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Foreword 

Our Quality and Safety Strategy defines how we deliver Great Care, the priority strategic objective 
for LUHFT.  

The strategy describes the actions and measures that we will put in place to ensure that, in three 
years, we can collectively say that we have the best safety culture in the NHS, focussing tirelessly on 
delivering and improving safe, caring and effective healthcare. This will be high quality, consistent 
and timely, and provide a great experience for all of our patients, whatever their backgrounds. 

We will create a culture where the safety of patients, relatives and staff is our foremost priority, 
where they feel safe and confident in speaking up and know that their concerns will be responded 
to.  

We strive to get care right first time, but when we make mistakes we will learn from them, ensuring 
that our people, systems and processes become safer and more effective.  

We will be an organisation where our staff, patients and relatives have the highest level of 
confidence and pride in the care we deliver. 

We want to achieve this aim in a way that is recognisable and meaningful to everybody, 
acknowledging that high quality healthcare depends on people – our teams of nurses, porters, 
doctors, scientists, therapists, receptionists, cleaners and many others, each of whom have a role to 
play. Visibly demonstrating and living the LUHFT values of being Caring, Fair and Innovative will 
underpin our success. 

The Quality and Safety strategy is ambitious, but we are committed to achieving this ambition, to 
embed a learning culture and continuously improve the services and experience we provide to our 
patients, families and staff.  The aim is deliberately set at a high level and the means to achieving it 
will be built by educating, empowering, engaging and listening, promoting our values and behaviours 
and effectively communicating our collective progress towards Great Care.   

In these unprecedented and challenging times for the Trust and the NHS, we recognise the pressure 
all of our staff have been under, striving to deliver the very best care to our patients and we would 
like to thank everyone for the continuous dedication and hard work. 

Delivering Great Care is everybody’s business and through continuously improving the healthcare we 
provide, we look forward to achieving the best safety culture in the NHS. 

Steve Warburton, Chief Executive 

Dianne Brown, Chief Nurse 

Tristan Cope, Medical Director 

 

 

  



 
 

Great Care - Our context 

At Liverpool University Hospitals NHS Foundation Trust (LUHFT), we work together to support our 
communities to live healthier, happier, fairer lives. As one of the largest NHS Trusts in the country, we 
have the resources and ability to make this vision a reality. 

We provide core hospital services to hundreds of thousands of patients each year, touching many 
people’s lives on a regular basis. We also provide a range of highly specialist services to a catchment 
area of more than two million people in the North West region and beyond. Liverpool, as the largest 
urban area in Cheshire and Merseyside, has a population of 906,000, many of whom are economically 
disadvantaged and at higher risk of poor health. 

Around three-quarters of our 12,000-strong workforce live in Liverpool. The potential to support 
colleagues’ good health and to connect, through them, with the public, puts us in a prime position to 
be able to address some of the serious health issues faced by our communities.  

We strive to deliver the highest standards in patient care though our committed and innovative staff. 
This is underpinned by our ambition to create a collaborative and sustainable organisation, which 
demonstrates the positive impact on healthcare outcomes associated with being a highly research 
active university trust.  

Consistently providing Great Care is our priority and we strive to achieve this in every single interaction 
we have with our patients, families, carers and partners across our system. We will only achieve this 
by working together to deliver outstanding healthcare. 

The Quality and Safety Strategy (2021/24) describes the actions and measures we will take to achieve 
our strategic priority of Great Care. We will know when we have achieved when we can say we 
consistently learn from our mistakes and have created the best safety culture in the NHS. 

In order to deliver our objectives to be safe, caring and effective, the strategy defines the foundation 
blocks required to achieve success. These include leadership and culture; standards, methodology & 
learning; methodology & capability building and the initial suite of projects. 

The strategy describes the approach and methodology we will adopt to build a learning culture of 
continuous improvement, how we will measure success and build capability. 

The Quality and Safety Strategy cannot be viewed in isolation and instead, should be viewed in context 
of other Trust strategies and plans, many of which have a direct influence on our delivery of Great 
Care.  

 

  



 
 

What are we trying to accomplish? 

The Best Safety Culture in the NHS 
What is Patient Safety? 

Despite the extraordinary hard work of healthcare professionals, patients are harmed in hospitals 
every day. Fortunately catastrophic events are rare but we must acknowledge that unintentionally a 
significant number of our patients experience some harm. Harm is defined as ‘unintended injury 
(physical or psychological) resulting from, or contributed to, by clinical care (including the absence of 
indicated treatment or best practice). Simply, this is suboptimal care which reaches the patient either 
because of something we shouldn’t have done or something we didn’t do that we should have done. 

