panel (LEP) by 
recruiting Lived Experience Members (LEM) to take an active role within continuous 
improvement programmes, whilst supporting us to deliver kind and compassionate care. 

This aim has been partially achieved over the last year, paused for some time due to the 
COVID-19 pandemic. Work is underway as part of the Cheshire West System 
Transformation Leads Improvers Network. Meetings with other established LEP networks 
have been scheduled but have had to be postponed due to the pressures of the pandemic. 
The Trust aims to reconnect with these groups and work towards establishing a LEP in 
2021/22. 
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3.2 Performance against the relevant indicators and performance thresholds  

Indicators 

Indicator  
 

Target Performance Explanation  

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

 
92 % 

 
48.09% 

March 2021 

 
The impact of COVID- 19 has 
affected the number of patients who 
were waiting from referral to 
treatment on an 18 week pathway 
(RTT).  Part of the National Level 4 
response was to suspend some 
lower risk pathways during ‘wave 1’. 
Inpatient capacity along with the 
requirement for infection prevention 
and control measures has also 
reduced the capacity available.  In 
addition, patients have  exercised 
their personal choice to delay 
appointments and treatments during 
this reporting period.  The Trust has 
undertaken a process of clinical 
validation (using national 
methodology) and reviewed long 
waiters to reduce the risk of clinical 
harm and prioritise patients waiting 
for treatment and interventions. The 
Trust has now implemented a 
comprehensive elective care 
restoration and recovery programme 
to increase activity and reduce long 
waiters. 

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

 
95% 

 
88.6% 

Overall 20/21 
performance 

Throughout the year there were a 
series of continuous improvement 
events across a range of key areas 
including workforce, and patient 
flow.  In December 2019 this was 
elevated into a more intensive 
Emergency Department 
Improvement Programme delivering 
significant changes in pathway, 
process, workforce and environment 
which resulted in marked 
improvement in performance 
February & March 2020 and a 
favourable position compared to 
peer during the pandemic. 
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All cancers: 62-day 
wait for first treatment 
from: Urgent GP 
referral for suspected 
cancer 

 
85 % 

 
66.18% 

(YTD at Feb 
2021, latest 

figures) 

The impact of COVID-19 has 
affected the Cancer Pathway from 
delayed first appointments and 
challenges due to reduced 
diagnostics.   
During both COVID-19 waves, the 
Endoscopy unit was re-
commissioned for ITU surge, which 
impacted diagnostics for four tumour 
sites, although some activity did 
continue during the second wave in 
main theatres.   
The pathways were also challenged 
due to reduced or limited face to 
face clinics due to COVID-19 
infection prevention control 
measures, staffing issues (across all 
pathway elements) and patients 
refusing to attend 
appointments/treatments due to the 
risk of COVID. 
The Trust has seen an increase in 
referrals above pre-pandemic levels 
during the majority of the year, which 
has also contributed to the position 
reported. 
 
 

All cancers: 62-day 
wait for first treatment 
from: NHS Cancer 
Screening Service 
referral 

 
90 % 

 
       73.97% 

(YTD at Feb 
2021, latest 

figures) 

The screening programme has been 
impacted due to COVID, with a 
cessation or reduced service 
particularly during spring 2020. 
 
 

Maximum 6-week wait 
for diagnostic 
procedures 

 
99 % 

 
76.7%  

March 2021 
(reported now 

against 1% 
target for 

breaches, so: 
23.3%) 

The fall in diagnostic performance 
was due to the restrictions 
associated with the COVID-19 
pandemic. Routine diagnostic 
imaging was halted to ensure that 
urgent clinical activity could be met, 
along with reduced staff being 
available for both primary imaging 
and reporting. The department are 
currently working on a restoration 
and recovery plan and utilising third 
party providers where possible. 

 

 
Data source: Monthly National Situation Report (unify) 
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3.3 Progress against seven-day hospital services  

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 based on the latest 
data available.



 

Page 68 of 79 
 

 

 

 

 



 

Page 69 of 79 
 

 



 

Page 70 of 79 
 



 

Page 71 of 79 
 

 

3.4 Staff Speak Up Opportunities 

The Freedom to Speak Up agenda continues to work towards influencing a culture of 
openness and transparency within the organisation. The Freedom to Speak Up (FtSU) 
Guardian works to deliver independent support and advice to staff who want to raise concerns, 
supporting the organisation to become more open and transparent.  . In this climate of 
significant change the Guardian has explored flexible approaches to allow the  delivery of  
services, that better meets the needs of the workers.  