Patient Safety is a science that studies the factors that lead to patient harm and the strategies that 
prevent harm. 

What is a Safety Culture? 

Organisations with the best safety culture are characterised by: 

1. Senior leaders whose top priority is safety and who set a compelling vision for change. 
Prioritising safety is pervasive in all decision making and obvious to staff at all levels of the 
organisation. 

2. Culture of continuous improvement – relentless pursuit of getting better, regardless of 
starting point 

3. High level of openness and transparency when things go wrong. Supporting and involving 
patients and staff involved in error. Reporting and learning from error with no fear of 
consequences. 

4. A learning organisation that becomes experts in patient safety and relentlessly seeks out the 
potential for things to go wrong.  

5. Staff are empowered and encouraged to speak up and act in service of patient safety. 

Why focus on Safety Culture? 

Safety is just one of the domains of great quality healthcare. To us, quality healthcare encompasses 
three important pillars: patient safety, patient and staff experience and effectiveness of care.  All of 
the pillars of quality of care are important and will be incorporated into each project indicated in this 
strategy. We have chosen to raise patient safety above the rest of the pillars in our aim statement as 
we believe achievement of a safety culture requires work in all areas of quality. In focusing on safety 
culture, we will equip our staff and leaders with the tools, knowledge and permission to solve safety 
issues and indeed improve all aspects of quality. 

 

 



 
 

 

 

Transparency 

Leaders who promote and model transparent behaviours and instil a 
transparent culture in their organisations can use crises as learning and 
improvement opportunities. 

Those that don’t work in this way may be destined to recurrent failure. 
Leading in a crisis: the power of transparency is published by the Health Foundation, 2015 

There are so many examples of our staff going above and beyond for our patients, we couldn’t list 
them all here. But we have to be transparent and honest about the fact that we don’t always get it 
right and patient harm still occurs in our Trust. Our staff already have the commitment it takes to be 
the best. We seek to channel that commitment to patients with quality and safety knowledge and 
skills in service of the relentless pursuit of providing the best quality of care. We ask that our staff 
bring their willingness to and enthusiasm for problem solving and as leaders, we commit to fairness 
with openness and transparency. 

Together we can channel your commitment to Great Care to solve some tough problems -  
Nationally, it’s recognised that patient harm rates in healthcare are significantly above the 
expectations of our patients and their families, and far in excess of a rate acceptable to the trust 
and its staff.   
 
At LUHFT, 20% of incidents reported last year resulted in harm with 4921 patients affected. To place 
this in context, this equates to filling the following venues across our city; The Philharmonic Hall, 
The Empire Theatre and Liverpool Playhouse at the same time. 
 
Incidents with associated harm are occurring at a rate of 13 per day or 94 per week. 
 
When examining incidents that have resulted in severe harm or death, 52 incidents were reported 
last year which equates to one patient per week sustaining severe harm or dying as a result of an 
incident within our organisation. 
 
44.3% of our staff reported that they believe that LUHFT does not treat staff fairly who are involved 
in an error, near miss or incident. 

Care that is safe 
working with 

patients, families 
and staff to reduce 

avoidable harm

Care that provides a 
great experience for 

patients, families, 
and our staff

Care that is clinically 
effective , evidenced 
based and improves 

outcomes for 
patients



 
 

 

There is no level of patient harm that is acceptable, and there is no room for treating staff unfairly in 
the process. We want to see incident reporting increase! This will tell us that our staff are feeling safer 
to report and that they have the tools necessary to learn and improve. We want to see levels of patient 
harm reduce and the staff survey results about safety culture improve. The leadership at LUHFT are 
committed to having the best safety culture in the NHS. We’ll only get there by shining a light on the 
problems that exist and working together to solve them. 

 

How will we know when we achieved the BEST SAFETY CULTURE? 

We’ve developed a suite of high level measures that will be monitored by the Board of Directors. 

 



 
 

In addition, the Executive and the Quality and Safety Committee will monitor an expanded set of 
metrics as well as the metrics associated with individual projects (for example: deteriorating patients). 