As staff are currently not permitted to attend meetings, induction days or training the Trust 
has utilised a virtual approach to reach staff. A short video promoting the work of the 
Guardian, outlining the principles and processes for speaking up has provided new staff 
members the opportunity to familiarise themselves with the importance of raising concerns in 
order to improve patient safety and staff experiences. In a time of significant pressure and 
uncertainty, speaking up has never been more necessary. Attending team meetings, service 
briefings and regional networking events using MS Teams has additionally helped to raise 
the profile, resulting in another year-on-year increase of cases registered.  

Although opportunities for physical contact with staff wishing to raise a concern have 
reduced, the Guardian has utilised platforms such as Zoom, Facetime and What’sApp to 
engage. Moving to a more flexible working day has also improved the ability to speak with 
staff at a time more convenient to them, often away from the workplace, confident that 
conversations will not be overheard.  The FtSU webpage has remained a resource for staff 
and has available learning tools, case reviews and policies to support their learning and 
development. 

One-to-one meetings between the Guardian and the Chief Executive Officer have continued 
monthly whenever possible with open access available should this be necessary. These 
provide an arena for challenge, discussion and learning.  In addition, this year has seen the 
implementation of monthly meeting between the guardian and the Executive Director of HR 
and OD providing a platform to share information, influence change and review progress of 
activity. This has proved successful in identifying trends and themes and agreeing ways to 
disseminate learning. 

Due to changes to the frequency of senior leads’ and governance group meetings. the 
Guardian has provided monthly briefing papers for the Executive Board informing of themes 
and trends of the concerns raised during the previous month. It has also provided an 
opportunity to raise concerns when investigations have been slow to conclude and to share 
learning and good practice for dissemination across the whole organisation. 

Overview April 2020 to March 2021 

Total number of concerns raised:  comparison of the last three years:  
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Staff Groups raising concerns: 

 

 

Themes and Trends: The concerns raised can broadly be grouped as: 

 

 

 

3.5    NHS doctors and dentists in training 
 

The Trust tracks medical workforce vacancies of all types on a daily basis and deploys its 
resources mapped to demand across all specialties. Vacancies arise through regional school 
trainee allocation variances, maternity and paternity leave, sickness and planned leave. 
Where feasible, substantive fixed term contracts are enacted to back-fill required resource; 
in other instances, bank and agency staff are contracted. Our additional spend in relation to 
vacancy management is controlled at Divisional level with Medical Director oversight. 
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The Trust has also joined the North West Collaborative Bank (Junior Doctors) which gives a 
wider selection of trainees. 

 

 
Planned Care Gaps are out to recruitment through NHS jobs with the majority of the gaps 
being supported via agency and locums in the interim.  F1 gap is being managed within the 
department without any support. 
 
Urgent Care Gaps:  ED gaps are backfilled with locums until August and we have just 
interviewed and issued offered to fill junior posts from August and get a new rotation 
September for Middle grades which is a better position than it is currently. The majority of 
the posts have been filled for urgent care and Diagnostics however waiting for overseas 
doctors to obtain visa`s and relocated. 
The majority of Consultant posts filled with start dates August and September.  
 
All Junior Doctors’ Rotas are fully compliant with the 2016 junior doctors’ contract, and junior 
doctors are completing exception reports when necessary.  

In accordance with the 2016 Medical Terms and Conditions of Service for Junior Doctors the 
FT has appointed a Guardian of Safe Working Hours to oversee the FT’s adherence to the 
terms and conditions. An Annual report and quarterly exception reports are reported to the 
Trust Board the reports provide assurance on the exception reporting processes and the 
actions being taken as a result of the exception reports that have been raised. 

 

 

 

 

Grade Urgent Care Planned Care Diagnostic 

  Gaps Filled /appt made Gaps Filled /appt 
made Gaps 

Filled 
/appt 
made 

Consultant 3 2 0 0 5 4 

Specialty Doc 1.4 1 0 0 0 0 

ST3+ 1.4 0 5 3 0 0 

ST1/2 4.4 1.6 9 4 0 0 

F2 0 0 0 0 0 0 

F1 0 0 1 0 0 0 

TOTAL 8.6 5.6 15 7 5 4 
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ANNEX 1 
Statements from commissioners, local health watch organisations and overview 
scrutiny committees  

Statement from the Trust’s Council of Governors 2020/21 

When the Governors submitted their comment for inclusion in last year’s Quality Account, 
Covid-19 was beginning to tighten its grip. We had little appreciation at that time as to how 
tight that grip would become.  

One paragraph from last year’s comment bears repetition: ‘Covid-19 appears to be here to 
stay. Uncertainty around its management and development as we approach the winter 
season will inevitably present ever more challenges to the way the Trust operates and 
manages its resources.’ 

We may have been uncertain then but today we know all too well the scale and severity of 
the various challenges that did come to test us as the pandemic evolved. 

We have learned a great deal in the process, as much about ourselves as how to cope with 
something as devastating as Covid-19. Perhaps our organisation will never be quite the 
same again. Never the same but probably better. 

For example, as you will see in this document, we have learned how to make more and 
better use of technology in the diagnosis and support of our patients, and they have clearly 
embraced it.  

The ‘Attend Anywhere’ video consultation platform has been used by no less than 29 
different specialities/services at the Countess and 95% of the patients who participated were 
left satisfied their needs had been met. An encouraging 87% said they were either very likely 
or likely to choose a video consultation again in the future.   

Technology has also proved critical in enabling patients to communicate with their loved 
ones, often in very difficult end-of-life circumstances, whilst visiting was suspended. Another 
example of how we have adapted and excelled under pressure. 

The ability to adapt is not the only Trust characteristic that you will see evidenced in this 
quality account. The corporate and individual willingness to be scrutinised, be transparent 
and take accountability when things go wrong - and then learn and improve as a result - 
should give enormous confidence to patients today and in the future. Safety Summits are 
just one example of this. 

Similarly, the constant focus on the care, wellbeing and safety of patients through initiatives 
such as ward accreditation, ‘failure to rescue’ improvements, the ‘Think ‘Family’ model and 
many and varied channels of engagement with patients shows that the Trust is not only 
committed to being Safe, Kind and Effective but that it is enacting those values. 



 

Page 75 of 79 
 

All this is not to say that everything in the garden is rosy. There are still challenges, 
shortcomings and many opportunities for positive change and improvement.  

We as Governors are satisfied that although the impact of the pandemic may have delayed 
the delivery of solutions to some of our quality challenges, there is no question that Covid-19 
has been allowed to diminish the Trust’s focus on quality or excuse any fall in standards.  

In the expectation that the situation with Covid-19 will continue to improve, the Governors 
look forward to seeing accelerated progress in resolving outstanding issues and new bar-
raising innovations to the quality agenda. 

H W de Winter 

Public Governor 

 

Statement from West Cheshire Clinical Commissioning Group 2020/21 

We are committed to commissioning high quality services from our providers and we make it 
clear in our contracts the standards that we expect them to deliver. Oversight and scrutiny of 
performance against the contract is normally managed through regular Quality and 
Performance Contract meetings with the Trust, alongside progress reports that demonstrate 
levels of compliance or areas of concern. These assurance processes have been scaled 
back to reduce the burden and increase the capacity of staff to respond to the pandemic. It is 
through these modified arrangements that the accuracy of this Quality Account has been 
validated. 

The pandemic has brought the most enduring challenges to the NHS that it has ever 
experienced and the Trust has worked tirelessly to ensure a timely response to protect 
patients, staff, and the wider community.  

In January and early February 2021, the Trust faced unprecedented pressures due to the 
growth in COVID-19 community cases and hospital admissions. They had one of the highest 
percentage of in-patients with COVID of any Trust in the North West and were hit hard by 
the impact of the virus. It is clear to see that the Trust’s workforce have been a fantastic 
asset, working in extremely challenging circumstances. As a result of the pandemic, the 
agreed priorities for 2020/21 were challenging to fully achieve and in recognition of this the 
Trust has included them within their 2021/22 priorities. 

It is commendable that the 2020/21 target of 95% of patients not moving more than 3 times 
has been met consistently; we look forward to the Trust achieving the ambitious goal it has 
set of 98% in 2021/22. The reduction in patient ward moves will have a positive outcome on 
infection rates, length of stay and patient outcomes.  

Throughout 2020/21 the Trust remained committed to improving early identification and 
treatment of sepsis as part of the Advancing Quality Alliance Program. Throughout the 
pandemic the Trust continued to collect and analyse the sepsis data and deliver improved 
outcomes; notably against a target of compliance of 75% the Trust achieved 82.7% 
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We want to highlight as good practice the commitment to improving and sustaining the 
fundamental standards of care through the 'Care Assurance Framework' which is built into a 
newly formed 'Ward Accreditation System'. The Trust set a key priority that all wards hold 
either a good or outstanding rating in the ‘Safe’ domain by the end of March 2021 which was 
achieved. We look forward to seeing this sustained across all domains in 2021/22. 