Expanded set of measures: 

Domain Measure Year 1 Year 2 Year 3 
Caring Real time capture and 

monitoring of patient 
experience feedback  
 

Develop a 
baseline 

Statistically 
significant 
improvement 
against 
baseline 

Improvement 
from the 
previous year 

Improvement in 
Friends and Family 
recommendation 
rates across all three 
domains (inpatient, 
outpatient, A&E) 
 

Develop a 
baseline 

Statistically 
significant 
improvement 
against 
baseline 

Improvement 
from the 
previous year 

Number of 
improvement 
projects/initiatives 
with evidence of 
patient voice 
 

Develop a 
baseline 

Statistically 
significant 
improvement 
against 
baseline 

Improvement 
from the 
previous year 

Domain Measure Year 1 Year 2 Year 3 

Safe Number of leadership 
walkarounds taking 
place 
 

Improvement 
upon current 
baseline 

Statistically 
significant 
improvement 
against 
baseline 

Improvement 
from the 
previous year 

Increased number of 
all incidents reported 
 

Improvement 
against current 
baseline 

Statistically 
significant 
improvement 
against 
baseline 

Achieve top 
quartile 
performance in 
the number of 
incidents 
reported 

Annual improvement 
in % of staff who 
believe that care of 
patients is the Trusts 
top priority 
 
Source – NHS Staff 
Survey 

Improvement 
against current 
baseline 

Statistically 
significant 
improvement 
against 
baseline 

Achieve top 
quartile 
performance in 
the  % of staff 
who believe that 
safety is the 
Trusts top 
priority 



 
 

% of staff who believe it 
is safe to report errors 
and unsafe clinical 
practice 
 
Source – NHS Staff 
Survey 

Improvement 
against current 
baseline 

Statistically 
significant 
improvement 
against 
baseline 

Achieve top 
quartile 
performance in 
the  % of staff 
who believe it is 
safe to report 
errors and unsafe 
clinical practice 

15% Reduction in falls 
causing Mod> harm 

37 (15%)   

25% Reduction in G2 
pressure ulcers 

143 (25%)   

25% Reduction in G3 
pressure ulcers 

17 (25%)   

Zero tolerance in G4 
pressure ulcers 

0 0 0 

No serious incident will 
be repeated with the 
same identified causal 
factor 

0 0 0 

  



 
 

What will drive the change needed to achieve the BEST SAFETY CULTURE? 

We have used a driver diagram to conceptualize the programme and determine its components and 
its organisational impact. This diagram helps to identify connections and interdependencies of what 
will drive and influence change. 

 

 

  



 
 

PRIMARY DRIVER OF CHANGE 1: LEADERSHIP AND CULTURE 

Leaders set standards and model appropriate safety behaviours. They must be the ones to set the 
tone of an organisation and signal openness/transparency and a shift to a culture of safety. Leaders 
will be so crucial to our efforts of creating the best safety culture, we’ll spend time developing safety 
and improvement skills in leaders at all levels of the organisation. In addition to building skills in quality 
and safety, we’ll build skills in coaching and empowering the frontline using deep staff engagement.  

We’ll do this by: 

• Leadership Walkarounds and leadership safety talks 
• Trust values and behavioral standards roll out 
• Accountability for improvement 
• Leadership development: values-based leaders 
• Deep engagement with staff 
• Deep engagement with patients and the patient experience strategy 
• Strengthen communications for safety and quality 

 

Patients are central to the reason we chose to strive to have the best safety culture. Indeed patients, 
families and their needs are so important that we decided a strategy which focuses solely on their 
experience of care was warranted. The focus on patient experience is detailed in the next few pages. 

 

  



 
 

PATIENT EXPERIENCE STRATEGY 

WE AIM TO ‘BE A TOP PERFORMING TRUST FOR INPATIENT SURVEY RESULTS’ 

Our vision is for patients to have healthier, happier and fairer lives and we want this to be reflected in 
providing care that provides a great experience for patients and families. 
 
Our strategy will be co-produced with patients, families and staff to ensure that their voice is 
embedded into how we define, monitor and analyse patient and family experience. By engaging 
effectively with the communities who use our services, we aim to establish best practice in using 
patient and family voice to drive and assess quality improvements at all levels of the organisation. 
 
What patients, families and carers want us to focus on: 
 
We have engaged with patients, families, carers and staff to gain their insight into what Great Care 
means to them. 
 