We support the priorities that the Trust has identified for the forthcoming year and value 
working in partnership with you to assure the quality of services commissioned in 2021/22. 
 
 
Statement from Healthwatch 2020/21  
 
Healthwatch Cheshire West has worked in partnership with the Hospital over the period 
covered by this report forming close working relationships with staff at the hospital through a 
number of opportunities 

•  Representation at Patient Quality and Experience meetings 
•  Engagement at the hospital on a regular basis 
•  A&E Watch 

 
Healthwatch Cheshire West feels this quality account, broadly reflects the work undertaken 
at the Countess of Chester over the period and particularly would like to praise the 
organization for its work in the following areas that have been identified as priorities: 
Patient Safety - Getting it Right First Time (GIRFT) 
Lived Experience Panel 
Learning from Deaths 
 
We felt the report was logically laid out and easy to read. 
 
 
 
Statement from Overview and Scrutiny Committee 2020/21 

The Committee welcomes the opportunity to comment on the Trust’s 2020/21 Quality 
Account and congratulate NHS staff on the well deserved award of the George Cross for 
their selfless work during the pandemic.  

The Committee also recognises the backdrop to the Quality Account in the unprecedented 
circumstances created by COVID-19 and commends the agility of the Trust in adapting its 
capacity to meet urgent and unexpected demands and the dedication of its staff at all levels.  

Comments on the content are as follows:  

i. The QA seems to be a stand alone document and the Committee suggests it 
has a clearer link to show how it supports the delivery of the Trust’s overall 
vision, strategy and the influence of the learning in training.  

ii. The QA is very long, technical and hard to understand for “lay” people, 
populated with acronyms. Readability is important, so can the presentation of 
future versions (or a summary) be more publicly attractive and simpler to 
navigate.       

iii. A number of services are noted as having transferred to other Trusts to add 
capacity. What are the plans to repatriate these services?   
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iv. More information would be helpful on the patient experience of care during 
COVID -  the extent of repeat cancelled appointments, the consequences of 
waiting lists and the effectiveness of communication. The Lived Experience 
Panel is interesting but how much influence does it have?       

v. More information about supporting staff wellbeing during the pandemic and 
how staffing issues are being addressed, including recruitment, turnover, staff 
isolating. How does the QA inform HR policies?   

vi. The QA reports that the Trust has been one of the worst hit due to COVID but 
the Account lacks context in terms of why.  Has the Trust experienced any 
added pressure due to patients presenting from other areas?  

vii. The Committee notes the extent of virtual outpatient appointments and is 
concerned that this does not become the default model and urges that safe 
face to face appointments are offered where the patient requests it.  

viii. The Committee would like to see further clarification on how the pressures on 
A&E are being managed, including extent to which changes in accessing 
primary care services have caused an impact. Is the Emergency Department 
Improvement Programme still in place?     

ix. The Committee would have liked to see more information about the impact of 
the recovery plan in meeting targets and how it seeks to improve access to 
diagnostics and treatment especially in cancer services, reducing backlogs. 
The Committee noted the reference to “requires improvement” and would like 
more details and where the Trust is on its pathway to improvement.    

x. Further information would be helpful about the discharge of patients with 
appropriate packages of support, including the ability to discharge to 
community services at the weekend. How well are the inter-agency 
arrangements working?            

xi. The Committee would like an understanding the condition of  “long covid” and 
what the Countess’s plans are for treating patients who have been diagnosed 
with it. 

 

 
 
. 
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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 2019/20 and supporting guidance Detailed 
Requirements for Quality Reports 2019/20; 

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

o Board minutes and papers for the period April 2020 to March 2021 
o papers relating to quality reported to the board over the period April 2020 to 

March 2021 
o feedback from commissioners, dated 13/07/2021 
o feedback from governors, dated 30/06/2021 
o feedback from local Healthwatch organisations -  09/07/2021 
o feedback from Overview and Scrutiny Committee, requested – 09/07/2021 
o the Trust’s complaints report published under regulation 18 of the Local 

Authority Social Services and NHS Complaints Regulations 2009 
o the 2018 national patient survey, published in June 2019 
o the 2019 national staff survey, published in February 2020 
o the 2019/20 Head of Internal Audit’s annual opinion over the trust’s control 

environment,  
o Care Quality Commission Inspection, dated May 2019 

• 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   

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

 

By order of the Board 

 

June 2021: Chris Hannah, Trust Chair  

 
June 2021: Susan Gilby, Chief Executive Officer 
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