Through engagement events so far and review of patient feedback including FFT, local surveys, 
national surveys, complaints and concerns, stakeholder feedback and staff feedback, the following 
themes have been identified as what matters most to patients and families and where we should 
prioritise our plans for Patient Experience and Engagement: 
 
 

Priority Objectives 

Patient and Family Centred Care 
(PFCC) 

• Implementation of PFFC framework 
• Carer involvement and support 
• Experience at end of life 

Working together with patients 
and families 

• Engagement framework 
• Patient panels and support groups 
• Engagement for New Hospital 

Equality, Diversity and Inclusion  • Engagement with under-represented groups 
• Accessible care for individual needs 

Aligning patient and staff 
experience 

• Training and development 
• Sharing learning and celebrating best practice 
• Triangulation with staff experience 

Digital innovation • Digital engagement 
• Digital portals and access to care 

  



 
 

PRIMARY DRIVER OF CHANGE 2: STANDARDS, MEASUREMENT AND LEARNING 

Measurement for improvement is central to knowing whether or not the changes we are making are 
leading to improvement. In addition to the strategy overall being monitored with improvement 
measures (see pages 7-9), each project in the strategy will also have a suite of measures that address 
outcome, process and balancing measures. We will adhere to the Health Foundation’s Measurement 
of Safety Framework. 

We will: 

• Use measurement for improvement and streamline reports 
• Include measures in: Harm, Mortality, Patient and Staff Experience, Clinical Effectiveness 
• Integrate data collection and analysis across sites 
• Work with corporate structures to improve just culture and psychological safety  
• Unify clinical policies across sites 

 

 

 

  



 
 

PRIMARY DRIVER OF CHANGE 3: METHODOLOGY AND CAPABILITY BUILDING 

We have chosen an improvement methodology that is rooted in the principles of deep staff 
engagement and deference to expertise, acknowledging that our own staff are the greatest asset we 
have in our pursuit of the best safety culture in the NHS. 

We will: 

• Celebrate successes and build a culture of continuous improvement 
• Use IHI Breakthrough Series Collaboratives, and the Model for Improvement 
• Build capability through experiential learning, learning while doing 
• Empower staff to take the lead on improvement 
• Utilize the patient voice and experienced-based design 
• Align local audit priorities 
• Develop a virtual knowledge sharing hub 

 

IHI Breakthrough Series (BTS) Collaborative 

A BTS is an evidenced based structured programme methodology designed to bring together teams 
from across the Trust to collectively solve a problem. The BTS collaborative brings together subject 
matter experts, with quality improvement professionals and the experts in patient care (the frontline 
and patients themselves) and harnesses the unique perspective of each to achieve breakthrough 
improvement. 

Institute for Healthcare Improvement Breakthrough Series College 

 

Model for Improvement 

Within the collaborative setting, or indeed any improvement project framework, we will use the 
Model for Improvement. This model, used widely across the world in numerous industries, is based 
on iterative change, continuous testing and measurement, and empowerment of frontline teams.  

  



 
 

PRIMARY DRIVER OF CHANGE 4: SUITE OF PROJECTS 

We have chosen a suite of projects based on current safety issues that have emerged from internal 
and external monitoring systems. These projects are not an exhaustive list of the areas we will tackle 
through the quality and safety strategy over the years. They are merely meant to get us started and 
will be used to develop skills in improvement in staff and shape our safety culture. As a part of this 
work, we will also create system of ongoing data review and response to newly emerging issues.  
 

 
 
 

Strategy Connectivity and Monitoring 

The successful delivery of the Quality and Safety Strategy will depend on several parts of the Trusts 
overarching strategy working together to achieve the aims. Various Trust teams (particularly Quality 
Improvement, Organisational Development, Human Resources, Strategy, Research and Innovation) 
will work closely to ensure Trust aims are delivered seamlessly, avoiding working in silos. 

The delivery of the Quality and Safety Strategy will be monitored by the Executive Quality and Safety 
Committee. Progress of the strategy will also be reported to the Board of Directors on a quarterly 
basis. 
 

SAFE

•Deteriorating 
Patients

•Safety in 
Procedures

•Sepsis
•VTE
•Healthcare 

aquired 
infections

CARING

•Nutrition and 
Hydration

•Pressure ulcers
•Falls
•LQA: 90% Wards 

to Gold
•Patient 

participation in 
all improvement

EFFECTIVE

•Safety in 
governance 
systems: Safety 
science and 
psychological 
safety

•Clinical audit 
alignment

•NICE guidance 
assurance
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